UJ- 


Digitized  by  the  Internet  Archive 
in  2017  with  funding  from 

The  National  Endowment  for  the  Humanities  and  the  Arcadia  Fund 


https://archive.org/details/texasmedicine75unse 


Jan79 


Infant  diarrhea 

|and  folk  medicine  beliefs 

Recent  advances 
in  the  benzodiazepines 

Nuclear  medicine 

in  study  of  coronary  artery  disease 


United  front  will  help 
medicine’s  legislative  efforts  |p| 

Cost  containment  f I 

in  high-risk  pregnancy  1 1 


0[orbptt-2futrl?ing0-^mitl|  iMtmorial  Sfoapfial 

anJi  ®orbett-l|utclytn5a-^mitI|  CUntr 

322  Coleman  Street  fUarlin,  Slexaa  76661  Telephone:  883-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S.* 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE,  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R, 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S.* 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes.  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


•Expired  May  17th,  1977. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  75211  Telephone  823-4151 


INTERNAL  MEDiClNE 

John  B Allen,  M O , O A B I M 
Morns  I'  Mauers.  M D , D.A  B I M 
Channinu  Woods,  M O 

Richard  C.  Stone,  M O , Gasrroencenitoi^y 
Landon  W.  Stewart,  M O..  D A B I.M 
Cloyce  L Stetson,  Jr  , M D , 1)  A B I M 
David  S Sowell,  III,  M D , D A B I M , Cardioloi;y 
Don  E CheatLim.  M D , D A B I M , and  DAB  Rhu, 
EACH  , Rheumaroloi7y 
W Mark  Armstronti.  M D , A B I M 
Sam  W Waters,  m'd 
George  H.  Thomas.  M D , D A B I M 
Steven  P Bowers,  M D , D A B I M 

ORTHOPEDIC  SURGERY 

George  S.  Phalen,  M D , D A B O S , E A C S 

OBSTETRICS  AND  GYNECOLOCtY 
John  B Miller,  111,  M D . D A BO  G 
Vernie  D Bodden,  M D 

PEDIATRICS 

Hakuit  Moure,  M D , D A B P , E A A.P 
P.  E Luecke,  Jr  , M D , D A B P , E A A , P 
Richard  J,  Gugelmann,  M D , D A B P 

GENERAL  SLIRGERY 

George  P Fosmire,  M D,.  D A B S,,  E A C S 
Stanley  O.  Snyder,  Jr.,  M.D. 

UROLOGY 

Henry  M,  Spence,  M D , D.A  B.U.,  [■  A.C.S. 

William  H.  Hoffman.  M.D  , D A B ll-,  F A C S 
Richard  B Dulany,  M.D.,  D A B.L',,  F A C S. 


RADIOl.OGI' 

R.iymond  VC  Burlord,  M D , D A B R 
Joe  B Cildwcll,  M D,,  D A B R 
). lines  B F.v.ins,  M D , D A B R 

DFRMATOl.OGV 

Willi.im  N Nevs,  M D. , F A A D . F A ( P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W Sinister,  M 1)  , D A H O 

OPHTHALMOLOGY 

James  M Copps,  M D , D A B O 
R Roy  Whit.iker.  M D , D A B O 

DENTISTRY  AND  DF.NTAL  SLiRGL  RY 
J Boyd  Holl.ibauf;li,  D ITS, 

NXdlliain  F W.ilron,  D.D  S. 

L.irry  L Gossserc.  D D S. 

ADMINISTRATION 

( H Rosamond,  Adminisrr.itor 
J.hL  Green.  Assoinite  Administrariir 

DIRFC.TOR  OF  NURSING  SLRVIGF 
Miss  BillyeJ  Norris,  R N 

INACTIVE  .STATUS 

Georr^e  M.  Underwoixl,  M D.,  D A B I M , F A (.  P , 
G.istroenreroioiry 

William  H.  Potts,  M.D.,  F A.G.P  . Internal  Mednine 

J Wilbur  Boiirland,  Jr.,  M.D.,  Obsterms  and  Gyneiology 

Adam  D,  Green,  M D.,  Siirf;ery 

B,  Celia  Slaughter,  M D,,  D.A  BP.  FA.  A.P 

John  B,  Bourland,  M.D  , D.A  B O G. 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  OSS' 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  iO  to  i4  days 

■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b./.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  piease  consuit  compiete  product  informa- 
tion, a summary  of  which  foiiows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morgana.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinli  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
“Susceptibleto  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older: 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

V2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

172  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

72  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazo  e per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

X Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\,  / Nutley,  New  Jersey  07110 

Please  see  following  page. 


Volume  75  January  1979 


next  attack  of  cystitis  ma# 

the  Bactrim 


equire 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
nurnbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis 
tant  organisms.  Thus,  Bactrim  reduces  the  riskof  introita 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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Folk  medicine  has  a religious  quality,  and  often 
its  practice  involves  symbolic  acts.  The  Mexican- 
Americans  whose  culture  includes  knowledge  of 
and  belief  in  folk  medicine  have  had  little  oppor- 
tunity to  learn  modern  medical  premises.  On  the 
other  hand,  not  many  health  workers  have  had 
the  opportunity  to  learn  about  the  premises  of  folk 
medicine.  It  is  possible  to  use  two  cultures' 


medical  systems  at  the  same  time,  and  the  phy- 
sician who  shows  respect  for  fhe  one  may  go  a 
long  way  toward  gaining  acceptance  for  the 
other.  The  article  beginning  on  page  69  shows 
how  a knowledge  of  folk  medicine  can  help  in 
gaining  acceptance  of  modern  treatments  for 
infant  diarrhea. 
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Beltone  Hearing  Aid  Service 

The  Suburban  1 

Beltone  Hearing  Aid  Service 

402  Mam  Street 

3122  S Alameda 

4201  North  1st  Street 

127  East  7th  Street 

P O Box  710 

Corpus  Christi.  Texas  78404 

Abilene.  Texas  79603 

Austin,  Texas  78701 

Kerrville.  Texas  78028 

(512)  884-2217 

(915)  673-4989 

(512)  472-1777 

(512)  257-5855 

William  Crnkovic 

Robert  J.  Fonner 

Beltone  Hearing  Aid  Service 

Louis  R Thibault 

Beltone  Hearing  Aid  Service 

Beltone  Hearing  Aid  Service 

Washington  County  Chamber  ol 

Beltone  Hearing  Aid  Service 

Sunnyland  Shopping  Center 

315  Randol  Mill  Road 

Commerce  Building 

910  North  Main  Street 

1 706  Texas  Avenue 

Arlington.  Texas  76011 

Brenham,  Texas  77833 

McAllen.  Texas  78501 

Bryan.  Texas  77801 

(817)  277-8121 

(713)  836-3695 

(512)  686-6881 

(713)  823-5821 

Beltone  Hearing  Aid  Center 

James  M McCrae 

Beltone  Hearing  Aid  Service 

Beltone  Hearing  Aid  Service 

7305  Grapevine  Highway 

Beltone  Hearing  Aid  Center 

803  South  77  Sunshine  Strip 

Weingarten's  Shopping  Center 

Fort  Worth.  Texas  76118 

5430  Fredericksburg  Road 

Suite  106 

729  Edst  Davis 

(817)  485-1051 

Oak  Hills  Tower  1 19 

Harlingen,  Texas  78550 

Conroe.  Texas  77301 

San  Antonio,  Texas  78229 

(512)  425-4011 

(7)3)  539-2626 

Joe  Geraci 

(512)  341-1414 

Beltone  Hearing  Aid  Center 

Hollis  Underwood 

Ken  Dennis 

617  South  First 

Wes  McKinzey 

Beltone  Hearing  Aid  Service 

Beltone  Hearing  Aid  Service 

P O Box  1464 

Beltone  Hearing  Aid  Service 

1207  Mam  Street 

1 125  Twenty-Third  Street 

Lutkin,  Texas  75901 

402  East  7th  Street 

Pasadena,  Texas  77506 

Galveston  Island.  Texas  77550 

(713)  634-4383  & 634-4384 

Odessa,  Texas  79761 

(713)  477-4835 

(713)  765-5791 

(915)  332-0519 

Ann  Head 

Beltone  Hearing  Aid  Service 

Beltone  Hearing  Aid  Service 

Beltone  Hearing  Aid  Service 

Beltone  Hearing  Aid  Service 

1017  North  Mam  Street 

161 7 Sixth  Street 

109  W Beauregdrd  - P O Box  1082 

104  North  O Street 

Baytown.  Texas  77520 

Bay  City.  Texos  77414 

Son  Angelo.  Texas  76901 

Midland,  Texas  79701 

(713)  428-2121 

(713)  245-9383 

(915)  653-5044 

(915)  682-2180 

Kenneth  R Wade 

Dick  Durbin 

Eldon  Johnson 

Beltone  Hearing  Aid  Service 

Beltone  ot  Lubbock 

Beltone  Hearing  Aid  Service 

Beltone  Hearing  Aid  Service 

606  Johnson 

2815  Avenue  Q 

84)2  Preston  Center  Plaza 

315  North  Travis 

Big  Spring,  Texas  79720 

Lubbock,  Texas  79405 

Dallas.  Texas  75225 

Sherman,  Texas  75090 

(915)  263-6181 

(806)  747-1675  & 747-1676 

(214)  363-7510 

(214)  892-1597 

Carlos  Perez 

John  Westmoreland 

Beltone  Hearing  Aid  Service 

Rulus  Jordan 

Beltone  Hearing  Aid  Center 

Beltone  Hearing  Aid  Service 

1770  W Irving  Blvd,  - Suite  #14 

Beltone  Hearing  Aid  Center 

905  Judson  Road 

1616  Austin  Avenue 

Irving,  Texas  75061 

215  East  Missouri 

Longview,  Texas  75601 

Waco.  Texas  76710 

(214)  253-2026 

El  Paso,  Texas  79901 

(214)  758-5558 

(817)  754-5485 

(915)  533-2291 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 

4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 
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The  ultimate  answer 
to  pollen,  dust  and  smoke. 
And  we  can  prove  it! 

The  Newtron®  electrostatic  air  cleaner  is  a revolutionary 
new  device  that  allows  you  to  breathe  clean  air  in  your 
home  or  office  at  a much  lower  cost  than  has  ever  been 
possible  before.  In  fact  the  Newtron®  is  the  only  reasonable 
answer  to  the  problems  caused  by  pollen,  smoke,  dust  and 
other  air  pollutants.  It  requires  no  electricity,  never  needs 
to  be  replaced,  requires  no  maintenance  other  than  a 
monthly  rinsing  with  tap  water,  and  it  comes  in  standard 
filter  sizes  to  simply  replace  the  existing  throw-away  filter 
in  heating  and  air  conditioning  systems.  Even  more  impor- 
tant, it  far  out-pertorms  all  other  cleaners  including  elec- 
trically powered  models  costing  more  than  three  times  as 
much. 


Per  Cent  (%)  Efficiency 

0 10  20  30  40  50  60  70  80  90 


Throw  Away  Fiber  Glass  Filter 
Powered  Air  Cleaners 
Newtron  Electrostatic  Air  Cleaner 


Copies  of  laboratory  test  reports  proving  these  results  are 
available  upon  request. 

In  the  past,  high  cost  and  complicated  installation  have 
put  truly  clean  air  out  of  the  reach  of  most  people.  Now 
that  the  Newtron®  is  available — and  has  been  proven  effec- 
tive in  hospitals,  businesses,  private  homes  and  apartments 
— you  no  longer  have  to  breathe  air  polluted  with  cigarette 
smoke,  pollen,  dust  or  other  irritants. 

You  will  probably  be  able  to  purchase  a Newtron®  through 
your  local  air  conditioning  dealer  within  the  next  year  ; 
but  if  you  need  clean  air  right  now,  please  allow  us  to 
send  you  a complete  information  package  on  the  Newtron®. 
No  salesman  will  call,  either  in  person  or  by  telephone 
(unless  you  request  it).  We  are  now  shipping  Newtrons® 
direct  from  Austin  to  customers  all  over  Texas.  The  price 
of  the  Newtron®  varies  from  $170  to  $180  according  to  size. 
(Master  Charge  and  VISA  are  accepted.) 


When  a new  product  claims  to  be  as  good  as  the 
Newtron®  electrostatic  air  cleaner  and  costs  so  little, 
it  is  natural  to  be  skeptical. 

We  know  the  Newtron®  electrostatic  air  cleaner  sounds  almost 
too  good  to  be  true;  so  we’d  like  to  prove  it  to  you.  Let  us  send 
you  further  information  about  the  Newtron®.  We  will  even  send 
copies  of  independent  test  lab  results  if  requested.  Then  you  decide 
if  what  we  say  is  true. 


For  more  information 
phone  1-800-252-9149 
In  Austin:  458-4151  or 


ISiewti&tl 

The  ultimate  air  cleaner.  L 


Clip  and  mail  this  coupon  to 
Newtron  Sales,  Inc. 

Dept.  M 

3007  N.  Lamar  Boulevard,  Austin,  Texas  78705 

Please  send  complete  information  on  the  Newtron® 
electrostatic  air  cleaner. 

Name  


Address 
City  


State 


*Interested  dealers  are  invited  to  write  on  their  letterhead  Newtron®  is  a registered  trademark  of  Newtron  Products  Co.,  Cin- 
for  technical  information  and  documentary  proof  of  performance,  cinnati,  Ohio.  The  generic  name  is  electrostatic  air  cleaner. 
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Postgraduate  courses  added 
to  legislative  conference 

The  Texas  Medical  Association's  annual  Conference  on 
Medical  Legislation  is  slated  for  9 am  Saturday,  Jan  20,  at 
the  Joe  C.  Thompson  Conference  Center  In  Austin.  In 
addition  to  speakers  and  panel  sessions,  the  conference 
will  offer  five  postgraduate  courses  for  credit.  TMA 
boards,  councils,  and  committees  will  also  be  meeting  Jan 
19-21. 

The  featured  speakers  and  their  topics  include:  Carlos 
Pestana,  MD,  San  Antonio,  The  University  of  Texas 
Health  Science  Center,  “What's  Right  with  American 
Medicine”;  Hoyt  D.  Gardner,  MD,  Lewisville,  Ky,  presi- 
dent-elect, American  Medical  Association;  James  H. 
Sammons,  MD,  Chicago,  executive  vice  preisdent,  AMA; 
Mr.  R.  Bruce  Andrews,  senior  vice  president,  finance, 
American  Medical  International,  ‘‘Voluntary  Cost  Con- 
tainment”; Mr.  C.  Joseph  Stetler,  Washington,  DC, 
president.  Pharmaceutical  Manufacturers  Association, 
speaking  on  drug  issues  and  legislative  proposals;  Con- 
gressman Bill  Clayton,  Springlake,  speaker,  Texas  House 
of  Representatives;  and  Congressman  Richard  C.  White, 
El  Paso,  US  House  of  Representatives. 

At  10:45  am  a six-person  panel,  chaired  by  Ed  W. 
Schmidt,  MD,  Pecos,  chairman  of  TMA's  Council  on  Leg- 
islation, will  address  five  medical  and  legal  topics  before 
fielding  audience  questions. 

Entitled  “‘Medical  and  Health  Issues  Before  the  66th 
Texas  Legislature, " the  discussion  will  include  presenta- 
tions by  panelists  E.  Don  Webb,  MD,  Houston,  “‘Objec- 
tives in  Medical  Professional  Liability”;  Frederick  J.  Bonte, 
MD,  Dallas,  "Policy  Positions  and  Issues  in  Medical  Edu- 
cation ";  Gary  W.  Williamson,  MD,  Austin,  “Support  of 
Bills  Relating  to  Patient  Care  and  Public  Health”;  Val  F. 
Borum,  MD,  Fort  Worth,  “Drug  and  Pharmacy  Bills”;  D. 
Clifford  Burross,  MD,  Wichita  Falls,  ‘‘Insuring  Quality 
Medical  Care  for  the  Patient.” 

The  Saturday  conference  will  end  with  a panel  discus- 
sion, “‘Enhancing  Effectiveness  of  Physicians  in  the  Legis- 
lative Arena,  " chaired  by  TMA  vice  president  Charles  H. 
Wilson,  MD,  Wichita  Falls. 

In  conjunction  with  the  conference,  TMA  will  provide 
five  postgraduate  courses.  All  will  be  at  the  Austin  Mar- 
riott Hotel.  Basic  Life  Support  will  be  offered  from  1 -5 
pm  on  Saturday,  Jan  20.  On  Sunday  the  courses  will  in- 


clude breakfast  at  7:15  am,  and  formalities  will  extend 
from  8 am  until  1 pm.  Courses  will  be:  Diagnosis  and 
Management  of  Common  Allergic  Problems;  Office  Man- 
agement of  Anorectal  Disease;  Practical  Office  Gynecol- 
ogy; and.  Update:  Adult  and  Pediatric  Urinary  Tract 
Infections. 

The  Basic  Life  Support  Course  is  $40  for  TMA  mem- 
bers and  carries  four  hours  of  category  1 credit.  The  other 
courses  are  $55  for  members  and  carry  five  hours  of 
category  1 credit. 

Although  the  courses  are  primarily  for  TMA  members, 
nonmembers  will  be  admitted  on  a space-available  basis 
for  a fee  $5  higher  than  that  paid  by  members. 

Medical  students,  residents,  interns,  and  retired  phy- 
sicians may  attend  the  courses  for  one-half  of  the  fee 
charged  to  nonmembers. 

The  conference  is  open  to  all  members  of  the  Texas 
Medical  Association.  Registrants  will  be  guests  of  TMA  for 
luncheon  and  Texas  Employers  Insurance  Company  will 
sponsor  a cocktail  party  at  the  close  of  the  conference. 

There  will  be  an  Orientation  Program  for  new  TMA 
members  and  those  who  have  transferred  from  one 
county  society  to  another. 

Continuing  education 
directory  mailed  in  December 

The  1979  Texas  Continuing  Education  Directory  for  Phy- 
sicians, listing  approximately  275  courses,  was  mailed  to 
members  of  the  Texas  Medical  Association  in  late 
December. 

The  directory  also  contains  information  on  more  than  50 
courses  being  presented  during  the  Association’s  1979 
Annual  Session  in  Dallas,  May  3-6.  This  year’s  directory 
contains  75  more  courses  than  last  year,  which  may  indi- 
cate more  advance  planning  and  scheduling  by  course 
sponsors. 

Each  month  the  courses  cited  in  the  directory  are  up- 
dated and  any  newly  scheduled  courses  are  published  in 
Texas  Medicine's  Continuing  Education  Courses  section 
(see  pages  39-43). 

Also  featured  in  the  directory  is  a list  of  scientific  medi- 
cal meetings  scheduled  in  Texas  during  1979. 

The  directory  was  compiled  and  prepared  by  the  Texas 
Medicine  staff  as  a part  of  the  Texas  Medical  Associa- 
tion’s continuing  education  services.  In  addition  to  pub- 
lishing the  directory,  the  Association  also  conducts  a 
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president  John  M.  Smith,  Jr,  MD,  stressed  to  the  House  y 

that  the  “voluntary  effort  must  continue.” 

“We  can  have  an  impact,”  he  wrote.  “To  not  continue 
our  efforts  will  only  insure  federal  control  of  hospital 
charges  and  ultimately  physician  charges  as  well.”  Dele- 
gates have,  he  stated,  the  responsibility  to  carry  “this 
message  back  home  to  our  constituents  and  to  impress 
upon  them  the  need  for  voluntary  action.”  The  option? 

Mandatory  controls  and  ultimately  rationing  of  care. 


continuing  education  accreditation  program  for  institu- 
tions within  the  state  of  Texas.  The  Association’s  program 
is  approved  by  the  Liaison  Committee  on  Continuing 
Medical  Education,  a national  accrediting  body  com- 
posed of  AMA  representatives  and  other  national  orga- 
nizations. 

In  November,  the  TMA  House  of  Delegates  encouraged 
greater  emphasis  of  the  accreditation  program  in  order  to 
enhance  continuing  education  opportunities  at  lower  cost 
and  close  to  the  physician’s  place  of  practice.  Institutions 
and  organizations  interested  in  seeking  accreditation  of 
their  local  continuing  education  programs  may  contact 
Patricia  Jeter,  Administrative  Assistant  for  Continuing 
Medical  Education,  TMA,  1905  North  Lamar  Blvd,  Austin, 
TX  78705,  or  call  512/477-6704. 

TMA  delegates  support 
voluntary  cost  containment 

Key  actions  adopted  in  October  by  the  Texas  Voluntary 
Cost  Containment  Committee  (TVCCC)  gained  TMA  sup- 
port at  the  House  of  Delegates  meeting  in  November. 

TMA  President  Mylie  E.  Durham,  Jr,  MD,  asked  for,  and 
received.  House  endorsement  and  continued  support  of 
TVCCC  priorities. 

Those  basic  points  endorsed  by  the  House  include:  (1) 
a total  reduction  during  1978  and  1979  of  four  percentage 
points  in  the  rate  of  increase  of  nonfederal,  short-term 
hospital  expenditures:  (2)  a request  that  President  Carter 
not  propose  hospital  cost  containment  legislation  to  the 
96th  Congress  in  1979;  and  (3)  notification  by  TVCCC 
organizations  if  rules  and  regulations  increase  their  health 
care  costs  (the  adopted  guideline  asks  that  the  TVCCC 
organizations  identify  and  quantify  any  such  costs). 

In  remarks  prepared  for  the  House,  Dr  Durham  credited 
national  and  state  voluntary  cost  containment  measures 
with  the  Carter  administration’s  failure  to  pass  the  Hospi- 
tal Cost  Containment  Act. 

Dr  Durham  said  Texas  measures  have  proved  produc- 
tive, with  hospital  cost  increases  slowing  from  19.7%  in 
1976,  to  15.6%  in  1977,  and  12.8%  near  the  close  of 
1978.  He  noted  comparable  results  in  physician  fee  in- 
creases: for  the  year  beginning  in  August  1977,  the  phy- 
sician fees  component  of  the  CPI  increased  7.6%,  “the 
same  percentage  increase  for  all  goods  and  services  in 
the  Consumer  Price  Index.” 

In  a separate  statement  on  cost  containment,  TMA  past 


0.  Ray  Hurst,  Texas  Hospital  Association  president,  foreground,  and 
representatives  from  19  other  state  and  private  agencies  participating 
in  the  Texas  Voluntary  Cost  Containment  Committee  program,  met  Oct 
31  to  reaffirm  voluntary  cost  containment  policies.  Seated  by  Hurst 
is  Rod  Bell,  THA  board  of  trustees  chairman.  TMA  representatives  at- 
tending the  conference  were  John  M.  Smith  Jr,  MD,  TMA  past  presi- 
dent and  co-chairman  of  TVCCC:  Mylie  E.  Durham.  MD,  TMA  president: 
and  C.  Lincoln  Williston,  TMA  executive  director.  TMA's  medical  ser- 
vice department  director,  Paul  Gray,  also  attended  the  meeting. 
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Delegates  deal  with  broad,  complex 
issues  now  facing  Texas  physicians 


Reports  before  the  Texas  Medical  Association’s  House  of 
Delegates  Nov  10-12  once  again  reflected  the  complexity 
and  breadth  of  concerns  facing  physicians  throughout  the 
state.  Representing  113  county  medical  societies,  the 
280-member  policymaking  body  met  in  Austin  for  three 
days  to  evaluate  the  merits  of  more  than  75  reports  and 
resolutions. 

Among  those  adopted  by  the  delegates  were  the  Asso- 
ciation’s 1979  priorities,  guidelines  for  second  opinion 
programs,  support  for  voluntary  continuing  medical  edu- 
cation processes,  and  positions  on  a variety  of  topics 
involving  government  legislation  and  regulations. 

Advocacy  for  the  patient  and  the  physician  headed  the 
list  of  1979  priorities  adopted  by  the  delegates.  Four  other 
areas  were  also  considered  to  be  of  utmost  importance  to 
Association  members  and  their  patients  in  1979.  These 
included  cost  containment  and  cost  effectiveness,  medi- 
cal care  accessibility  and  quality,  easing  professional  lia- 
bility burdens,  and  unity  among  physicians  and  the  pro- 
fession. 

Guidelines 

In  adopting  guidelines  for  consultation  or  second  opinion 
programs,  delegates  fully  supported  the  right  of  patients 
and  physicians  to  seek  consultation  freely  with  consul- 
tants of  their  choice.  The  guidelines,  adopted  at  the  rec- 
ommendation of  the  Executive  Board,  further  stated  that 
the  patient  should  have  the  right  to  select  the  physician  of 
his  or  her  choice  for  consultations  and  second  opinions. 

In  the  interest  of  providing  the  patient  with  the  broadest 
choice  possible  in  selecting  a consultant,  the  guidelines 
also  stress  support  for  the  concept  of  open  selection  of 
physicians:  the  right  of  insurance  companies,  fiscal  inter- 
mediaries, and  third  parties  to  establish  the  level  of  bene- 
fits under  policies  and  programs  they  offer;  and  the  right  of 
physicians  to  establish  reasonable  fees  for  professional 
services.  In  addition,  the  guidelines  reiterate  that  the  pri- 
mary responsibility  of  the  physician  is  to  the  patient,  and 
point  out  that  the  physician  should  continue  to  have  the 
option  to  bill  the  patient  directly  or  accept  assignments  for 
payment  of  professional  services. 

Voluntary  continuing  medical  education 

Delegates  again  supported  their  belief  that  voluntary  con- 
tinuing medical  education  achieves  better  results  than 
mandatory  programs  by  (1)  approving  a Committee  on 
Continuing  Education  recommendation  reaffirming  sup- 


port for  voluntary  continuing  medical  education  for  all 
physicians  and  (2)  concurring  with  a Tarrant  County 
resolution  that  TMA  should  have  no  continuing  medical 
education  requirement  for  membership.  The  delegates 
supported  greater  emphasis  on  TMA’s  accreditation  pro- 
gram to  enhance  local  continuing  medical  education 
opportunities. 

In  its  report,  the  Committee  on  Continuing  Education 
also  reviewed  the  possibility  of  a legislative  effort  to  re- 
quire continuing  medical  education  as  a cohdition  for 
relicensure.  Recognizing  the  complex  issues  involved, 
delegates  referred  the  issues  surrounding  relicensure  to 
the  Council  on  Medical  Education  and  Hospitals  and  the 
Council  on  Legislation. 

PSRO 

Membership  on  PSRO  review  teams  should  be  restricted 
to  physicians,  delegates  stated,  with  nonphysicians  pro- 


TMA  president-elect  Mario  Ramirez,  MD,  of  Roma,  gathers  information 
during  the  TMA  House  of  Delegates  November  session  in  Austin.  Dr 
Ramirez  has  been  named  "Family  Doctor  of  the  Year"  by  the  American 
Academy  of  Family  Physicians  and  Good  Housekeeping  Magazine. 
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Your  Texas  Medical  Association  took  the  guesswork  out  of 
your  finonciol  security  by  establishing  generous  coverage 


terminotion  dotes  due  to  oge  under  each  of  its  insurance 
plans . . . 

LONG  TERM  DISABILITY  INCOME AGE  75 


OFFICE  OVERHEAD AGE  70 

PERSONAL  ACCIDENT AGE70 

AAAJOR  MEDICAL LIFETIME 


LIFE  INSURANCE LIFETIME 

Refer  to  your  TMA  Insurance  Brochure  for  specifics 


JUST  ONE  MORE  REASON  WHY  YOUR  TEXAS  MEDICAL 
ASSOCIATION  INSURANCE  PROGRAM  SERVES  YOU  BEST 

FOk  INFORMATION  OR  SERVICE 
CONTACT 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

1 901  N.  Lomor  Dlvd.  • Austin,  Texas  78705 
TOLL  FREE  1 -800-252-9318 

Prudential 

Group  Insurance 
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viding  appropriate  consultation.  A report  from  the  Com- 
mittee on  Nursing  cited  legislation  proposed  during  the 
95th  Congress  that  would  have  added  nurses  to  the  re- 
view team.  Under  current  law,  review  teams  are  com- 
posed of  physicians  only.  The  House  thus  adopted  the 
American  Medical  Assocition’s  position  that  the  PSRO 
organization  and  membership  should  be  restricted  to 
licensed  physicians. 

CHAMPUS 

Reiterating  support  for  direct  billing  and  encouraging  use 
of  the  Uniform  Claim  Form,  the  House  adopted  a state- 
ment urging  use  of  both  in  CHAMPUS  programs.  The 
adopted  statement  reads,  “All  members  are  urged  to 
direct  bill,  as  previously  approved  by  the  House.  The 
Uniform  Claim  Form  should  be  used  in  all  programs, 
including  CHAMPUS,  when  filing  claims  for  services  ren- 
dered. In  the  CHAMPUS  Program,  physicians  using  the 
direct  billing  method  should  complete  the  Uniform  Claim 
Form  and  give  it  to  the  patient  for  attachment  to  CHAMP- 
US Form  No.  500,  which  the  patient  (ie,  beneficiary)  will 
complete.  Should  the  physician  accept  assignment  in  the 
CHAMPUS  Program,  he  will  be  required  to  complete 
boxes  32  and  33  of  the  CHAMPUS  Form  500  for  submis- 
sion with  the  medical  information  provided  on  the  Uniform 
Claim  Form." 

A Bexar  County  resolution  was  amended  and  referred 
to  the  Council  on  Tax-Financed  Health  Care  Programs, 


calling  for  TMA  to  offer  to  work  with  OCHAMPUS,  Depart- 
ment of  Defense,  and  Mutual  of  Omaha  in  modifying  its 
claims  handling  procedures  so  that  fewer  claims  will  result 
in  disputes,  and  so  that  disputed  claims  will  be  settled 
more  promptly  and  more  satisfactorily  for  the  patient, 
physician,  and  carrier. 

Principle  on  nonphysician  administration  of  drugs 

Eight  resolutions  pertaining  to  statutory  authorization  for 
optometrists  to  administer  drugs  to  their  patients  were 
considered  by  delegates.  The  House,  however,  adopted  a 
substitute  resolution  stating  that  the  same  medical  princi- 
ple applies  to  the  care  of  the  eyes  as  to  any  other  system 
of  the  body,  and  thus  only  one  who  is  licensed  to  practice 
medicine  is  qualified  to  diagnose  or  treat  diseases  of  the 
eyes,  ocular  adnexa,  or  any  disease  potentially  causing 
blindness.  The  resolution  also  opposed  legislation  autho- 
rizing nonmedical  practitioners,  of  any  description,  to  ad- 
minister prescription  or  legend  drugs  for  either  diagnostic 
or  therapeutic  purposes.  In  addition,  the  resolution  called 
for  the  principle  to  be  considered  as  a statement  of  the 
first  priority  for  the  Association’s  legislative  program  for 
the  66th  Session  of  Texas  Legislature  and  all  future  legis- 
lative sessions. 

Midwifery 

A detailed  report  from  the  Association’s  Committee  on 
Maternal  and  Child  Health  was  referred  back  to  the  com- 


TMA  House  of  Delegates  speaker  Milton 
V.  Davis,  MD,  left,  discusses  health  is- 
sues with  Sam  A.  Nixon,  MD,  center,  of 
Houston,  and  Texas  House  Speaker  Bill 
Clayton.  Mr  Clayton  addressed  TMA 
delegates  briefly  during  the  Associa- 
tion's November  House  session. 
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mittee  for  further  study  and  report  to  the  House  in  May. 

In  another  action,  delegates  referred  to  the  Council  on 
Legislation  a report  on  a proposed  Texas  Department  of 
Health  bill  relating  to  identification  and  registration  of  lay 
midwives.  Delegates  agreed  that  midwives  should  be 
identified  in  some  manner. 

Cost  of  medical  care 

Delegates  endorsed  the  voluntary  cost  containment  effort 
as  a responsible  private  sector  activity.  They  also  en- 
dorsed the  AMA  President's  request  that  physicians  use 
appropriate  restraints  to  moderate  increases  in  medical 
care  costs  to  keep  fee  increases  more  nearly  in  line  with 
the  annual  increase  in  cost  of  living. 

In  his  remarks  to  the  House,  President  Mylie  E. 

Durham,  Jr,  MD,  commented  that  the  success  of  the  vol- 
untary effort  is  the  primary  reason  that  the  Administration's 
Hospital  Cost  Containment  Act  did  not  pass  during  the 
1978  Session  of  Congress.  At  his  request,  the  House 
endorsed  goals  adopted  Oct  31  by  the  Texas  Voluntary 
Cost  Containment  Committee,  which  voted  (1)  to  strive  for 
four  percentage  points  reduction  in  the  rate  of  increase 
in  nonfederal,  short-term  hospital  expenditures  during  the 
calendar  years  1978  and  1979;  (2)  to  urge  President 
Carter  to  withdraw  his  proposed  hospital  cost  contain- 
ment legislation  in  Congress  in  1979;  and  (3)  to  endeavor 
to  identify  and  quantify  the  impact  of  regulations  adversely 
affecting  health  care  costs  and  to  seek  additional  support 
from  state  and  federal  agencies  and  elected  officials  in 
modifying  regulations. 

By  adopting  a Harris  County  resolution,  delegates  con- 
curred that  medical  care  costs  have  increased  because 
of  heavier  demands  for  services  as  a result  of  third-party 
payment,  the  number  of  regulations  generated  by  the 
Federal  Register  and  its  numerous  contributors,  and  the 
federal  government's  deficit  spending.  The  Texas  Delega- 
tion was  asked  to  introduce  and  support  a similar  resolu- 
tion to  the  AMA  House  of  Delegates  in  December. 

Waste  because  of  laws  that  require  disposal  of  certain 
prescription  drugs  upon  death  of  a nursing  home  patient 
was  another  concern  of  delegates.  They  adopted  and  re- 
ferred to  the  Council  on  Tax-Financed  Health  Care  Pro- 
grams a resolution  calling  for  TMA  to  encourage  members 
to  review  their  prescribing  patterns  for  nursing  home 
patients  so  that  the  potential  for  destruction  of  unused 
drugs  is  kept  to  a minimum.  TMA  plans  to  develop  a coop- 
erative program  with  the  Texas  Department  of  Human 


Resources  and  the  Texas  Pharmaceutical  Association  to 
correct  rules  that  result  in  waste. 

Delegates  authorized  a comprehensive  study  of  cata- 
strophic insurance  in  the  private  enterprise  system.  The 
study  was  recommended  by  a Harris  County  resolution 
which  observed  that  the  public  is  primarily  attracted  to 
national  health  insurance  because  of  fear  of  catastrophic 
illness.  The  society  also  noted  that  a federal  catastrophic 
program  would  be  a back-door  entrance  into  a full  national 
health  insurance  program;  that  the  profession  recognizes 
the  need  to  protect  patients  against  the  financial  effects 
of  catastrophic  illness;  and  that  other  nongovernmental 
insurance  programs  might  provide  coverage  in  a more 
cost-effective  manner.  The  resolution  was  adopted  and 
referred  to  the  Council  on  Medical  Service  and  Insurance 
for  implementation.  The  report  is  to  be  presented  to  the 
House  in  May  1979. 

Principles  of  Medical  Ethics 

The  House  reviewed  resolutions  dealing  with  the  AMA 
Principles  of  Medical  Ethics  and  reaffirmed  support  of  the 
principles  as  presently  written.  The  House  recognized, 
however,  that  some  changes  in  language  may  be  desir- 
able, but  urged  that  the  “Principles  remain  firm  and  not 
be  weakened.” 

Bylaws  amendments 

To  initiate  implementation  of  TMA's  reorganization  plan, 
delegates  approved  bylaws  amendments  on  responsibili- 
ties of  the  Executive  Board,  Board  of  Trustees,  and  coun- 
cils. Most  of  the  amendments  will  become  effective  in 
May  1979.  Also  approved  to  become  effective  in  May  was 
the  method  of  establishing  terms  and  tenure  of  commit- 
tees, members,  and  use  of  ad  hoc  committees. 

Interspecialty  Society  Committee 

Delegates  approved  establishment  of  an  Interspecialty 
Society  Committee,  and  authorized  the  Executive  Board 
to  determine  specific  specialty  representation  on  the 
committee.  Appointment  will  be  made  by  the  President 
from  nominations  submitted  by  specialty  societies.  The 
committee  will  advise  the  Executive  Board  regarding  pol- 
icy decisions  affecting  the  practice  of  medicine  and  other 
issues. 

A Tarrant  County  resolution,  calling  for  specialty  socie- 
ties to  designate  members  as  delegates  to  TMA,  was 
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referred  to  the  Executive  Board  for  study  and  report  in 
May. 

Professional  liability  legislation 

Eight  recommendations  on  professional  liability  legislation 
were  adopted  and  referred  to  the  Council  on  Legislation 
for  implementation.  The  council  is  thus  charged  with  in- 
forming the  legislature  and  the  public  on  medical  pro- 
fessional liability  programs,  especially  when  they  relate 
to  increased  cost  of  medical  care.  The  council  also  will 
resist  unfavorable  amendments  to  HB  1048,  the  Medical 
Professional  Liability  insurance  and  Improvement  Act, 
and  will  oppose  bills  which  would  compound  the  problem. 
Further,  the  council  will  support  bills  to  ease  burdens  on 
physicians,  including  bills  that  deal  with  collateral  source 
rule,  structured  awards,  and  frivolous  suits.  Amendments 
to  HB  1048  to  establish  an  effective  cause  of  action  for  a 
bad  faith  cause  of  action,  and  to  alleviate  problems  in 
rendering  emergency  medical  care  will  also  be  supported. 
A bill  to  extend  the  JUA  will  also  receive  council  support. 

TMLT  Governing  Board 

Elected  to  serve  on  the  Texas  Medical  Liability  Trust 
Governing  Board  were  Robert  Thumwood,  MD,  Houston 
(3  years):  Milton  V.  Davis,  MD,  Dallas  (2  years);  Francis 
E.  O'Neill,  MD,  San  Antonio  (1  year);  Ed  W.  Schmidt,  MD, 
Pecos  (3  years):  Richard  L.  Vardy,  MD,  Lubbock  ( 2 
years);  Charles  B.  Dryden,  MD,  Wichita  Falls  (1  year); 
Walter  A.  Brooks,  MD,  Quanah  (3  years):  C.  W.  Castle, 
MD,  Liberty  (2  years);  and  Presley  H.  Chalmers,  MD, 
Houston  (1  year).  Dr  Davis,  chairman  of  the  Board  of 
Governors,  presented  a complete  report  to  the  House  of 
Delegates  on  the  status  of  the  Trust. 

Distinguished  Service  Award 

Jose  G.  Rodarte,  MD,  Temple,  received  the  Association's 
Distinguished  Service  Award  at  the  opening  session  on 
Friday  afternoon.  The  Award  was  presented  by  TMA 
President  Mylie  E.  Durham,  Jr,  MD. 

Member  Emeritus 

Three  Galveston  physicians  were  nominated  by  the  Board 
of  Councilors  to  the  status  of  Member  Emeritus.  They 
are  Julius  L.  Jinkins,  Sr,  MD;  Edward  J.  Poth,  MD;  and 
Charles  Turner  Stone,  Sr,  MD.  The  nominations  will  be 
held  by  the  Board  of  Councilors  for  the  required  period 
of  one  year. 


Commendations 

Delegates  commended  five  individuals  for  outstanding 
service.  Fratis  L.  Duff,  MD,  commissioner  of  health,  was 
lauded  for  his  personal  and  professional  cooperation  with 
the  Texas  Medical  Association.  Dr  Duff  retired  Nov  30, 
1978.  Joseph  T.  Ainsworth,  MD,  a past  chairman  of  the 
Council  on  Legislation,  was  commended  for  his  service 
to  the  council.  Floyd  A.  Norman.  MD,  regional  health 
administrator  of  Region  VI,  Department  of  Health,  Edu- 
cation, and  Welfare  for  more  than  eight  years,  was  com- 
mended for  his  dedicated  service  to  the  profession  and 
the  nation.  Dr  Norman  has  joined  the  faculty  of  UT  South- 
western Medical  School.  James  H.  Sammons,  MD,  ex- 
ecutive vice-president  of  the  AMA,  was  cited  for  his 
leadership  and  ability;  the  AMA  Delegation  will  present  a 
resolution  commending  him  to  the  AMA  House  of  Dele- 
gates in  December.  TMA  assistant  executive  director 
Donald  M.  Anderson  was  commended  for  his  assistance 
to  the  Texas  Institute  for  Medical  Assessment  during 
the  past  five  years,  and  for  his  dedicated  service  to  the 
medical  profession. 

Other  actions 

Additional  House  actions  will  be  published  in  future  issues 
of  Texas  Medicine  and  TMA  Action. 

Public  Health  Service 
plans  Harris  County  study 

The  US  Public  Health  Service  assisted  by  census  bureau 
workers,  will  begin  this  month  its  selection  of  more  than 
400  Harris  County  participants  in  a study  of  nutrition- 
related  changes  in  the  population  and  of  the  prevalence 
of  certain  ailments  in  various  age  groups. 

The  study,  which  involves  detailed  laboratory  and  clini- 
cal examinations  of  persons  chosen  to  participate,  is  part 
of  a continuing  health  service  data-gathering  program 
authorized  by  Congress  in  1956. 

US  Bureau  of  the  Census  personnel  will  interview  indi- 
viduals in  specified  households  to  identify  and  select 
appropriate  subjects  for  the  study. 

Clinical  examinations  of  participants — all  volunteers 
between  the  ages  of  6 months  and  74  years — have  been 
scheduled  for  Jan  18  through  Feb  22. 

The  examination  and  transportation  to  a mobile  unit, 
where  the  clinical  tests  are  to  be  conducted,  are  offered 
at  no  charge  to  participants. 
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Califano  notes 

overabundance  of  physicians 

Armed  with  statistics,  US  Dept  of  Health,  Education,  and 
Welfare  Secretary  Joseph  Califano  told  a San  Antonio 
audience  in  October  that  an  overabundance  of  physicians 
is  ‘‘almost  a function  of  our  doing  too  well,”  a reference  to 
the  medical  profession’s  response  to  personnel  shortages 
of  the  1960s. 

Speaking  to  an  overflow  crowd  of  about  1,000  persons 
at  the  UT  Health  Science  Center  at  San  Antonio,  Califano 
said  that  ‘‘in  an  overall,  nationwide  sense,  we  see  on  the 
horizon  too  many  doctors.” 

‘‘By  1990,  depending  on  what  standard  is  used,”  he 
continued,  ‘‘if  you  graduate  the  same  number  of  people 
from  medical  school  at  the  rate  we  re  doing  it  today,  you’ll 
have  an  excess  of  anywhere  from  23,000  to  150,000 
doctors.” 

Excess  numbers  of  specialists  and  subspecialists  hike 
costs  further,  he  said,  and  drain  manpower  that  should  be 
directed  toward  primary  practice. 

‘‘We  will  seek  to  devise  programs  of  grants  and  other 
support  for  family  practice  training  in  our  medical  schools, 
and  we’ll  seek  ...  to  help  you  and  to  provide  a set  of 
incentives  to  encourage  the  development  of  primary  care 
physicians,”  he  said.  "We’ll  also  seek  to  reduce  those 
incentives  that  presently  may  encourage  the  development 
of  excessive  numbers  of  specialists  and  subspecialists.  ” 


HEW  Secretary 
Joseph  Califano 


Dallas  will  host 
1979  annual  meeting 

Dallas  will  host  TMA’s  112th  Annual  Session  May  3-6, 
1979. 

Most  of  the  scientific  sessions  and  exhibits  will  be 
housed  in  the  new  Hyatt  Regency,  with  business  sessions 
scheduled  for  the  Dallas  Hilton  and  TMA  Auxiliary  meet- 
ings at  the  Sheraton-Dallas. 

The  majority  of  scientific  programs  will  permit  physi- 
cians to  earn  category  1 credit  toward  the  AMA’s  Phy- 
sician’s Recognition  Award. 

Eleven  postgraduate  courses  will  be  jointly  sponsored 
by  the  American  Medical  Association  and  TMA.  The 
course  topics  are  infectious  diseases  and  antibiotics: 
current  treatment  of  hypertension;  postoperative  compli- 
cations after  abdominal  surgery;  office  orthopedics;  office 
gynecology;  pediatric  emergencies:  basic  electrocardiog- 
raphy; office  dermatology;  acid-base,  fluid  and  electro- 
lyte balance;  surgical  emergency  room  problems;  and 
treatment  of  common  digestive  diseases. 

TMA  committees  are  developing  program  material  on 
teenage  pregnancy,  teenage  alcoholism,  nutrition,  obesity 
in  children,  infectious  diseases,  gastroenterology,  treat- 
ment of  the  emergency  patient  during  the  first  30  minutes, 
and  care  of  the  chemotherapy  patient  by  the  family 
physician. 

.Advance  registration  and  housing  forms  will  be  included 
in  the  January,  February,  March,  and  April  issues  of 
Texas  Medicine. 

Houston  schools  form 
health  law  institute 

An  Institute  for  the  Interprofessional  Study  of  Health  Law 
has  been  established  jointly  by  The  University  of  Texas 
■Health  Science  Center  at  Houston  and  the  University  of 
Houston's  Bates  College  of  Law. 

The  institute  will  be  engaged  in  teaching,  research, 
and  service  relating  to  health  laws  and  policy,  and  will 
work  to  foster  understanding  among  lawyers,  physicians, 
and  laymen  in  areas  of  mutual  interest. 

Administration  of  the  institute  will  be  by  an  executive 
committee  responsible  to  the  administrations  of  the  Uni- 
versity of  Houston  and  UT’s  Houston  Health  Science 
Center. 
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JCAH  reorganization 
approved 

A plan  calling  for  the  restructuring  of  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  was  approved  by  its 
Board  of  Commissioners  at  a special  meeting  in  Chicago 
on  Oct  28,  1978.  Major  actions  included  (1)  dissolution 
of  the  existing  accreditation  councils  by  June  30,  1979; 
(2)  establishment  of  a policy  advisory  committee  to  the 
board;  and  (3)  establishment  within  the  JCAH  of  pro- 
fessional and  technical  advisory  committees  to  each 
accreditation  program. 

The  board  took  these  actions  because  of  organization- 
al problems  that  would  preclude  the  orderly  and  efficient 
conduct  and  growth  of  voluntary  accreditation  programs 
operating  under  the  auspices  of  JCAH.  The  original  hos- 
pital accreditation  program  has  operated  since  1951. 

Commencing  in  1969,  the  JCAH  expanded  its  accredi- 
tation activities  to  include  other  types  of  health  facilities 
and  related  human  services.  Through  written  agreements 
with  national  organizations  representative  of  providers 
and  constituencies  of  these  services,  JCAH  established 
accreditation  councils  for  services  for  mentally  retarded 
and  other  developmentally  disturbed  persons,  for  long- 
term care  facilities,  for  psychiatric  facilities,  and  for  ambu- 
latory health  care. 

Expansion  of  the  JCAH  organizational  structure  to  in- 
clude these  additional  programs,  each  with  its  own  coun- 
cil, created  administrative  and  managerial  problems. 
Accreditation  program  staffs  functioned  under  a seeming- 
ly dual  authority,  responding  to  their  accreditation  councils 
on  one  hand  and  to  JCAH  management  on  the  other. 

Although  the  councils  served  a vital  function  in  develop- 
ing accreditation  programs,  the  continued  growth  and 
maturation  of  these  programs,  commissioners  observed, 
requires  a traditional  management  structure  in  which  it  is 
clear  that  a single  authority  sets  policy,  coordinates 
functions,  and  directs  the  administration  of  the  overall 
organization. 

The  board’s  action  terminates  the  written  agreements 
between  the  JCAH  and  the  24  national  organizations 
represented  on  the  accreditation  councils  effective  no 
later  than  June  30,  1979.  However,  the  formation  of  a 
policy  advisory  committee  (PAC)  and  of  professional  and 
technical  advisory  committees  (PTAC)  is  designed  to 
broaden  the  continued  influence  of  major  national  organ- 
izations in  voluntary  accreditation.  Membership  on  these 


bodies  will  not  be  limited  to  those  previously  participating 
as  member  organizations  of  the  JCAH  Accreditation 
Councils. 

Texas  Neurological  Society 
establishes  research  award 

The  Texas  Neurological  Society  has  established  a $250 
award  for  Texas  students,  residents,  or  postgraduate 
fellows  for  original  neurological  research. 

The  paper  must  have  been  completed  within  the  last 
18  months  and  must  not  have  been  published  elsewhere. 
It  may  be  in  basic  science  or  clinical,  but  should  pertain 
to  neurologic  problems. 

The  paper  will  be  presented  at  the  TNS  meeting  in 
May  1979  in  conjunction  with  the  TMA  meeting.  Travel 
and  lodging  expenses  for  the  author  will  be  paid  by  the 
society. 

The  paper  and  an  abstract  of  1 50  words  or  less  should 
be  submitted  to  the  TNS  president  prior  to  Jan  31 , 1 979. 
Mail  to:  Bruce  Peters,  MD,  Department  of  Neurology, 
University  of  Texas  Medical  Branch,  Galveston,  TX 
77550. 

AMA  to  appeal  adverse  ruling 
on  physician  advertising 

As  this  issue  went  to  press,  the  Federal  Trade  Commis- 
sion handed  down  an  opinion  with  respect  to  ethical  prin- 
ciples of  the  American  Medical  Association  and  other 
organizations  relating  to  advertising  and  solicitation  of 
patients. 

FTC  law  judge  Ernest  Barnes  ordered  the  AMA  to  re- 
move its  ban  on  advertising  by  physicians;  the  AMA  an- 
nounced that  it  would  challenge  and  appeal  the  decision. 

The  judge's  ruling,  said  to  exceed  300  pages,  was  not 
immediately  available  to  Texas  Medical  Association 
officials,  and  at  press  time  there  still  had  been  no  oppor- 
tunity to  review  the  document  and  study  its  implications. 

Responding  to  information  available  at  the  time,  how- 
ever, TMA  President  Mylie  E.  Durham,  MD,  Houston, 
immediately  issued  the  following  statement  on  behalf  of 
the  association: 

“The  Texas  Medical  Association  agrees  with  the  Ameri- 
can Medical  Association  that  the  Principles  of  Medical 
Ethics  do  not  prohibit  advertising.  They  do  prohibit  the 
solicitation  of  patients  by  means  of  testimony;  solicitation 
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intended  to  create  unjustified  expectations  or  favorable 
results;  self  laudatory  comments  and  implications  of 
superior  skills;  solicitations  which  contain  incorrect  or 
incomplete  facts,  representations  or  implications  that  are 
likely  to  cause  the  average  person  to  misunderstand  or 
be  deceived. 

“All  states  and  the  District  of  Columbia  have  medical 
practice  acts  in  addition  to  other  laws  designed  to  prevent 
anticompetitive,  deceptive  and  unfair  trade  practices. 
Therefore,  the  Federal  Trade  Commission  is  acting  need- 
lessly when  Texas  and  other  states  have  the  necessary 
tools  to  protect  consumers  of  medical  care. 

“This  intervention  of  the  FTC  is  clearly  unwarranted, 
unneeded  and  is  another  example  of  the  federal  bureau- 
cracy usurping  regulatory  authority  that  states  and  private 
professional  organizations  have  the  power,  tools  and  obli- 
gations to  enforce.  This  is  especially  true  in  that  the 
activities  of  TMA,  AMA  and  other  states,  in  our  opinion, 
are  not  unreasonable,  not  in  restraint  of  trade  and  in  fact 
are  in  the  best  interest  of  the  public. 

“TMA  will  review  the  lengthy  decision  and  will  have 
further  comments  if  and  when  appropriate.  In  the  mean- 
time, we  fully  expect  the  courts  to  reverse  the  FTC  in 
this  matter.” 

DHEW  seeks  elimination 
of  measles  by  1982 

DHEW  Secretary  Joseph  Califano  has  announced  that 
the  United  States  is  going  to  seek  to  eliminate  indigenous 
measles  from  the  nation  by  Oct  1 , 1982. 

This  goal  is  a possibility  because  of  the  decline  in  inci- 
dence of  measles  in  the  United  States  and  the  major 
progress  that  the  Nationwide  Childhood  Immunization 
Initiative  has  made  in  attaining  immunization  levels  of  at 
least  90%  in  those  under  15  years  of  age  by  Oct  1 , 1979, 
according  the  the  Center  for  Disease  Control  (CDC). 

Thus  far  in  1978  there  have  been  24,179  cases  of  mea- 
sles reported  in  the  United  States,  a decline  of  55%  com- 
pared to  the  same  period  of  1977.  From  1950  through 
1959  (the  decade  before  vaccine  was  licensed), 
5,487,332  cases  of  measles  and  4,950  related  deaths 
were  reported. 

In  addition  to  death  (occurring  in  approximately  1 out 
of  1 ,000  reported  cases),  the  complications  of  measles 
include  otitis  media,  pneumonia,  measles-encephalitis, 
and  subacute  sclerosing  panencephalitis. 


The  availability  of  an  effective  vaccine,  the  absence  of 
a nonhuman  host,  and  the  absence  of  a carrier  state 
indicate  that  elimination  of  indigenous  measles  from  the 
United  States  is  a scientifically  valid  goal,  says  the  CDC. 

The  four  major  thrusts  in  the  effort  to  eliminate  mea- 
sles include:  increased  emphasis  on  identifying  and  im- 
munizing susceptible  adolescents  and  young  adults,  who 
now  represent  an  important  segment  of  the  pool  of 
susceptibles;  increased  efforts  to  broaden  school  immuni- 
zation requirements;  strengthening  of  surveillance  sys- 
tems with  institution  of  active  surveillance  systems  where 
they  do  not  now  exist;  and  improvements  in  the  efficiency 
and  effectiveness  of  outbreak-control  measures. 

Hospital  costs  slow  down 
by  2.8%  as  of  October  1978 

The  rate  of  growth  of  hospital  expenditures  during  the  first 
seven  months  of  1978  was  the  lowest  since  1974,  leaders 
of  the  national  Voluntary  Effort  announced  in  October. 

The  slowing  of  the  rate  of  increase  in  hospital  expendi- 
tures by  2.8%  thus  far  in  1978  indicates  a trend  which 
shows  that  the  VE  goal  of  a 2%  reduction  will  definitely 
be  accomplished  this  year,  even  with  anticipated  season- 
al increases  and  in  spite  of  the  growing  inflation  rate  in 
the  economy,  said  Paul  Earle,  VE  executive  director. 

The  Voluntary  Effort  was  organized  in  1977  by  the 
American  Medical  Association,  American  Hospital  Associ- 
ation, and  Federation  of  American  Hospitals. 

Michael  Bromberg,  FAH  executive  director,  said  the 
Council  on  Wage  and  Price  Stability  has  reported  that 
increases  in  the  costs  of  health  care  have  decelerated 
from  an  annual  rate  of  9.5%  in  1976-77  to  an  annual 
rate  of  less  than  8.5%  in  1978.  He  pointed  out  that  this 
was  done  while  the  cost  of  living  index  was  jumping 
from  5.8%  to  9.5%. 

“The  success  of  the  Voluntary  Effort  in  containing  hos- 
pital costs  was  the  single  most  important  factor  in  winning 
Congress’  support  in  the  fight  against  any  form  of  the 
Administration’s  proposed  hospital  revenue  cap  that 
would  have,  in  effect,  amounted  to  wage  and  price  con- 
trols on  a single  segment  of  the  economy,”  AHA  presi- 
dent Alex  McMahon  said. 


TEXAS  MEDICINE 


In  pharyngitis  apd  tonsillitis 

...prompt  temporary  relief 
of  pain  even  before 
patients  leave 
your  office. 
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CEPASTAT 

mouthwash/gargle/sore 
throat  lozenges 

Merrell 


Proven  Anesthetic 
Effectiveness 

Spraying  the  throat  with  CEPASTAT 
Drings  soothing  relief  within  minutes, 
/our  patients  will  appreciate  this  relief 
while  waiting  for  therapeutic  measures 
otake  hold.  The  well-established 
anesthetic  effects  of  CEPASTAT  pro- 
vide soothing  temporary  anesthesia  to 
the  irritated  or  inflamed  oropharyngeal 
mucosa. 

CEPASTAT  in  your 
jtreatment  room  . . . 

Used  as  a spray,  CEPASTAT  is  more 
likely  to  deliver  the  most  relief  to  the 
[painful  area  of  the  throat. 

8-3983  (Y572A) 


Suit  the  product 
to  the  patient . . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 

A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 


MERRELL  NATIONAL  LABORATORIES 
Division  ol  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215 


relief  of  minor 
sore  throat  when 
patients  want  it . . 


ig^ptant  data  on  the  pain  of  acute  cystitis: 

m 87%  of  patients 
studied  [303  of  349], 

Hzo  GantanoT  reduced 
pain  and^  burning 
within  24  hours* 


A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acute  urinary  tract  infection  in 
patients  with  at  least  100,000 
colonies  per  ml  of  a sulfonamide- 
sensitive  organism,  usually  £.  coli. 

In  87%  of  patients  with  initial 
symptoms  rated  “moderate  to 
severe,"  Azo  Gantanol  therapy  re- 
sulted in  improvement  within  24 1 
hours. 


hps 


Fast  pain  relief  |Ajs  effective  antibacterial  action 

Hzo  Gantanor 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 


Before  prescribing,  please  consuK  complete  pr 
uct  information,  a summary  of  which  follows: 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organis 
(usually  E.  coli,  Klebsiella-Aerobacter,  Staphyl: 
coccus  aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  C 
fully  coordinate  rn  vitro  sulfonamide  sensitivitj 
tests  with  bacteriologic  and  clinical  response; , 
aminobenzoic  acid  to  follow-up  culture  media 
increasing  frequency  of  resistant  organisms  lim 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindications;  Children  below  age  12;  sul 
fonamide  hypersensitivity;  pregnancy  at  term  a 
during  nursing  period;  because  Azo  Gantanol  c 
tains  phenazopyridine  hydrochloride  it  is  contr; 
dicat^  in  glomerulonephritis,  severe  hepatitis 
uremia,  and  pyelonephritis  of  pregnancy  with 
disturbances. 

Warnings:  Safety  during  pregnancy  not  establi; 
Deaths  from  hypersensitivity  reactions,  agranul 
tosis,  aplastic  anemia  and  other  blood  dyscrasi 
have  been  reported  and  early  clinical  signs  (sc 
throat,  fever,  pallor,  purpura  or  jaundice)  may 
dicate  serious  blood  disorders.  Frequent  CBC  c 
urinalysis  with  microscopic  examination  are  re; 
ommended  during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  with  i 
paired  renal  or  hepatic  function,  severe  allerg 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  an 
stone  formation. 

Adverse  Reactions;  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia 
leukopenia,  hemolytic  anemia,  purpura,  hype- 
thrombinemia  and  methemoglobinemia);  alleri 
reactions  (erythema  multiforme,  skin  eruption; 
Stevens- Johnson  syndrome,  epidermal  necroly 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbita 
edema,  conjunctival  and  scleral  injection,  ph^ 
sensitization,  arthralgia  and  allergic  myocarditi 
G.l.  reactions  (nausea,  emesis,  abdominal  pa 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  periphe 
neuritis,  mental  depression,  convulsions,  atax 
hallucinations,  tinnitus,  vertigo  and  insomnia) 
miscellaneous  reactions  (drug  fever,  chills,  tox 
nephrosis  with  oliguria  and  anuria,  periarteriti- 
nodosa  and  L.  E.  phenomenon).  Due  to  certai 
chemical  similarities  with  some  goitrogens,  di 
uretics  (acetazolamide,  thiazides)  and  oral  hy; 
glycemic  agents,  sulfonamides  have  caused  ra 
instances  of  goiter  production,  diuresis  and  hy 
glycemia.  Cross-sensitivity  with  these  agents  r 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acut- 
painful  phase  of  urinary  tract  infections.  Usua 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 G; 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persist 
causes  other  than  infection  should  be  sought. 
After  relief  of  pain  has  been  obtained,  continu 
treatment  with  Gantanol  (sulfamethoxazole)  r 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orang? 
dye  (phenazopyridine  HCI)  will  color  the  urine 
Supplied;  Tablets,  red,  film-coated,  each  conti 
ing  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI- — bottles  of  100  and  50C 

<X  Roche  Laboratories 

ROCHE  > Division  of  Hoffmann- La  Roche] 
/ Nutley,  New  Jersey  07110  i 


Data  on  file.  Hoffmann-La  Roche  Inc.,  Nutlev,  New  Jersey  07110. 


one  of  today  s trends 
in  oral  contraception. . . 

stepping 
down 
estrogen 
levels  to 
50  meg? 


Do  you  have  patients  currently  taking  oral  contracep- 
tives containing  1 00  meg  of  estrogen  for  contracep- 
tion? A switch  to  a 50  meg  product  may  be  desirable. § 

Prospective  ond  retrospective  studies  indicate  a rela- 
tionship between  estrogen  doses  and  serious  adverse 
side  effects.  ".  . . preparations  containing  1 00  meg  or 
more  of  estrogen  were  associated  with  a 
higher  risk  of  thromboembolism.  . .“t 
The  incidence  of  these  side  effects 
decreases  as  the  dosage  of 
estrogen  decreases  to  50  meg, 
as  demonstrated  in  British  studies.? 


a step  in  the  right  direction 

Ortho-Novum  1/50 

Each  yellow  tablet  contains  1 mg  norethindrone  and  0.05  mg  mestranol.  trademark 
Each  green  tablet  in  the  28-day  regimen  contains  inert  ingredients. 


§Serious  as  well  as  minor  side  effects  have  been  reported  with  the  use  of  oral  contraceptives.  These  include 
thromboembolic  disease.  The  physician  should  remain  alert  to  the  earliest  manifestations  of  any 
symptoms  of  serious  disease  and  discontinue  oral  contraceptive  therapy  when  appropriate.  The  physician 
should  be  fully  aware  of  the  complete  Prescribing  Information  for  this  product. 

See  the  complete  Prescribing  Information  for  this  product, 
a summary  of  which  is  on  the  next  page. 
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ORTHO-NO VUM*  Tablets 

IMPORTANT  NOTE-Hiis  iofcrmaUon  is  a BRIEF  SUMMARY  of  the  complete  prescribing  information  provided  with  the  product  and 
therefore  should  not  be  used  as  the  basis  for  prescribing  the  product  TIis  summary  was  prepared  by  deleting  from  the 
complete  prescribing  informabon  certain  text,  tables,  and  references.  The  physician  should  be  thoroughly  familiar  with  the 
complete  prescribing  information  and  patient  information  before  prescribing  the  product 

INDICATION:  CONTRACEPTION.  The  pregnancy  rate  in  women  using  conventional  combination  oral  contraceptives  (containing 
35  meg  of  more  of  ethinyl  estradiol  or  50  meg  or  more  of  mestranol)  is  generally  reported  as  less  than  one  pregnancy  per 
100  .•■'man-years  of  use.  Slightly  higher  rates  (somewhat  more  than  one  pregnancy  per  100  woman-years  of  use)  are 
rr-i.  j'iid  for  some  combination  products  containing  35  meg  or  less  of  ethinyl  estradiol,  and  rates  on  the  order  of  three 
:f:es  per  100  woman-years  are  reported  for  the  progestogen-only  oral  contraceptives.  Table  1 gives  ranges  of 
: '.xy  rates  reported  in  the  literature  for  other  means  of  contraception.  The  efficacy  of  these  means  of  contraception 
'cept  the  lUD)  depends  upon  the  degree  of  adherence  to  the  method 
Table  1 : Pregnancies  Per  100  Women-Years.  lUD,  less  than  1-6;  Diaphragm  with  spermicidal  product  (creams  or  jellies),  2-20; 
Condom,  3-36,  Aerosol  foams.  2-29;  Jellies  and  creams.  4-36;  Periodic  abstinence  (rhythm)  all  types,  less  than  1-47,  1. 
Calendar  method.  14-47;  2.  Temperature  method.  1-20;  3.  Temperature  method-intercourse  only  in  postovulatory  phase, 
less  than  1-7;  4 Mucus  method.  1-25,  No  contraception.  60-60.  DOSE-RELATED  RISK  OF  THROMBOEMBOLISM  FROM  ORAL 
CONTRACEPTIVES:  Two  studies  have  shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and 
the  risk  of  thromboembolism.  For  this  reason,  it  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to  minimize 
exposure  to  estrogen.  The  oral  contraceptive  product  prescribed  for  any  given  patient  should  be  that  product  which 
contains  the  least  amount  of  estrogen  that  is  compatible  with  an  acceptable  pregnancy  rate  and  patient  acceptance.  It  is 
recommended  that  new  acceptors  of  oral  contraceptives  be  started  on  preparations  containing  05  mg  or  less  of  estrogen. 
CONTRAINDICATIONS:  Oral  contraceptives  should  not  be  used  in  women  with  any  of  the  following  conditions.  1.  Throm- 
bophlebitis or  thromboembolic  disorders.  2.  A past  history  of  deep  vein  thrombophlebitis  or  thromboembolic  disorders.  3. 
Cerebral  vascular  or  cororwry  artery  disease  4.  Known  or  suspected  carcinoma  of  the  breast.  5.  Known  or  suspected 
estrogen-dependent  neoplasia.  6.  Undiagnosed,  abnormal  genital  bleeding  7 Known  or  suspected  pregnancy  (see 
WARNINGS,  No  5). 

WARNINGS 


Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from  oral  contracepfive  use.  TIis  risk 
increases  with  age  and  with  heavy  smoking  (15  or  more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years 
of  age.  Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious  conditions  including  thromboembolism, 
stroke,  nryocardial  infarction,  hepatic  adenoma,  gallbladder  disease,  hypertension.  Practitioners  prescribing  oral  contra- 
ceptives should  be  familiar  with  the  loltowing  information  relating  to  these  risks. 


1 THROMBOEMBOLIC  DISORDERS  AND  OTHER  VASCULAR  PROBLEMS  An  increased  nsk  of  thromboembolic  and 
thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well  established.  Four  principal  studies  in  Great 
Britain  and  three  in  the  United  States  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous  thromboembolism 
and  stroke,  both  hemorrhagic  and  thrombotic.  These  studies  estimate  that  users  of  oral  contraceptives  are  4 to  11  times 
more  likely  than  nonusers  to  develop  these  diseases  without  evident  cause.  Overall  excess  mortality  due  to  pulmonary 
embolism  or  stroke  is  on  the  order  of  1.0  to  3.5  deaths  annually  per  100.000  users  and  increases  with  age. 
CEREBROVASCULAR  DISORDERS;  In  a collaborative  American  study  of  cerebrovascular  disorders  in  women  with  and  without 
predisposing  causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 times  greater  in  users  than  in  nonusers 
and  the  risk  of  thrombotic  stroke  was  4.0  to  9.5  bmes  greater  in  users  than  in  nonusers 

MYOCARDIAL  INFARCTION:  An  increased  risk  of  myocardial  infarction  associated  with  the  use  of  oral  contraceptives  has 
been  reported  confirming  a previously  suspected  association  These  studies,  conducted  in  the  United  Krgdom.  found,  as 
expected,  that  the  greater  the  number  of  underlying  risk  factors  for  coronary  artery  disease  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia),  the  higher  the  risk  of  developing 
myocardial  infarction,  regardless  of  whether  the  patient  was  an  oral  contraceptive  user  or  not.  Oral  contraceptives, 
however,  were  found  to  be  a clear  additional  risk  factor  The  annual  excess  case  rate  (increased  risk)  of  myocardial 
infarction  (fatal  and  nonfatal)  in  oral  contraceptive  users  was  estimated  to  be  approximately  7 cases  per  100.000  women 
users  in  the  30-39  age  group  and  67  cases  per  100.000  women  users  in  the  40-44  age  group  In  terms  of  relative  risk,  it 
has  been  estimated  that  oral  contraceptive  users  who  do  not  smoke  (smoking  is  considered  a major  predisposing 
condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myocardial  infarction  as  nonusers  who  do  not 
smoke.  Oral  contraceptive  users  who  are  also  smokers  have  about  a 5-fold  increased  risk  of  fatal  infarction  compared  to 
users  who  do  not  smoke,  but  about  a 10-to  12-fold  increased  risk  compared  to  nonusers  who  do  not  smoke  Furthermore, 
the  amount  of  smoking  is  also  an  important  factor  In  determining  the  importance  of  these  relative  risks,  however,  the 
baseline  rates  for  various  age  groups  must  be  given  serious  consideration.  The  importance  of  other  predisposing 
conditions  mentioned  above  in  determining  relative  and  absolute  risks  has  not  as  yet  been  quantified,  it  is  quite  likely  that 
the  same  synergistic  action  exists,  but  perhaps  to  a lesser  extent.  Risk  of  Dose:  In  an  analysis  of  data  derived  from  several 
national  adverse  reaction  reporting  systems,  British  investigators  concluded  that  the  risk  of  thromboembolism  including 
coronary  thrombosis  is  directly  related  to  the  dose  of  estrogen  used  in  oral  contraceptives  Preparations  containing  100 
meg  or  more  of  estrogen  were  associated  with  a higher  risk  of  thromboembolism  than  those  containing  50-80  meg  of 
estrogen.  Their  analysis  did  suggest,  however,  that  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved  This 
finding  has  been  confirmed  in  the  United  States.  Careful  epidemiological  studies  to  determine  the  degree  of  thromboem- 
bolic risk  associated  with  progestogen-only  oral  contraceptives  have  not  been  performed.  Cases  of  thromboembolic 
disease  have  been  reported  in  women  using  these  products,  and  they  should  not  be  presumed  to  be  tree  of  excess  risk 
The  risk  of  thromboembolic  and  thrombotic  disorders,  in  both  users  and  nonusers  of  oral  contraceptives,  increases  with 
age  Oral  contraceptives  are,  however,  an  independent  risk  factor  for  these  events  ESTIMATE  OF  EXCESS  MORTALITY  FROM 
CtRCULATORY  DISEASES;  A large  protective  study  carried  out  In  the  United  Krgdom  estimated  the  mortality  rate  per 
100.000  women  per  year  from  diseases  of  the  circulatory  system  for  users  and  nonusers  of  oral  contraceptives  according 
to  age,  smoking  habits,  and  duration  of  use  The  overall  excess  death  rate  annually  from  circulatory  diseases  for  oral 
contraceptive  users  was  estimated  to  be  20  per  100.000  (ages  15-34-5/100.000;  ages  35-44-33/100,000;  ages 
45-49-140/100,000),  the  risk  being  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in  cigarette 
smokers.  It  was  not  possible,  however,  to  examine  the  interrelationships  of  age.  smoking,  and  duration  of  use.  nor  to 
compare  the  effects  of  continuous  versus  intermittent  use  Although  the  study  showed  a 10-fold  increase  in  death  due  to 
circulatory  diseases  in  users  for  five  or  more  years,  all  of  these  deaths  occurred  in  women  35  or  older  Until  larger 
numbers  of  women  under  35  with  continuous  use  for  five  or  more  years  are  available,  it  is  not  possible  to  assess  the 
magnitude  of  the  relative  risk  for  this  younger  age  group  This  study  reports  that  the  increased  risk  of  circulatory  diseases 
may  persist  after  the  pill  is  discontinued  Another  study  published  at  the  same  time  confirms  a previously  reported 
increase  of  mortality  in  pill  users  from  cardiovascular  disease.  The  available  data  from  a variety  of  sources  have  been 
analyzed  to  estimate  the  risk  of  death  associated  with  various  methods  of  contraception  The  estimates  of  risk  of  death  for 
each  method  include  the  combined  risk  of  the  contraceptive  method  (e  g , thromboembolic  and  thrombotic  disease  in  the 
case  of  oral  contraceptives)  plus  the  risk  attributable  to  pregnancy  or  abortion  in  the  event  of  method  failure  This  latter 
risk  varies  with  the  effectiveness  of  the  contraceptive  method  The  findings  of  this  analysis  are  shown  in  Figure  1 below 
The  study  concluded  that  the  mortality  associated  with  all  methods  of  birth  control  is  low  and  below  that  associated  with 
childbirth,  with  the  exception  of  oral  contraceptives  In  women  over  40  who  smoke  (The  rates  given  for  pill  only/smokers 
for  each  age  group  are  for  smokers  as  a class.  For  'heavy " smokers  (more  than  15  cigarettes  a day],  the  rates  given 
would  be  about  double,  for  "light”  smokers  (less  than  15  cigarettes  a day],  about  50  percent ) The  mortality  associated 
with  oral  contraceptive  use  m nonsmokers  over  40  is  higher  than  with  any  other  method  of  contraception  in  that  age 
group  The  lowest  mortality  is  associated  with  the  condom  or  diaphragm  backed  up  by  early  abortion.  The  risk  of 
thromboembolic  and  thrombotic  disease  associated  with  oral  contraceptives  increases  with  age  after  approximately  age 
30  and,  for  myocardial  infarction,  is  further  increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history 
of  preeclamptic  toxemia  and  especially  by  cigarette  smoking.  The  risk  of  myocardial  infarction  in  oral  contraceptive  users 
IS  substantially  increased  in  women  age  40  and  over,  especially  those  with  other  risk  factors.  The  use  of  oral 
contraceptives  in  women  in  this  age  group  is  not  recommended  Based  on  the  data  currently  available,  the  following  chart 
gives  a gross  estimate  of  the  risk  of  death  from  circulatory  disorders  associated  with  the  use  of  oral  contraceptives. 
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The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboembolic  and  thrombotic 
disorders  (e  g , thrombophlebitis,  pulmonary  embolism,  cerebrovascular  insufficiency,  coronary  occlusion,  retinal 
thrombosis,  and  mesenteric  thrombosis).  Should  any  of  these  occur  or  be  suspected,  the  drug  should  be  discontinued 
immediately.  A four-  to  six-fold  increased  risk  of  postsurgery  thromboembolic  complications  has  been  reported  in  oral 
contraceptive  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four  weeks  before  surgery  of  a type 
associated  with  an  increased  risk  of  thromboembolism  or  prolonged  immobilization.  2 OCULAR  LESIONS  There  have 
been  reports  of  neuro-ocular  lesions  such  as  optic  neuritis  or  retinal  thrombosis  associated  with  the  use  of  oral 
contraceptives  Discontinue  oral  contraceptive  medication  if  there  is  unexplained,  sudden  or  gradual,  partial  or 
complete  loss  of  vision;  onset  of  proptosis  or  diplopia;  papilledema,  or  retinal  vascular  lesions  and  institute  appropriate 
diagnostic  and  therapeutic  measures  3.  CARCINOMA  Long-term  continuous  administration  of  either  natural  or 
synthetic  estrogen  in  certain  animal  species  increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and 
liver.  Certain  synthetic  progestogens.  none  currently  contained  in  oral  contraceptives,  have  been  noted  to  increase  the 
incidence  of  mammary  nodules,  benign  and  malignant,  in  dogs  In  humans,  three  case  control  studies  have  reported  an 
increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged  use  of  exogenous  estrogen  in  postmenopausal 
women.  One  publication  reported  on  the  first  21  cases  submitted  by  physicians  to  a registry  of  cases  of  adenocarci- 
noma of  the  endometrium  in  women  under  40  on  oral  contraceptives  Of  the  cases  found  in  women  without  predisposing 
risk  factors  for  adenocarcinoma  of  the  endometrium  (e  g . irregular  bleeding  at  the  time  oral  contraceptives  were  first 
given,  polycystic  ovaries),  nearly  all  occurred  in  women  who  had  used  a sequential  oral  contraceptive  These  products 
are  no  longer  marketed.  No  evidence  has  been  reported  suggesting  an  increased  risk  of  endometrial  cancer  in  users  of 
conventional  combination  or  progestogen-only  oral  contraceptives.  Several  studies  have  found  no  increases  in  breast 
cancer  in  women  taking  oral  contraceptives  or  estio.jons.  One  study,  however,  while  also  noting  no  overall  increased 
nsk  of  breast  cancer  in  women  treated  with  oral  CL;'traceptives.  found  an  excess  risk  in  the  subgroups  of  oral 
contraceptive  users  with  documented  benign  breast  disease.  A reduced  occurrence  of  benign  breast  tumors  in  users  of 
oral  contraceptives  has  been  well-documented.  In  sumnxry,  there  is  at  present  no  confirmed  evidence  from  human 
studies  of  an  increased  risk  of  cancer  associated  with  oral  contraceptives.  Close  clinical  surveillance  of  all  women 
taking  oral  contraceptives  is.  nevertheless,  essential.  In  all  cases  of  undiagnosed  persistent  or  recurrent  abnormal 
vaginal  bleeding,  appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy.  Women  with  a strong  family 


history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic  disease  or  abnormal  rrrammograms  should  be 
monitored  with  particular  care  if  they  elect  to  use  oral  contraceptives  instead  of  other  methods  of  contraception. 


Figure  1 Estimated  annual  number  of  deaths  associated  with  control  of  fertility  and  no  control  per  100.000  nonsterile 
women,  by  regimen  of  control  and  age  of  woman. 
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4 HEPATIC  TUMORS  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  the  use  of  oral  contraceptives.  One 
study  showed  that  oral  contraceptive  formulations  with  high  hormonal  potency  were  associated  with  a higher  risk  than 
lower  potency  formulations.  Although  benign,  hepatic  adenomas  may  rupture  and  may  cause  death  through  intra- 
abdominal  hemorrhage.  This  has  been  reported  in  short-term  as  well  as  long-term  users  of  oral  contraceptives.  Two 
studies  relate  risk  with  duration  of  use  of  the  contraceptive,  the  risk  being  much  greater  after  four  or  more  years  of  oral 
contraceptive  use.  While  hepatic  adenoma  is  a rare  lesion,  it  should  be  considered  in  women  presenting  abdominal  pain 
and  tenderness,  abdominal  mass  or  shock.  A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking 
oral  contraceptives.  The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time.  5.  USE  IN  OR 
IMMEDIATELY  PRECEDING  PREGNANCY.  BIRTH  DEFECTS  IN  OFFSPRING,  AND  MALIGNANCY  IN  FEMALE  OFFSPRING.  The 
use  of  female  sex  hormones-both  estrogenic  and  progestational  agents-during  early  pregnancy  may  seriously  damage 
the  offspring,  ft  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol.  a nonsteroidal  estrogen,  have  an 
increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is  ordinarily  extremely  rare.  This  risk  has 
been  estimated  to  be  on  the  order  of  1 to  4 in  1000  exposures  Although  there  is  no  evidence  at  the  present  time  that  oral 
contraceptives  further  enhance  the  risk  of  developing  this  type  of  malignancy,  such  patients  should  be  monitored  with 
particular  care  if  they  elect  to  use  oral  contraceptives  instead  of  other  methods  of  contraception.  Furthermore,  a high 
percentage  of  such  exposed  women  (from  30  to  90%)  have  been  found  to  have  epithelial  changes  of  the  vagina  and  cervix. 
Although  these  changes  are  histologically  benign,  it  is  not  known  whether  this  condition  is  a precursor  of  vaginal 
malignancy.  Male  children  so  exposed  may  develop  abnormalities  of  the  urogenital  tract.  Although  similar  data  are  not 
available  with  the  use  of  other  estrogens,  it  cannot  be  presumed  that  they  would  not  induce  similar  changes.  An  increased 
risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has  been  reported  with  the  use  of  sex  hormones, 
including  oral  contraceptives,  in  pregnancy.  One  case  control  study  has  estimated  a 4.7-fold  increase  in  risk  of 
limb-reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral  contraceptives,  hormonal  withdrawal  tests  for 
pregnancy  or  attempted  treatment  for  threatened  abortion).  Some  of  these  exposures  were  very  short  and  involved  only  a 
few  days  of  treatment.  The  data  suggest  that  the  risk  of  limb-reduction  defects  in  exposed  fetuses  is  somewhat  less  than 
one  in  1,000  live  births.  In  the  past,  female  sex  hormones  have  been  used  during  pregnancy  m an  attempt  to  treat 
threatened  or  habitual  abortion.  There  is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and 
there  is  no  evidence  from  well-controlled  studies  that  progestogens  are  effective  for  these  uses.  There  is  some  evidence 
that  triploidy  and  possibly  other  types  of  polyploidy  are  increased  among  abortuses  from  women  who  become  pregnant 
soon  after  ceasing  oral  contraceptives.  Embryos  with  these  anomalies  are  virtually  always  aborted  spontaneously. 
Whether  there  is  an  overall  increase  in  spontaneous  abortion  of  pregnancies  conceived  soon  after  stopping  oral 
contraceptives  is  unknown.  Pregnancy  should  be  ruled  out  before  initiating  or  continuing  the  contraceptive  regimen. 
Pregnancy  should  always  be  considered  if  withdrawal  bleeding  does  not  occur.  If  pregnancy  is  confirmed,  the  patient 
should  be  apprised  of  the  potential  risks  to  the  fetus  and  the  advisability  of  continuation  of  the  pregnancy  should  be 
discussed  in  the  light  of  these  risks  It  is  also  recommended  that  women  who  discontinue  oral  contraceptives  with  the 
intent  of  becoming  pregnant  use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive. 
Many  clinicians  recommend  three  months  although  no  precise  information  is  available  on  which  to  base  this  recommen- 
dation. The  administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce  withdrawal  bleeding 
should  not  be  used  as  a test  of  pregnancy  6.  GALLBLADDER  DISEASE.  Studies  report  an  increased  risk  of  surgically 
confirmed  gallbladder  disease  in  users  of  oral  contraceptives  and  estrogens.  In  one  study,  an  increased  risk  appeared  after 
two  years  of  use  and  doubled  after  four  or  five  years  of  use.  In  one  of  the  other  studies,  an  increased  risk  was  apparent 
between  six  and  twelve  months  of  use.  7 CARBOHYDRATE  AND  LIPID  METABOLIC  EFFECTS.  A decrease  in  glucose 
tolerance  has  been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives.  For  this  reason,  prediabetic 
and  diabetic  patients  should  be  carefully  observed  while  receiving  oral  contraceptives  An  increase  In  triglycerides  and 
total  phospholipids  has  been  observed  in  patients  receiving  oral  contraceptives.  8.  ELEVATED  BLOOD  PRESSURE.  An 
increase  in  blood  pressure  has  been  reported  in  patients  receiving  oral  contraceptives.  In  some  women  hypertension  may 
occur  within  a few  months  of  beginning  oral  contraceptive  use.  In  the  first  year  of  use.  the  prevalence  of  women  with 
hypertension  is  low  in  users  and  may  be  no  higher  than  that  of  a comparable  group  of  nonusers.  The  prevalence  in  users 
increases,  however,  with  longer  exposure,  and  in  the  fifth  year  of  use  is  two  and  a half  to  three  times  the  reported 
prevalence  in  the  first  year.  Age  is  also  strongly  correlated  with  the  development  of  hypertension  in  oral  contraceptive 
users.  Women  who  previously  have  had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure  when  given  oral  contraceptives.  Hypertension  that  develops  as  a result  of  taking  oral  contraceptives  usually 
returns  to  normal  after  discontinuing  the  drug.  9.  HEADACHE.  The  onset  or  exacerbation  of  migraine  or  development  of 
headache  of  a new  pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral  contraceptives  and 
evaluation  of  the  cause  10  BLEEDING  IRREGULARITIES.  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  frequent 
reasons  for  patients  discontinuing  oral  contraceptives.  In  breakthrough  bleeding,  as  In  all  cases  of  irregular  bleeding  from 
the  vagina,  nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  persistent  or  recurrent  abnormal  bleeding  from 
the  vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy.  If  pathology  has  been 
excluded,  time  or  a change  to  another  formulation  may  solve  the  problem.  Changing  to  an  oral  contraceptive  with  a higher 
estrogen  content,  while  potentially  useful  in  minimizing  menstrual  irregularity,  should  be  done  only  if  necessary  since  this 
may  increase  the  risk  of  thromboembolic  disease.  Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea 
or  young  women  without  regular  cycles  may  have  a tendency  to  remain  anovulatory  or  to  become  amenorrheic  after 
discontinuation  of  oral  contraceptives.  Women  with  these  preexisting  problems  should  be  advised  of  this  possibility  and 
encouraged  to  use  other  contraceptive  methods.  Postuse  anovulation,  possibly  prolonged,  may  also  occur  in  women 
without  previous  irregularities.  11.  ECTOPIC  PREGNANCY.  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in 
contraceptive  failures.  12.  BREAST  FEEDING.  Oral  contraceptives  given  in  the  postpartum  period  may  intertere  with 
lactation.  There  may  be  a decrease  in  the  quantity  and  quality  of  the  breast  milk.  Furthermore,  a smalt  fraction  of  the 
hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  mothers  receiving  these  daigs.  The  effects,  if  any, 
on  the  breast-fed  child  have  not  been  determined  If  feasible,  the  use  of  oral  contraceptives  should  be  deferred  until  the 
infant  has  been  weaned  PRECAUTIONS:  General:  1.  A complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  oral  contraceptives.  The  pretreatment  and  periodic  physical  examinations  should  include  special  reference  to 
blood  pressure,  breasts,  abdomen  and  pelvic  organs,  including  Papanicolaou  smear  and  relevant  laboratory  tests.  As  a 
general  rule,  oral  contraceptives  should  not  be  prescribed  for  longer  than  one  year  without  another  physical  examination 
being  performed.  2 Under  the  influence  of  estrogen-progestogen  preparations,  preexisting  uterine  leiomyomata  may 
increase  in  size  3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discontinued  if 
depression  recurs  to  a serious  degree  Patients  becoming  significantly  depressed  while  taking  oral  contraceptives  should 
stop  the  medication  and  use  an  alternate  method  of  contraception  in  an  attempt  to  determine  whether  the  symptom  is 
drug-related  4.  Oral  contraceptives  may  cause  some  degree  of  fluid  retention.  They  should  be  prescribed  with  caution,  and 
only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated  by  fluid  retention,  such  as  convulsive 
disorders,  migraine  syndrome,  asthma,  or  cardiac  or  renal  insufficiency  5.  Patients  with  a past  history  of  jaundice  during 
pregnancy  have  an  increased  risk  of  recurrence  of  jaundice  while  receiving  oral  contraceptive  therapy  If  jaundice  develops 
in  any  patient  receiving  such  drugs,  the  medication  should  be  discontinued.  6.  Steroid  hormones  may  be  poorly 
metabolized  in  patients  with  impaired  liver  function  and  should  be  administered  with  caution  in  such  patients.  7.  Oral 
contraceptive  users  may  have  disturbances  in  normal  tryptophan  metabolism  which  may  result  in  a relative  pyridoxine 
deficiency.  8 Serum  folate  levels  may  be  depressed  by  oral  contraceptive  therapy  Since  the  pregnant  woman  is 
predisposed  to  the  development  of  folate  deficiency  and  the  incidence  of  folate  deficiency  increases  with  increasing 
gestation,  it  is  possible  that  if  a woman  becomes  pregnant  shortly  after  stopping  oral  contraceptives,  she  may  have  a 
greater  chance  of  developing  folate  deficiency  and  complications  attributed  to  this  deficiency.  9.  The  pathologist  should  be 
advised  of  oral  contraceptive  therapy  when  relevant  specimens  are  submitted  10.  Certain  endocrine  and  liver  function 
tests  and  blood  components  may  be  affected  by  estrogen-containing  oral  contraceptives:  a.  Increased  sutfobromophtha- 
lein  retention  b Increased  prothrombin  and  factors  VI!,  VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  norepin- 
ephrine-induced  platelet  aggregability.  c.  Increased  thyroid-binding  globulin  (T6G)  leading  to  increased  circulating  total 
thyroid  hormone,  as  measured  by  protein-bound  iodine  (FBI),  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin 
uptake  IS  decreased,  reflecting  the  elevated  TBG,  free  T4  concentration  is  unaltered,  d.  Decreased  pregnanediot  excretion, 
e.  Reduced  response  to  metyrapone  test  INFORMATION  FOR  THE  PATIENT;  (See  Patient  Package  Insert).  DRUG  INTERACTIONS: 
Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding  have  been  associated  with  concomitant  use  of 
rifampin.  A similar  association  has  been  suggested  with  barbiturates,  phenylbutazone,  phenytoin  sodium,  and  ampicillin. 
CARCINOGENESIS.  PREGNANCY.  NURSING  MOTHERS;  See  CONTRAINDICATIONS  and  WARNINGS.  ADVERSE  REACTIONS:  An 
increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  the  use  of  oral  contraceptives  (see 
WARNINGS)  Thrombophlebitis.  Pulmonary  embolism.  Coronary  thrombosis.  Cerebral  tlirombosis.  Cerebral  hemorrhage. 
Hypertension.  Gallbladder  disease.  Liver  tumors  Congenital  anomalies.  There  is  evidence  of  an  association  between  the 
following  conditions  and  the  use  of  oral  contraceptives,  although  additional  confirmatory  studies  are  needed  Mesenteric 
thrombosis  Neuro-ocular  lesions,  eg.,  retinal  thrombosis  and  optic  neuritis  The  following  adverse  reactions  have  been 
reported  in  patients  receiving  oral  contraceptives  and  are  believed  to  be  drug-related:  Nausea,  usually  the  most  common 
adverse  reaction.  Vomiting,  occurs  in  approximately  10%  or  less  of  patients  during  the  first  cycle.  Other  reactions,  as  a 
general  rule,  are  seen  much  less  frequently  or  only  occasionally.  Gastrointestinal  symptoms  (such  as  abdominal  cramps 
and  bloating).  Breakthrough  bleeding.  Spotting.  Change  in  menstrual  flow  Dysmenorrhea  Amenorrhea  during  and  after 
treatment.  Temporary  infertility  after  discontinuance  of  treatment  Edema.  Chloasma  or  melasma  which  may  persist. 
Breast  changes  tenderness,  enlargement,  and  secretion.  Change  in  weight  (increase  or  decrease).  Change  in  cervical 
erosion  and  cervical  secretion  Possible  diminution  in  lactation  when  given  immediately  postpartum.  Cholestatic  jaundice. 
Migraine.  Increase  in  size  of  uterine  leiomyomata  Rash  (allergic).  Mental  depression.  Reduced  tolerance  to  carbohydrates. 
Vaginal  candidiasis.  Change  in  cornea)  curvature  (steepening).  Intolerance  to  contact  lenses.  The  following  adverse 
reactions  have  been  reported  in  users  of  oral  contraceptives,  and  the  association  has  been  neither  confirmed  nor  refuted: 
Premenstrual-like  syndrome.  Cataracts.  Changes  in  libido  Chorea.  Changes  in  appetite.  Cystitis-like  syndrome.  Headache. 
Nervousness.  Dizziness.  Hirsutism.  Loss  of  scalp  hair.  Erythema  multiforme.  Erythema  nodosum.  Hemorrhagic  eruption. 
Vaginitis.  Porphyria  Impaired  renal  function.  (ORTHO-NOVUM  1/50D21  and  ORTHO-NOVUM  1/50G28  contain  tartrazine. 
Allergic  reactions  have  been  reported  with  the  ingestion  of  this  dye  in  some  patients.)  ACUTE  OVERDOSE: 

Serious  ill  effects  have  not  been  reported  following  acute  ingestion  of  large  doses  of  oral  contraceptives  by 
young  children.  Overdosage  may  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

♦Trademark  Ortho  Pharmaceutical  Corporation  • Raritan,  N J 08869 


Children’s  nutrition  center 
established  in  Houston 

Representatives  of  the  US  Department  of  Agriculture,  the 
National  Institute  of  Child  Health  and  Development,  mem- 
bers of  the  Texas  congressional  delegation,  and  adminis- 
trators from  Baylor  College  of  Medicine  and  Texas  Chil- 
dren’s Hospital  have  announced  establishment  of  the 
National  Children’s  Nutrition  Center  in  Houston. 

The  center,  funded  through  a variety  of  public  and  pri- 
vate sources,  will  provide  a systematic  approach  in  the 
study  of  children’s  nutrition  requirements  through  a com- 
bination of  research,  patient  care,  and  public  and  pro- 
fessional education. 

Serving  as  the  research  catalyst  for  the  center  is  the 
Southern  Human  Nutrition  Laboratory,  a facility  of  the 
USDA’s  Science  and  Education  Administration,  funded 
through  a $1.5  million  federal  appropriation. 

Investigations  in  the  laboratory  will  revolve  around 
developing  the  scientific  bases  for  standards  of  nutrition 
intake  and  nutrition  status  in  infants  and  children.  This 
will  include  studying  the  relationship  between  nutrition 


and  physical  and  mental  development,  defining  the  nutri- 
tional requirements  for  optimal  growth,  and  developing 
approaches  leading  to  the  prevention  of  malnutrition. 

The  laboratory  will  eventually  consist  of  more  than  30 
scientists  specializing  in  physiology,  biophysics,  endocri- 
nology, cell  biology,  behavior  sciences,  metabolism, 
and  gastroenterology. 


Coming  next  month 

Material  for  next  month's  scientific  section  was  presented 
as  part  of  a postgraduate  course,  "Cancer:  A Multidisci- 
plinary Approach,  ” sponsored  by  the  Cancer  Research 
Center  and  the  Division  of  Continuing  Education,  The 
University  of  Texas  Medical  Branch  at  Galveston,  in  May 
1977.  Articles  to  be  published  are  on  special  radiologic 
procedures  in  diagnosis  and  treatment  of  cancer  patients, 
ovarian  cancer,  current  concepts  of  radiotherapy  in  treat- 
ment of  carcinoma  of  the  cervix,  role  of  adjuvant  therapy 
in  colorectal  carcinoma,  and  advances  in  the  chemo- 
therapy and  immunotherapy  of  lung  cancer. 


Investment  performance 

for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling  in  the  program,  comparative  perfor- 
mances for  investments  are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  news- 
papers list  up-to-the  minute  values  on  mutual  funds.) 


1978 

3 Years 

5 Years 

Current 

through 

Ended 

Ended 

Dividend 

Investment  Media^ 

11/30/78 

12/31/77 

12/31/77 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+ 17.4 

^38.0% 

-23.1% 

1 .4% 

Loomis-Sayles  Mutual  Fund 

- 0.5 

*25.3% 

-18.2% 

4.1 

'Mercantile  Bank  FIR-10  Equity  Fund 

+ 1.2 

+ 56.0% 

-16.6% 

b 

'Mercantile  Bank  HR-10  Fixed  Income  Fund 

+ 1.0 

+ 34.6% 

-26.9% 

b 

T.  Rowe  Price  Growth  Stock  Fund 

+ 5.6 

+ 33.9% 

-33.8% 

2.1 

T.  Rowe  Price  New  Income  Fund 

- 4.0 

* 6.6% 

N/A 

8.0 

Stein,  Roe  & Farnham  Balanced  Fund 

+ 0.1 

- 25.8% 

- 23.8% 

3.6 

Standard  & Poor  500  Stock  Average 

- 0.4 

-38.8% 

- 19.4% 

Dow  Jones  Industrial  Average 

- 3.9 

+ 34.8% 

- 18.5% 

a.  Mutual  Fund  performances  include  reinvested  capital  gain  distributions. 

b.  Mercantile  HR-10  Equity  and  Fixed  Income  Funds  make  no  distributions. 

All  earnings  are  retained  in  the  respective  funds. 

* estimated 
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Coughs  respond  to 

RU-TUSS' 


Each  fluid  ounce  contains: 

Expectorant 

Codeine  Phosphate  (Warning:  May  be  habit  forming)  65.8  mg.,  Phenylephrine  H C I 
30  mg.,  Phenylpropanolamine  H C I 20  mg.,  Pyrilamine  Maleate  20  mg.,  Prophenpyri- 
damine  Maleate  20  mg..  Ammonium  Chloride  200  mg.,  Alcohol  5%. 

With  Hydrocodone 

Hydrocodone  Bitartrate  (Warning:  May  be  habit  forming)  (Subject  to  Federal  Narcotic 
Regulations)  10  mg.,  Phenyleprine  H C I 30  mg..  Phenylpropanolamine  FI  C I 20  mg., 
Pyrilamine  Maleate  20  mg.,  Prophenpyridamine  Maleate  20  mg..  Alcohol  5%. 

Ru-TuSS  with  Hydrocodone  SOOtheS... 
Ru-Tuss  Expectorant  loosens  Congestion 


^IjP^Rucker  Pharmacal  Co.,  Inc. 
A Boots  Company 


^ Decongests 
nasal  passages 

* Eases  coughs 

* Pleasant  tasting 


See  followins  pase  for  brief  summary 


coughs  respond  to 

RU-TUSS 


Product  Information 

Ru-tuss  Expectorant 

NDC  0524-1010-16 

ANTITUSSIVE-VASOCONSTRICTOR 

ANTIHISTAMINIC-EXPECTORANT 


Each  fluid  ounce  contains: 

Codeine  Phosphate 65,8  mg, 

(WARNING:  May  be  habit  forming) 

Phenylephrine  HCI 30  mg, 

Pyrilamine  Maleate 20  mg. 

Phenylpropanolamine  HCI 20  mg, 

Prophenpyridamine  Maleate 20  mg 

Ammonium  Chloride 200  mg. 

Alcohol 5% 

INDICATIONS:  T^^^trolVijgh  and  to  pro- 
vide symptom^ii  ra^ratof  upper  respiratory 


congestion  asiociataMith  pharyngitis,  tra- 
cheitis, bronctiitis  ancLallergjc  rhinitis. 
CONTRAINDIC\nONS:  IHyTOrsensitivity  to 
any  ingredient  oMhe-ddJd.!  Do  not  use  in 
patients  receiving  monoamine  oxidase 
inhibitors. 

PRECAUTIONS:  Use  with  caution  in  individ- 
uals with  hypertension,  cardiovascular  dis- 
ease, diabetes,  hyperthyroidism  and 
advanced  age.  Since  drowsiness  may  occur, 
patients  should  be  cautioned  about  driving 
or  operating  machinery. 

ADVERSE  REACTIONS:  Occasional  drowsi- 
ness, cardiac  palpitation,  dizziness  or  gas- 
trointestinal upset  may  occur. 

DOSAGE:  Adults,  one  or  two  teaspoonfuls 
every  four  hours  as  required.  Maximum 
dose,  10  teaspoonfuls  in  24  hours.  Children 
6 to  12  years  of  age,  one-half  of  the  adult 
dose. 


Ru-tuss  with  Hydrocodone 

NDC  0524-1007-16 

VASOCONSTRICTOR-ANTIHISTAMINIC 
With  HYDROCODONE 


Each  fluid  ounce  contains: 

Hydrocodone  Bitartrate lOmg. 

WARNING:  May  be  habit  forming) 

Phenylephrine  HCI 30  mg. 

Prophenpyridamine  Maleate 20  mg. 

Pyrilamine  Maleate 20  mg. 

Phenylpropanolamine  HCI 20  mg. 

Alcohol 5% 


INDICATIONS  AND  EFFECTS:  Vasocon- 
strictor, antihistaminic,  antitussive  com- 
bination for  tempj>«Iy3g+i^  of  coughs  due 
to  colds  or  fluy&ute  caTarrhal  bronchitis, 
acute  tracheotfrarvchdiSulaiyngitis,  cough 
in  pulmonary[tLibeV£Wi|cjsis,  unproductive 
cough  of  pneursomit^ronic  or  allergic 
cough  and  allergi\oronchitfi. 
CONTRAINDICAT4pAIS:JH>dersensitivity  to 
any  of  the  ingredienTsr — 

PRECAUTIONS:  Hypertension,  cardiovas- 
cular disease,  hyperthyroidism.  Causes 
true  addiction.  Patients  should  be  cau- 
tioned against  driving  or  operating  mechan- 
ical equipment  requiring  alertness. 

SIDE  EFFECTS  AND  HAZARDS:  Large 
doses  may  cause  hypertension,  headache, 
tachycardia,  inability  to  concentrate,  dizzi- 
ness, lassitude,  muscular  weakness,  palpi- 
tations, dryness  of  mouth,  gastrointestinal 
disturbances,  dermatitis. 

DOSAGE:  Adults,  orally  2 teaspoonfuls 
every  4 to  6 hours.  Children  6 to  12  years  of 
age,  1 teaspoonful  every  4 to  6 hours.  Chil- 
dren 1 to  6 years  of  age,  'h  to  1 teaspoonful 
every  4 to  6 hours,  according  to  age.  Infants: 
three  months,  3 to  4 drops;  six  months,  6 to 
8 drops.  Dose  for  infants  and  children 
should  not  be  reoeated  more  than  4 times  in 
any  24-hour  period. 


^^^Rucker  Pharmacal  Co.,  Inc, 
A Boots  Company 
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Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R.  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


MEDICAL-SURGICAL 

CLINIC  ASSOCIATION  OF  DENTON 

Medical-Surgical  Clinic  Doctor's  Clinic 

Lewisville  Memorial  Hospital 

2509  Scripture  St.  500-A  West  Main  St.  500  West  Main  St. 

Denton,  Texas  76201  Lewisville,  Texas  75067  Lewisville,  Texas  75067 

Phone:  (817)  382-2521  Phone:  (214)  221-2589  Phone:  (214)  221-1583 

ALLERGY 

OBSTETRICS-GYNECOLOGY 

Bediola  Badie,  M.D, 

Robert  Denis,  M.D. 

Sender  M.  Groswirt,  M.D. 

DERMATOLOGY 

Robert  J.  Lee,  M.D. 

M.  F.  Lettieri,  M.D. 

Rudy  M.  Tovar,  M.D. 

FAMILY  PRACTICE 

OTOLARYNGOLOGY 

Jennifer  M.  Armstrong,  M.D. 
Marc  A.  Armstrong,  M.D. 

James  P.  Albrite,  M.D. 

Thomas  0.  Blocker,  M.D. 

PEDIATRICS 

Conrad  Garcia  M.D. 

Kiran  Harpavat,  M.D. 

James  H.  Jones,  M.D. 

Gregory  L.  Jackson,  M.D. 

James  R.  Jones,  M.D. 

David  Johnson,  M.D. 

James  R.  Long,  M.D. 

Rebecca  Walker,  M.D. 

H.  L.  McBrayer,  M.D. 

Dale  G.  Swanholm,  M.D. 

GENERAL  SURGERY 

Eugene  M.  Taylor,  M.D. 

H.  M.  Burgess,  M.D. 

Mark  Rittenhouse,  M.D. 

GASTROENTEROLOGY 

Arvin  D.  Short,  M.D. 

Barry  Sanders,  M.D. 

BUSINESS  MANAGER 

INTERNAL  MEDICINE 

AND  CARDIOLOGY 

Jitrenda  Bhatt,  M.D. 

Emmanuel  Desai,  M.D. 

Darrell  E.  Lummus 

NEWSMAKERS 


HAROLD  CLIFTON  URSCHEL,  JR,  MD,  is  the  new  presi- 
dent of  the  American  College  of  Chest  Physicians.  Dr 
Urschel,  clinical  professor  of  thoracic  and  cardiovascular 
surgery  at  The  University  of  Texas  Health  Science  Center 
at  Dallas,  serves  as  director  and  examiner  for  the  Ameri- 
can Board  of  Thoracic  Surgery  and  treasurer  for  the  Soci- 
ety of  Thoracic  Surgeons. 

WILLIAM  P.  KING,  MD,  Corpus  Christi,  has  been  elected 
secretary-treasurer  of  the  American  Society  of  Ophthal- 
mologic and  Otolaryngologic  Allergy. 

A.  H.  GIESECKE,  JR,  MD,  vice  chairman  of  the  depart- 
ment of  anesthesiology  at  The  University  of  Texas  Health 
Science  Center  at  Dallas,  has  been  named  to  the  M.  T. 
“Pepper”  Jenkins  Professorship  at  the  school.  Dr  Gie- 
secke  is  a member  of  the  Board  of  Governors  of  the 
American  College  of  Anesthesiology. 

JAY  C.  FISH,  MD,  Galveston,  is  the  recipient  of  the  1978 
UT  Medical  Branch  Dean  of  Medicine’s  Teacher  of  the 
Year  Award.  Dr  Fish,  a graduate  of  the  medical  branch, 
is  the  Granville  T.  Hall  Professor  of  General  Surgery. 

W.  V.  BRADSHAW,  JR,  MD,  Fort  Worth,  is  the  1978 
recipient  of  the  Gold  Headed  Cane  Award  of  the  Tarrant 
County  Medical  Society. 

MAURICE  B.  SHAW  has  been  appointed  chief  of  the 
Bureau  of  Licensing  and  Certification,  Texas  Department 
of  Health.  Shaw  is  a fellow  of  the  American  College  of 
Hospital  Administrators,  a member  of  the  Texas  and 
American  Hospital  Associations,  a past  member  of  the 


Board  of  Trustees  of  Texas  Hospital  Association,  and  past 
chairman  of  Northwest  Texas  Hospital  Association. 

BERT  W.  O’MALLEY,  MD,  Houston,  chairman  of  cell 
biology  and  director  of  the  Baylor  Center  for  Population 
Research  and  Reproductive  Biology,  has  received  the 
1 978  Borden  Award  from  the  Association  of  American 
Medical  Colleges.  He  was  honored  for  his  “extraordinary 
work  in  several  areas  dealing  with  the  understanding  of 
hormone  action  in  relationship  to  protein  synthesis.” 

M.  T.  JENKINS,  MD,  Dallas,  is  the  winner  of  the  1978 
Distinguished  Service  Award  of  the  American  Society  of 
Anesthesiologists  (ASA).  Dr  Jenkins  is  the  McDermott 
professor  and  chairman,  department  of  anesthesiology, 
at  UT  Southwestern  Medical  School.  A former  ASA  presi- 
dent and  member  of  the  Council  on  Medical  Education  of 
the  American  Medical  Association,  Dr  Jenkins  is  chief  of 
anesthesiology  at  Parkland  Memorial  Hospital,  Children’s 
Medical  Center,  Scottish  Rite  Hospital,  and  Veterans  Ad- 
ministration Hospital,  all  of  Dallas. 

ROBERT  A.  MURRAY,  MD,  Temple,  has  been  elected 
vice  president  of  the  American  Board  of  Orthopedic  Sur- 
gery. Dr  Murray  is  vice  president  of  the  Scott  and  White 
Clinic  board  of  directors. 

J.  L.  JINKINS,  SR,  MD,  Galveston,  is  the  recipient  of  a 
Golden  Hour  Clock,  presented  by  Abbott  Laboratories,  for 
his  61  years  of  outstanding  service  to  medicine. 

JARED  M.  EMERY,  MD,  Houston,  has  received  the 
American  Academy  of  Ophthalmology’s  1978  Honor 


Harold  Clifton  Urschel,  Jr,  MD 


Jay  C.  Fish,  MD 


J L-  Jinkins,  MD 


Jared  M.  Emery,  MD 


TEXAS  MEDICINE 


Award  for  outstanding  service  and  contributions.  Dr 
Emery  is  associate  professor  of  ophthalmology  at  Baylor 
College  of  Medicine  and  chief  of  ophthalmology  at  Ben 
Taub  General  Hospital. 

MARY  JOAN  WOGAN,  RRA,  is  the  new  president  of  the 
American  Medical  Records  Association.  Ms  Wogan  is  di- 
rector of  the  medical  record  department  at  Texas  Tech 
University  Health  Science  Center,  School  of  Medicine. 

EDGAR  B.  SMITH,  MD,  has  been  named  chairman  of  the 
department  of  dermatology  at  UT  Medical  Branch.  Dr 
Smith,  a graduate  of  Baylor  University  College  of  Medi- 
cine, was  previously  professor  and  director  of  the  division 
of  dermatology  at  the  University  of  New  Mexico  School  of 
Medicine. 

MAY  OWEN,  MD,  a Fort  Worth  pathologist,  has  received 
the  Distinguished  Friend  of  Tarleton  State  University 
award.  Dr  Owen  was  instrumental  in  establishing  the 
Tarleton  School  of  Medical  Technology  in  Fort  Worth. 

JOHN  M.  SMITH,  JR,  MD,  San  Antonio,  TMA  past  presi- 
dent, has  accepted  an  award  from  the  Havana  University 
Alumni  TMA  chapter  to  the  TMA  for  contributions  to  the 
professional  achievements  of  the  Cuban  physicians  in 
Texas. 

MILDRED  MAURY  ROBERTSON,  executive  secretary  of 
the  UT  Medical  Branch  Alumni  Association,  has  retired 
after  47  years  of  service.  “Millie”  Robertson  has  served 
as  director  of  alumni  affairs,  editor  of  the  Alumni  Bulletin, 
alumni  news  correspondent  for  University  Medical  maga- 


zine, assistant  librarian,  and  assistant  editor  of  the  Phi 
Beta  Pi  Medical  Fraternity  Quarterly.  She  was  among 
several  Moody  Medical  Library  employees  honored  last 
year  by  the  Institute  for  the  Medical  Humanities  for  dis- 
tinguished service. 

WHITNEY  G.  SAMPSON,  MD,  Houston,  has  been  re- 
elected to  the  board  of  directors  of  the  American  Academy 
of  Ophthalmology. 

WILLIAM  D.  WILLIS,  JR,  MD,  PhD,  is  the  new  director 
of  the  Marine  Biomedical  Institute  (MBI)  at  UT  Medical 
Branch.  Dr  Willis  is  also  chief  of  comparative  neurobiolo- 
gy at  MBI  and  professor  of  anatomy  and  physiology. 
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MEDSCINE  AND  THE  LAW 


COURT  UPHOLDS  HOSPITAL  BOARD’S  DENIAL 
OF  STAFF  PRIVILEGES 

In  the  following  case,  a federal  appellate  court  upheld  a 
hospital  board's  denial  of  staff  privileges  based  on  in- 
competence and  insubordination.  The  court  discussed  the 
limited  judicial  review  in  physicians'  suits  based  on  denial 
of  such  privileges.’ 

Facts 

The  plaintiff/physician  then  applied  for  staff  privileges 
at  the  hospital.  His  request  was  referred  to  the  psychiatric 
hospital.  Thirteen  months  later,  he  was  discharged  on 
grounds  of  insubordination. 

The  plaintiff/ physician  then  applied  for  staff  privileges 
at  the  hospital.  His  request  was  referred  to  the  psychiatric 
committee,  which  failed  to  take  any  action  during  the  time 
limit  specified  in  hospital  bylaws. 

The  hospital’s  executive  committee  recommended 
granting  privileges,  but  the  psychiatric  committee  then 
recommended  against  privileges  for  the  physician,  and 
the  executive  committee  reversed  its  decision. 

After  the  suit  was  filed  by  the  plaintiff/ physician  and 
on  motion  by  the  hospital,  the  court  sent  the  matter  back 
to  the  board  of  managers  for  a hearing  about  the  denial 
of  privileges.  The  court  also  directed  the  hospital  to  pro- 
vide the  plaintiff/physician  with  a bill  of  particulars  and 
a list  of  witnesses. 

The  hospital  made  relevant  hospital  records  available 
for  the  plaintiff’s  inspection  and  a two-day  hearing  was 
held  before  the  board.  The  physician,  who  was  represent- 
ed by  counsel,  was  permitted  to  cross-examine  the  hos- 
pital’s witnesses  and  to  present  his  own  evidence. 

At  the  hearings,  the  medical  director  of  the  hospital 
and  several  psychiatrists  testified  for  the  hospital.  They 
discussed  1 1 cases  treated  by  the  physician  during  his 
tenure  as  clinical  director.  They  testified  that  he  had  mis- 
diagnosed several  of  these  cases.  Specific  examples 
were  cited  by  these  physicians,  although  the  plaintiff/ 
physician  challenged  their  familiarity  with  the  patients. 

While  the  testimony  was  not  perfectly  consistent,  sever- 
al doctors  said  the  plaintiff’s  treatment  of  patients  was 
below  an  acceptable  measure  of  competence. 

On  the  issue  of  insubordination,  testimony  showed  that 
the  plaintiff/ physician  had  refused  to  cooperate  in  the 
treatment  of  drug  addicts,  a point  disputed  by  the  plain- 
tiff. The  testimony  also  showed  that  he  had  breached 


hospital  policy  by  using  leg-irons  to  restrain  a prisoner 
patient.  The  plaintiff  insisted  that  the  sheriff  had  ordered 
the  use  of  shackles  and  that  a state  law  gave  this  authority 
to  the  sheriff. 

Evidence  also  showed  that  the  plaintiff’s  relationship 
with  the  medical  director  was  strained.  The  plaintiff  testi- 
fied that  the  medical  director  was  interfering  with  his 
professional  judgment  and  asked  that  the  clinical  director 
put  his  orders  in  writing  if  he  wished  the  plaintiff  to  comply. 

The  plaintiff  further  presented  a statistician’s  deposi- 
tion criticizing  the  nonrandom  selection  of  the  patients 
whose  cases  were  scrutinized  and  the  statistically  unreli- 
able size  of  the  sample  pool. 

After  the  hearing,  the  board,  by  a vote  of  four  to  one, 
denied  the  request  for  privileges  upon  grounds  of  incom- 
petence and  insubordination. 

The  plaintiff  then  sought  to  have  the  board's  decision 
reversed  and  asked  the  court  to  order  the  hospital  to 
grant  him  privileges  because  of  a lack  of  substantial  evi- 
dence to  support  the  board’s  decision.  His  request  was 
granted.  The  hospital  appealed.  The  appellate  court  re- 
versed the  lower  court’s  order  and  sent  the  case  back  for 
further  proceedings. 

Discussion 

The  lower  court  based  its  decision  on  feelings  that  the 
board’s  decision  was  not  supported  by  substantial  evi- 
dence. 

The  lower  court  felt  that  the  small  number  of  cases 
selected  for  examination  (0.0082%  of  the  cases  treated 
by  the  plaintiff  during  the  year),  the  unscientific  and  inade- 
quate selection  of  those  cases,  and  the  hasty  manner  in 
which  those  cases  were  examined,  did  not  provide  a sub- 
stantial evidentiary  foundation  for  the  board’s  determina- 
tion of  incompetency. 

The  lower  court  also  felt  the  charge  of  insubordination 
was  not  supported  by  substantial  evidence.  It  appeared 
to  relate  purely  to  personality  conflicts  between  the  plain- 
tiff and  the  clinical  director  and  was  not  founded  on  any 
substantial  medical  basis,  the  court  said. 

The  appellate  court  said  the  lower  court  cited  an  accu- 
rate definition  of  the  substantial  evidence  test  when  it 
said,  "On  a review  governed  by  a substantial  evidence 
rule,  the  issue  is  not  whether  the  board  arrived  at  the 
proper  conclusion  on  the  basis  of  conflicting  evidence,  but 
whether  it  acted  arbitrarily  and  without  regard  to  the 
facts.” 


TEXAS  MEDICINE 


However,  in  overruling  the  decision  of  the  board,  the 
appellate  oourt  said  the  lower  court  strayed  from  its  own 
directive  and  substituted  its  own  judgment  for  that  of  the 
hospital  board.  In  doing  so,  it  "misconceived  the  limited 
scope  of  judicial  review  in  cases  of  this  kind,”  the  appel- 
late court  said. 

The  appellate  court  said  the  correct  approach  to  the 
judicial  review  of  the  hospital’s  denial  of  staff  privileges 
is  found  in  previous  decisions.  Those  cases  make  it  clear 
that  the  decision  of  the  hospital’s  governing  body  con- 
cerning the  granting  of  hospital  privileges  is  to  be  ac- 
corded great  deference. 

This  is  so,  said  the  appellate  court,  because  of  its 
obvious  lack  of  medical  expertise.  Judicial  intervention 
must  be  limited  to  an  assessment  of  those  factors  which 
are  within  the  court’s  expertise  to  review. 

For  this  reason,  the  court  said  it  should  go  no  further 
than  to  require  that  the  procedures  employed  are  fair,  the 
standards  set  by  the  hospital  are  reasonable,  the  stan- 
dards have  been  applied  properly,  and  the  decision  result- 
ing from  the  hearing  is  untainted  by  irrelevant  considera- 
tions and  supported  by  sufficient  evidence  to  free  it  from 
arbitrariness,  capriciousness,  or  unreasonableness. 

In  this  case,  the  court  found  that  the  hearing  conducted 
by  the  hospital  board  complied  with  the  procedural  requi- 
sites of  due  process. 

The  court  said  the  record  contained  sufficient  evidence 
to  support  the  board’s  denial  of  the  privileges.  The  evi- 
dence presented  at  the  hearing  related  to  the  level  of 
the  plaintiff’s  professional  competency  and  his  ability  to 
function  smoothly  in  the  hospital  setting.  Thus,  the  board 
complied  with  previous  courts’  guidelines  that  "in  exercis- 
ing its  broad  discretion,  the  board  must  refuse  staff  appli- 
cants only  for  those  matters  which  are  reasonably  related 
to  the  operation  of  the  hospital.” 

The  court  said  to  discount  the  evidence  against  the  phy- 
sician because  of  statistical  flaws  in  the  nonrandom  selec- 
tion of  cases  and  the  small  sample  size  was  improper, 
because  the  hospital  and  not  the  courts  must  set  the  level 
of  competency  to  be  required  of  staff  members. 

The  court  said  the  governing  body  of  a hospital  must  be 
given  great  latitude  in  prescribing  the  necessary  qualifica- 
tions for  potential  applicants.  The  court  found  that  while 
not  every  witness  agreed  that  the  plaintiff’s  performance 
was  unacceptable,  the  board  heard  sufficient  evidence  to 
support  denial  of  privileges. 

The  court  said,  "No  court  should  substitute  its  evalua- 
tion of  such  matters  for  that  of  the  hospital  board.  It  is 
the  board,  not  the  court,  which  is  charged  with  a responsi- 
bility of  providing  a competent  staff  of  doctors.  The  board 
has  chosen  to  rely  on  the  advice  of  the  medical  staff, 
and  the  court  cannot  surrogate  for  the  staff  in  executing 
this  responsibility.  Human  lives  are  at  stake,  and  the 
governing  board  must  be  given  discretion  in  its  selection 
so  that  it  can  have  confidence  in  the  competency  and 
moral  commitment  of  its  staff.  The  evaluation  of  profes- 
sional proficiency  of  doctors  is  best  left  to  the  specialized 


expertise  of  their  peers,  subject  only  to  limited  judicial 
surveillance.  The  court  is  charged  with  a narrow  respon- 
sibility of  assuring  that  the  qualifications  imposed  by  the 
board  are  reasonably  related  to  the  operation  of  the  hos- 
pital and  fairly  administered.  In  short,  so  long  as  staff 
selections  are  administered  with  fairness,  geared  by  a 
rationale  compatible  with  hospital  responsibility  and  unen- 
cumbered with  irrelevant  considerations,  the  court  should 
not  interfere. 

Conclusion 

This  case  provides  guidelines  in  the  increasing  court 
challenges  of  denial  of  staff  privileges. 

It  is  clearly  established  that  a physician  has  no  con- 
stitutional right  to  staff  privileges  of  a hospital  merely 
because  he  is  licensed  to  practice  medicine;  that  the  US 
Constitution  does  not  prevent  the  hospital  from  establish- 
ing standards  for  admission  geared  to  the  purposes  of 
providing  adequate  hospital  care;  that  the  hospital  has 
authority  to  exact  additional  standards  reasonably  related 
to  the  operation  of  the  hospital;  that  hospital  privileges 
can  be  denied  by  the  hospital  upon  any  reasonable  basis 
such  as  professional  and  ethical  qualifications  of  the  phy- 
sician or  the  common  good  of  the  public  in  the  hospital; 
that  the  governing  board  of  a hospital  is  to  be  given 
great  latitude  in  prescribing  the  necessary  qualifications 
for  potential  applicants;  that  so  long  as  the  hearing  pro- 
cess gives  notice  of  the  particular  charges  of  incompe- 
tency and  ethical  fallibilities,  the  courts  will  not  exact  a 
precis  of  the  standards  in  codified  form;  that  a hospital 
can  refuse  staff  applicants  only  for  those  matters  which 
are  reasonably  related  to  the  operation  of  the  hospital; 
that  arbitrariness  and  false  standards  are  to  be  es- 
chewed; and  that  procedural  due  process  must  be  afford- 
ed the  applicants  so  that  he  or  she  may  explain  or  show  to 
be  untrue  those  matters  which  might  lead  the  board  to 
reject  his  or  her  application. 

If,  upon  a review  of  the  facts  of  a case  relating  to  denial 
of  staff  privileges,  these  guidelines  are  met,  courts  will  not 
substitute  their  evaluation  of  such  matters  for  that  of  the 
hospital  board,  and  courts  will  not  attempt  to  take  the  es- 
cutcheon of  Aesculapius. 

Ace  Pickens 

Brown,  Maroney,  Rose,  Baker  & Barber 
TMA  Legal  Counsel 

1.  La/e  V R.E.  Thomason  General  Hospital,  564  F 2d 
1159  {5th  Cir  1978). 
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PREVENTATIVE  MEDICINE 
FOR  HOSPITAL  EQUIPMENT 


At  Gentec,  we  know  how  critical  it  is  to  minimize  the  risk  of  equipment  failure. 
That’s  why  we  offer  three  kinds  of  “preventative  medicine”  for  our  equipment  and 
supplies: 

• 90-day  guarantee  for  all  supplies  and  service. 

• Thorough  training  programs  to  make  certain  your  staff  can  operate  equipment  quickly 
and  confidently. 

• Complete  periodic  equipment  checkups  — to  keep  your  machinery  in  perfect  working 
order. 

This  complete  program  applies  to  all  Gentec  products — one  of  the  most  well-stocked, 
reasonably  priced  quality  hospital  lines  in  the  Southwest. 

For  more  about  preventative  medicine  for  your  hospital  equipment  and  supplies,  call 
today. 


GGRTGC 

HOSPITAL  SUPPLY  COMPANY 
Division  of  Foremost-McKesson,  Inc.  Terrell  Supply  Division 

FORT  WORTH/DALLAS,  P.O.  Box  310  76101,  (817)  336-8731,  (214)  429-2566  / AMARILLO,  P.O.  Box  2829  79105,  (806)  376-4696 
AUSTIN,  P.O.  Box  4860  78751,  (512)  478-2559  / LUBBOCK,  P.O.  Box  2913  79408,  (806)  763-4655  / SAN  ANTONIO,  P.O.  Box  59 

78291,  (512)  532-5227  / HOUSTON,  P.O.  Box  1609  77001,  (713)  237-9678 
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Dyazide 

Each  capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Makes  Sense  in 
Hypertension"^ 


Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities.  It  is  more  likely  in 
the  severely  ill.  with  urine  volume  less  than  one  liter/day, 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K-l-  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K-l-  intake  Associated  widened 
ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing.  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids)  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K-l- 
frequently;  both  can  cause  K-l-  retention  and  elevated 
serum  K-t-  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one.  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyhcratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly.  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients.  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide  interferes 
with  fluorescent  measurement  of  quinidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth,  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions, nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 
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. in  functional  G.l.  disorders* 


Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects^ 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent. ' 


'This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G.l.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 

Merrell 

6-3497  (y515A) 


Reference: 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 
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Bentyf 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Surup,  Injection 
AVAILAPi  O'Ji  V ON  PHESCRIPTION. 

Brief  .Si- 

tfJi  ■ 

r,  ..jnctive  therapy  in  the  treatment  of  peptic  ulcer. 

■ T NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
^CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
'..ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
•XNTICHOLINERGIC/ANTISPASMOOIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER.  DECREASE  THE  RATE  OF  RECURRENCES,  OR 
PREVENT  COMPLICATION. 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective. 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(Irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders); and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon), 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIDNS  DF  SEDATIVE, 
REASSURANCE.  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  ot  the  gastrointestinal  tract  (as  m achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis,  WARNINGS,  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  m patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful,  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug,  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with  autonomic  neuropathy;  hepatic  or  renal 
disease;  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon,  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension; 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholmergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis).  Do  not  rely  on  the  use  of  the  drug  in  the  presence  ot 
complication  of  biliary  tract  disease  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropme-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur,  ADVERSE  REACTIDNS:  Anticholinergics/antispasmodics 
produce  certain  eftects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response.  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention;  blurred  vision  and  tachycardia, 
palpitations;  mydriasis;  cycloplegia;  increased  ocular  tension, 
loss  of  taste;  headache;  nervousness,  drowsiness,  weakness, 
dizziness;  insomnia;  nausea;  vomiting;  impotence;  suppression  of 
lactation;  constipation,  bloated  feeling;  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis;  urticaria  and  other 
dermal  manifestations;  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons;  and  decreased  sweat- 
ing With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentvl  10  mg.  capsule  and  svruo:  Mulls:  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily,  Inlants  'h 
teaspoonful  syrup  three  or  tour  times  daily.  (May  be  diluted  with 
equal  volume  of  water ) Bentvl  20  mo.;  Adults.  1 tablet  three  or  four 
times  daily  Bentvl  Iniection:  Adults:  2 ml.  (20  mg.)  every  tour  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  ot  October,  1976 


TEXAS  MEDICAL  ASSOCIATION 

Conference  on  Legislation 

and  Orientation  Program 


Saturday,  January  20, 1979 
Joe  C.  Thompson  Conference  Center 
Austin 


SPEAKERS 

R.  Bruce  Andrews 
American  Medical  International 
Hon.  Bill  Clayton 

Speaker,  Texas  House  of  Representatives 
Hoyt  D.  Gardner,  MD 
President-Elect,  AMA 
Carlos  Pestana,  MD 

UT  Health  Science  Center  at  San  Antonio 
C.  Joseph  Stetler 

President,  Pharmaceutical  Manufacturers  Association 
Richard  C.  White 
US  Congressman  from  El  Paso 

PANEL  SESSIONS 

Medical  & Health  Issues 
Before  the  66th  Texas  Legislature 
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TEXAS  MEDICINE 


CAPITAL  COMMENTS 


Editor's  Note:  "Capital  Comments"  highlights  current  items  of  interest 
relating  to  health  matters  in  the  US  Congress,  federal  agencies,  state 
legislatures,  and  Texas  administrative  agencies 


AUSTIN  SUNSET  COMMISSION  Review  of  26  state 
agencies  by  the  Sunset  Commission  is  nearing  an  end, 
and  it  appears  that  the  commission  will  recommend  death 
for  9,  consolidation  or  reorganization  for  8,  and  perhaps, 
the  status  quo  for  8.  Whatever  the  commission’s  rec- 
ommendations, the  1979  Legislature  will  have  the  final 
say  on  which  of  the  agencies  will  or  will  not  survive  or 
undergo  change.  Most  of  the  agencies  which  may  be 
abolished  either  have  been  inactive  for  years  or  perform 
relatively  minor  jobs,  so  their  demise  will  be  of  little 
significance.  There  has  also  been  strong  resistance,  as 
expected,  from  most  of  the  active  agencies  threatened 
with  abolition  or  loss  of  power  through  reorganization  or 
consolidation  with  other  agencies.  The  State  Bar  of  Texas 
has  drawn  the  most  headlines  and  the  most  criticism,  but 
has  warded  off  any  change  in  the  situation  to  this  point. 
The  staff  of  the  Sunset  Commission,  drawn  from  the 
Legislative  Budget  Board's  Program  Evaluation  Section, 
came  up  with  a broad  range  of  criticisms  of  the  Bar,  and 
recommended  five  major  changes  which  would  drastically 
reduce  the  Bar's  role  as  a state  agency.  Even  so,  a 2-2 
vote  on  the  part  of  the  four  Senators  on  the  commission 
rejected  all  efforts  to  tamper  with  the  Bar.  Under  the  Sun- 
set Act,  at  least  a 3-1  majority  of  both  the  Senators  and 
the  House  members  of  the  commission  is  required  to 
adopt  a resolution.  Therefore,  this  matter  will  go  to  the 
full  session  of  the  legislature  without  a recommendation. 

As  of  now,  the  commission  has  tentatively  agreed  to 
recommend  reenactment  of  the  Texas  Cosmetology 
Commission,  Good  Neighbor  Commission,  Battleship 
Texas  Commission,  Texas  Motor  Vehicle  Commission, 
Texas  Navy  Incorporated,  Board  of  Examiners  of  State 
Land  Surveyors,  State  Board  of  Registration  for  Public 
Surveyors,  and  Texas  Real  Estate  Commission.  They  will 
continue  as  separate  state  agencies  unless  the  commis- 
sion changes  its  mind  or  unless  the  1979  Legislature  acts 
on  its  own  initiative. 

The  basic  philosophy  of  the  Sunset  Act  is  to  make  each 
of  the  177  state  agencies  justify  its  existence  or  become 
subject  to  abolition,  reorganization,  or  merger  to  increase 
efficiency,  reduce  cost,  and  improve  service  to  the  public. 
The  26  under  review  the  past  16  months  are  the  first  of 
177  to  undergo  scrutiny.  The  others  are  scheduled  at  two- 
year  intervals  during  the  next  ten  years.  The  agencies 
marked  for  oblivion  are  the  Burial  Association  Rate  Board, 
Board  of  County  and  District  Road  Indebtedness,  Texas 
Stonewall  Jackson  Memorial  Board,  State  Board  of  Morti- 


cians, Pesticide  Advisory  Committee,  Pink  Bollworm 
Commission,  Texas  Private  Employment  Agency  Regula- 
tory Board,  Office  of  Vehicle  Equipment  Safety  Compact 
Commissioner  for  Texas,  and  Board  of  Managers  of  the 
Texas  State  Railroad.  Eight  agencies  given  a chance  for 
survival  through  recommendations  for  reorganization  or 
merger  as  a part  of  an  umbrella  state  licensing  agency 
are  the  Texas  Board  of  Architectural  Examiners,  State 
Board  of  Barber  Examiners,  Board  of  Law  Examiners, 
Board  of  Licensure  for  Nursing  Home  Administrators, 
Texas  State  Board  of  Public  Accountancy,  Texas  Struc- 
tural Pest  Control  Board,  Texas  Turnpike  Authority,  and 
the  Texas  State  Board  of  Landscape  Architects. 

AUSTIN  MEDICAL  SCHOOLS  The  State  Coordinating 
Board  for  the  Texas  College  and  University  System  has 
made  the  following  recommendations  to  the  next  session 
of  the  legislature,  among  others,  to  establish  no  new 
medical  schools  until  the  legislature  has  fully  funded  the 
needs  of  existing  medical  schools  and  fully  funded 
planned  expansion  of  existing  ones.  Such  new  facilities 
are  also  not  recommended  until  the  Coordinating  Board 
has  fully  documented  the  need  tor  additional  medical 
doctors  beyond  projected  manpower  supplies.  If  teaching 
hospitals  are  to  be  funded  by  the  state,  the  report  con- 
tinues, special  consideration  should  be  given  to  main- 
taining a strong  financial  incentive  to  the  training  of  doc- 
tors in  family  practice. 

WASHINGTON  OPHTHALMIC  ADVERTISING  The 
FTC  has  issued  two  interpretations  of  its  trade  regula- 
tion rule  concerning  the  advertisement  of  ophthalmic 
goods  and  services.  One  interpretation  states  that  a re- 
fusal by  a newspaper,  or  other  advertising  medium,  to 
accept  or  publish  an  ophthalmic  advertisement  does  not 
violate  the  provisions  of  the  rule.  The  other  interpreta- 
tion states  that  a refractionist  may  deliver  to  his  or  her 
patients  a written  statement  which  says  that  the  refrac- 
tionist believes  that  the  seller  of  the  ophthalmic  goods 
dispensed  pursuant  to  the  refractionist's  prescription  is 
responsible  for  the  accuracy  of  those  goods. 

AUSTIN  CHILD  SUPPORT  Nine  recommendations 
aimed  at  improving  child  support  services  and  thereby 
decreasing  the  state  welfare  burden  have  been  drafted 
by  the  House  Judiciary  Committee.  The  committee  rec- 
ommended the  following:  (1)  revising  and  extending  the 
one-year  statute  of  limitations  for  filing  a paternity  suit 
under  the  Family  Code;  (2)  reducing  from  two  to  one  the 
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number  of  blood  test  witnesses  required  by  statute  in 
paternity  cases;  (3)  appropriating  funds  to  the  Depart- 
men'  , : it  nan  Resources  to  pay  for  blood  tests  in  pa- 
te- -..’IS  for  AFDC  recipients;  (4)  establishing  a volun- 
. signment  of  wages  for  the  payment  of  child  support 
: i such  an  assignment  binding  upon  the  employer;  (5) 
making  an  AFDC  parent  s compulsory  assignment  to  sup- 
port rights  to  DFIR  automatic  by  operation  of  law;  (6)  uni- 
fying and  systematizing  child  support  collection  in  Texas; 
(7)  strengthening,  including  more  funding  of,  DFIR's  child 
support  collection  and  enforcement  services;  (8)  amend- 
ing the  Family  Code,  Chapter  13,  to  allow  admissibility 
of  evidence  other  than  blood  test  in  paternity  cases  where 
conducting  a blood  test  is  impossible;  and  (9)  allowing 
courts  to  place  a payor  parent  on  probation  in  contempt 
cases  for  nonpayment  of  child  support. 

WASHINGTON  NEW  PLANNING  BILL  Legislation  de- 
signed to  strengthen  the  Flealth  Planning  Program,  which 
the  dying  95th  Congress  simply  extended  for  one  year, 
will  be  sent  to  Capitol  Hill  next  year,  Secretary  Califano 
told  the  National  Academy  of  Sciences  Institute  of  Medi- 
cine last  week.  Califano,  whose  earlier  disinterest  in  the 
pending  planning  bill  was  believed  to  be  a factor  in  the 
lack  of  HEW  pressure  to  get  it  passed,  said  HEW  intends 
to  ask  for  stronger  sanctions  to  reduce  or  redirect  Capitol 
expenditures  and  improve  incentives  to  close  or  convert 
unneeded  services  and  facilities. 

WASHINGTON  SMALLER  CLASSES  HEW  Secretary 
Joseph  Califano  won  a standing  ovation  from  Association 
of  American  Medical  Colleges  members  when  he  said 
that  HEW  wants  medical  schools  to  gradually  reduce  the 
size  of  their  classes  during  the  next  few  years.  Further- 
more, Califano  said  creation  of  new  medical  schools  will 
not  be  encouraged  and  strong  opposition  will  be  con- 
tinued to  admission  of  foreign  medical  graduates  as  the 
problems  of  US  training  abroad  is  addressed.  Emphasiz- 
ing the  view  that  a growing  oversupply  of  physicians  is 
contributing  to  health  care  cost  inflation,  Califano  prom- 
ised to  pay  more  attention  to  incentives  aimed  at  dealing 
with  decline,  primary  care  physicians,  and  geographic 
maldistribution.  He  also  told  AAMC  that  he  is  holding 
off  action  on  proposed  regulations  to  implement  Section 
227  of  the  Social  Security  amendments  dealing  with  re- 
imbursement of  physicians  for  services  in  teaching 
hospitals. 

WASHINGTON  DRUG,  ALCOHOL  USERS  A new  law 
will  prohibit  discrimination  based  on  alcohol  or  drug  his- 
tory. The  Rehabilitation,  Comprehensive  Services,  and 
Developmental  Disability  amendment  (HR  12467)  will  for 
the  first  time  explicitly  prohibit  employers  from  discrimi- 
nating against  qualified  workers  with  a history  or  condi- 
tion of  alcoholism  or  drug  abuse.  The  protection  will  not 
apply  if  a worker’s  current  use  of  drugs  or  alcohol  inhibits 
his  job  performance,  or  if  employment  of  an  alcoholic  or 
drug  abuser  would  constitute  a direct  threat  to  property 
or  the  safety  of  others. 
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In  the  TMA  Library 

Aegerter  E,  Kirkpatrick  JA  Jr:  Orthopedic  Diseases: 
Physioiogy,  Pathoiogy,  Radioiogy,  ed  4.  Philadelphia, 
WB  Saunders  Company,  1975. 

Bethlem  J:  Myopathies.  Philadelphia,  JB  Lippincott  Com- 
pany, 1977. 

Bruch  H:  The  Goiden  Cage:  The  Enigma  of  Anorexia 
Nervosa.  Cambridge,  Mass,  Harvard  University  Press, 
1978. 

Burrow  JG:  Organized  Medicine  in  the  Progressive  Era: 
The  Move  Toward  Monopoly.  Baltimore,  The  Johns  Hop- 
kins University  Press,  1977. 

DeWeese  DD,  Saunders  WH:  Textbook  of  Otolaryngol- 
ogy, ed  5.  St  Louis,  The  CV  Mosby  Company,  1977. 

Guyton  AC:  Textbook  of  Medical  Physiology,  ed  5.  Phil- 
adelphia, WB  Saunders  Company,  1976. 

Hatcher  RA,  Stewart  GK  Stewart  F,  et  al;  Contraceptive 
Technology:  1978-1979,  ed  9.  New  York,  Irvington  Pub- 
lishers Inc,  1978. 

Helveston  EM;  Atlas  of  Strabismus  Surgery,  ed  2.  St 
Louis,  The  CV  Mosby  Company,  1977. 

Hilberman  E:  The  Rape  Victim.  New  York,  Basic  Books 
Inc,  1976. 

Holder  AR:  Medical  Malpractice  Law.  ed  2.  New  York, 
John  Wiley  & Sons,  1978. 

Lichtenstein  L:  Bone  Tumors,  ed  5.  St  Louis,  The  CV 
Mosby  Company,  1977. 

Lichtenstein  L:  Diseases  of  Bone  and  Joints,  ed  2. 

St  Louis,  The  CV  Mosby  Company,  1975. 

Lindheimer  MD,  Katz  Al:  Kidney  Function  and  Disease 
in  Pregnancy.  Philadelphia,  Lea  Febiger,  1977. 

Litoff  JB;  American  Midwives:  1860  to  the  Present.  West- 
port,  Conn,  Greenwood  Press,  1978. 
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McComas  AJ:  Neuromuscular  Function  and  Disorders. 
Sydney,  Butterworths,  1977. 

Polack  FM:  Corneal  Transplantation.  New  York,  Grune  & 
Stratton,  1977. 

Roemer  Ml:  Social  Medicine:  The  Advance  of  Organized 
Health  Services  in  America.  New  York,  Springer  Pub- 
lishing Company,  1978. 

Spiro  HM:  Clinical  Gastroenterology,  ed  2.  New  York, 
Macmillan  Publishing  Co  Inc,  1977. 

Turner  CD,  Bagnara  JT:  General  Endocrinology,  ed  6. 
Philadelphia,  WB  Saunders  Company,  1976. 

Walker  AE:  Cerebral  Death.  Dallas,  Professional  Informa- 
tion Library,  1977. 

Walker  PS:  Human  Joints  and  Their  Artificial  Replace- 
ments. Springfield,  III,  Charles  C Thomas,  1977. 

Zoneraich  S (ed):  Diabetes  and  the  Heart.  Springfield,  III, 
Charles  C Thomas,  1978. 


CURRENT  NATIONAL  MEETINGS 

TEXAS  MEDICAL  ASSOCIATION.  Texas  Medical  Asso- 
ciation's 1979  Conference  on  Medical  Legislation  will  con- 
vene at  9 am,  Saturday,  Jan  20,  in  Austin.  Registration 
begins  at  8:30  am.  Hoyt  D.  Gardner,  MD,  president-elect, 
American  Medical  Association;  Representative  Bill  Clay- 
ton, speaker,  Texas  House  of  Representatives;  R.  Bruce 
Andrews,  senior  vice-president,  American  Medical  Inter- 
national; Carlos  Pestana,  MD,  professor  of  surgery,  UT 
Medical  School  of  San  Antonio;  and  C.  Joseph  Stetler, 
president.  Pharmaceutical  Manufacturers  Association, 
are  among  the  program's  distinguished  speakers.  Individ- 
ual and  panel  presentations  will  focus  on  national  and 
state  legislative  issues,  drug  issues,  and  voluntary  cost 
containment.  In  conjunction  with  the  conference,  five 
postgraduate  courses,  offering  hour-for-hour  credit  in 
Category  1 of  the  AMA  Physician's  Recognition  Award, 
will  provide  an  opportunity  for  scientific  update  in  five 
essential  fields.  Numerous  boards,  councils,  and  com- 
mittees have  also  scheduled  meetings  in  conjunction 
with  the  conference.  Contact:  C.  Lincoln  Williston,  Execu- 
tive Director,  1801  N Lamar  Blvd,  Austin,  TX  78701. 

TEXAS  SOCIETY  OF  PATHOLOGISTS.  The  Texas  So- 
ciety of  Pathologists  will  meet  Friday-Sunday,  Jan  26-28, 
at  the  Houston  Oaks.  The  meeting  will  begin  with  an  exec- 
utive board  meeting  at  2 pm.  Saturday's  scientific  pro- 
gram centers  around  obstetric  pathology  with  presenta- 
tions on  small  cell  tumors  of  the  cervix,  endometrial  path- 
ology, hormone  receptors  and  breast  cancer,  liver  tumors 
and  the  pill,  and  amniocentesis.  A lecture  and  presenta- 
tion on  oriental  rugs,  a presentation  on  antique  jewelry 
and  a style  show  by  Isabel  Gerhart  are  on  the  ladies’ 
program.  Contact:  Iris  Wenzel,  Executive  Secretary,  1905 
N Lamar  Blvd,  Austin,  TX  78705. 

CALENDAR  OF  MEETINGS 

■ Denotes  Texas  Meetings 
JANUARY 

AMERICAN  COLLEGE  OF  ALLERGISTS,  San  Francisco,  Jan  27-31, 
1979.  Frances  P White,  2141  Fourteenth  St,  Boulder.  CO  80302 
313/447-8111. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS,  Phoenix.  Ariz, 
Jan  20-26.  1979  JL  Normoyle,  2100  W Harrison  St,  Chicago.  IL  60612, 
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AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDICINE  AND 
SURGERY.  Las  Vegas,  Jan  14-19,  1979  John  G Bellows,  6 N Michigan 
Ave,  Room  1 1 10,  Chicago,  IL  60602. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  OPHTHALMOLOGY.  Las 
Vegas,  Jan  14-19,  1979.  John  G Bellows,  6 N Michigan  Ave,  Room 
1110,  Chicago,  IL  60602, 

AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE,  San  Diego,  Jan  25- 
27,  1979,  A Doudera,  454  Brookline  Ave,  Boston,  MA  02215- 

NATIONAL  ASSOCIATION  OF  PRIVATE  PSYCHIATRIC  HOSPITALS, 
Marco  Island.  Fla,  Jan  14-18,  1979,  Robert  Thomas,  1701  K St,  NW, 

Suite  1205,  Washington,  DC  20006. 

SOCIETY  OF  THORACIC  SURGEONS,  Phoenix,  Ariz,  Jan  14-17, 

1 979.  Walter  Purcell,  1 1 1 E Wacker  Dr,  Chicago,  IL  60601 . 

SOUTHERN  CLINICAL  NEUROLOGICAL  SOCIETY,  Fort  Lauderdale, 

Fla.  Jan  22,  1979.  BL  Bercaw,  MD,  101 1 Jeffords  St,  Clearwater,  FL 
33516. 

SOUTHERN  SOCIETY  FOR  PEDIATRIC  RESEARCH,  New  Orleans,  Jan  1 7- 
20.  1979  Kenneth  A Starling,  MD,  Baylor  College  of  Medicine,  Houston, 

TX  77030 

■ TEXAS  MEDICAL  ASSOCIATION,  Winter  Conference,  Austin,  Jan 
19-21,  1979-  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar  Blvd.  Austin, 

TX  78701. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  Houston,  Jan  26-28,  1979. 

Iris  Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SURGEONS.  San  Francis- 
co, Feb  22-27,  1979.  Charles  Heck,  MD,  444  N Michigan  Ave,  Chicago, 
IL  60611. 

AMERICAN  CLEFT  PALATE  ASSOCIATION,  San  Diego.  Feb  25-Mar 
1.  1979.  Flora  P Berk,  331  Salk  Hall.  University  of  Pittsburgh,  Pitts- 
burgh, PA  15261. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Inti  Conference  on 
Occupational  Lung  Disease,  San  Francisco,  Feb  27-Mar  2,  1979.  Dale 
Brady,  Director  of  Education,  91 1 Busse  Highway,  Park  Ridge,  IL  60068. 

AMERICAN  GROUP  PSYCHOTHERAPY  ASSOCIATION,  New  York, 
Feb  15-19,  1979.  Ms  MS  Block,  1995  Broadway,  14  Floor,  New 
York,  NY  10023. 

AMERICAN  HOSPITAL  ASSOCIATION,  Washington,  DC,  Feb  4-7, 
1979.  J Alexander  McMahon,  840  N Lake  Shore,  Chicago,  IL  60601 

■ DISTRICT  1 MEDICAL  SOCIETY,  Alpine,  Tex,  Feb  3,  1979.  George 
Hochrein,  1301  Montana.  El  Paso,  TX  79902. 

FEDERATION  OF  WESTERN  SOCIETIES  OF  NEUROLOGICAL  SCI- 
ENCES. Scottsdale,  Ariz.  Feb  22-25,  1979.  Larry  Stern,  Univ  of  Ariz, 
Dept  of  Neurology,  Tucson,  AZ  85721. 


SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS,  Albuquerque, 
NM,  Feb  21-23.  1979.  Marti  Ginest,  Box  4679,  Austin,  TX  78765. 


MARCH 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  San  Antonio,  Mar  22-24, 
1979.  Robert  Frazier,  1801  Hinman,  Evanston,  IL  60204. 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  Miami  Beach,  Fla,  Mar 
1 1-15,  1979.  William  D.  Nelligan,  91 1 1 Old  Georgetown  Road, 
Bethesda,  MD  20014, 

AMERICAN  COLLEGE  OF  PHYSICIANS,  San  Francisco,  Mar  26, 

1979.  Robert  Moser,  4200  Pine  Street.  Philadelphia,  PA  19104. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Toronto,  Canada,  Mar 
26-30,  1 979.  James  Martin,  MD,  Bowman  Gray  School  of  Medicine,  300 
South  Hawthorne  Road,  Winston-Salem,  NC  27103. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS,  Tampa,  Fla, 

Mar  17-21,  1979.  Blaise  Alfano,  MD.  675  Main  Street,  Melrose,  MA 
02176. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOLOGY  AND 
THERAPEUTICS,  Kansas  City,  Mo,  Mar  21-23,  1979.  Elaine  Galasso, 
1718  Gallagher  Road,  Norristown,  PA  19401 . 

COLLEGE  OF  AMERICAN  PATHOLOGISTS,  New  Orleans,  Mar 
22-29,  1979.  Howard  Cartwright.  7400  N Skokie  Blvd,  Skokie,  IL  60076. 

FEDERATION  OF  AMERICAN  HOSPITALS,  Atlanta,  Mar  28-  31, 

1979  Porter  Briggs,  Box  2451,  Little  Rock,  AR  72203. 

■ INTERNATIONAL  ACADEMY  OF  PREVENTIVE  MEDICINE,  Dallas, 
Mar  8-1 1 , 1 979.  Joseph  A Nowell,  1 0409  Town  & Country  Way,  Suite 
200,  Houston,  TX  77024. 

NATIONAL  COUNCIL  OF  THE  AGING,  Cincinnati,  Mar  25-28,  1979. 
Barbara  Freda,  1828  L Street,  NW,  Washington,  DC  20036. 

NATIONAL  HEALTH  COUNCIL,  Washington,  DC,  Mar  14-16,  1979. 
Edward  Van  Ness,  1740  Broadway,  New  York,  NY  10019. 

■ SOCIETY  OF  NUCLEAR  MEDICINE,  SOUTHWEST  CHAPTER,  San 
Antonio,  Mar  16-18,  1979.  Stanton  E Shuler,  MD,  Nuclear  Medicine, 
Ochsner  Foundation  Hospital,  New  Orleans,  LA  70121. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & GYNECOLOGISTS, 
San  Antonio,  Mar  8-10,  1979.  Iris  Wenzel,  1905  N Lamar  Blvd,  Austin, 
TX  78705. 
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ichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

' ^.ENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Paul  J.  Foxcroft,  M.D. 

^ GENERAL  THORACIC  AND  VASCULAR  SURGERY 

; Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Richard  H Moore.  M.D. 

Dalton  R.  Carpenter,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

PEDIATRICS 
Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith.  M.D.,  F.A.C.P. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

Lowell  L.  Harvey.  M.D.,  Pulmonary 
John  A.  Caras.  M.D.,  Endocrinology 
Rick  Y.  Ho,  M.D.,  Gastroenterology 

FAMILY  PRACTICE 
J.  B.  Hathorn,  Jr..  M.D. 

Melvin  Horany,  M.D. 

James  T.  Cook,  M.D. 

Madeleine  Kent,  M.D. 

Larry  D.  Balzer,  M.D. 

UROLOGY 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


Bank  Financing 
I for  Physicians 

I We  specialize  in  equipment  leasing  and  financing, 
unsecured  loans  and  lines  of  credit  to  Physicians 
And  we  handle  it  all  by  mail. 

I 
I 

I 
I 
I 
I 
I 


Unsecured  loans  with  optional  dollar  amounts 
(to  $10,000),  optional  payment  schedules.  Equipment 
leasing  to  give  you  tax  advantages,  restore  operating 
capital,  convert  unused  depreciation  to  cash.  And  lines 
of  credit  to  provide  for  future  cash  needs. 

We  charge  tax  deductible  bank  rates.  You  won’t  spend 
any  of  your  valuable  time  at  your  bank,  and  you'll  re- 
serve your  regular  bank  credit  for  times  when  you 
really  need  it. 

For  further  information,  complete  and  mail  this  coupon 
today.  I want  to  know  more  about: 

_ Unsecured  Loans  _ Sale  & Lease  Back  Plans 
_ A Line  of  Credit  — Lease-Purchase  Plans 
_ Equipment  Leasing  _ Equipment  Financing 


Dr 

Address . 
City 


Phone , 


State. 


Jh|TEXRS  BRNK 

««  X RND  TRUST  COMPANY 


ProfeMional 
Service*  Division 

P.  O.  Box  101  Jacksonville,  Texas  75766 


Tenuate""® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan*” 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Briet  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  Indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  Inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  partof  a weight 
reduction  program.  Abuse  of  amphetamines  anrf related  drugs  may 
be  associate!]  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  In  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severehypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hvpo- 
tensive  effect  of  guanethidine  The  least  amount  feasible  shoulri  be 
prescribed  or  dispensed  at  onetime  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System:  Overstimulation,  nenrousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a tew  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine: 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous : A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increase!]  sweating,  and 
polyuria, 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controlled-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended (or  use  in  children  under  12  years  of  age. 

OVEROOSAGE;  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhytn- 
mias,  hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  ()verdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine®)  has  been  suggestetf  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April.  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U.S.A. 

Licensor  of  Merrell® 

References:  (.Citations  available  on  request- Medical  Research 
Department,  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215.  2.  Hoekenga,  M.T„ 
O'Dillon,  R.H,,  and  Leyland,  H M,:  A Comprehensive  Review  of  Dieth- 
ylpropion Hydrochloride.  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy,  Jan.  20-21, 1977, 

Merrell 
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TEXAS  MEDICINE 


Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


Ihnuate  Dospan  ^ 

(diethylpropion  hydrocAoride  NF) 

75  mg.  controlled-release  tablets 


Ibnuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic  cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional : 
Warnings  and  Precautions  on  the  opposite  page. 

In  uncomplicated  obesity: 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
Well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  “. . .anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation,"^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


tablet  coaMg;^ 
^S'nig;  plus 

belti 
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CONTINUING  EDUCATION  COURSES 


JANUARY 

Arthritis  & Rheumatism 

Title:  Arthritis:  What's  New  in  Man- 
agement? 

Sponsors:  UT  Health  Science  Cen- 
ter at  Dallas,  Rheumatic  Diseases 
Unit,  Dept  of  Internal  Medicine;  A. 
Webb  Roberts  Center  for  Continuing 
Education 

Location  of  course:  Marshall,  Texas 
Date:  Jan  20,  1979 

Duration:  Continuous:  1 day;  Satur- 
day; 8am-4pm 

Fee:  $10 

Designed  for:  Specialists  in  General 
Medicine,  Internal  Medicine,  Family 
Practice,  Orthopedic  Surgery 

Credit:  AAFP,  Prescribed;  Category 
1,  AMA  Physician’s  Recognition 
Award;  6 hours 

Contact:  George  J.  Race,  MD, 
UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 

Cardiology 

Title:  Advances  in  Cardiovascular 
Medicine  and  Surgery 

Sponsors:  UT  Medical  School  at 
Houston 

Location  of  course:  Aboard  Flagship 

Stella  Solaris 

Date:  Jan  13-21,  1979 

Duration:  Continuous;  9 days;  Satur- 
day-Sunday 

Fee:  $125  course  fee  -t-  cruise  pas- 
senger fare 

Designed  for:  Specialists  in  Cardiol- 
ogy 

Teaching  methods:  Audiovisual  ma- 
terials, lecture,  open  question,  pan- 
el, seminar 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  28  hours 

Contact:  Eugene  W.  Adcock,  MD, 
Assistant  Dean  for  Continuing  Edu- 
cation, UT  Medical  School  at  Hous- 
ton, Box  20708,  Houston,  TX  77025 

Emergency  Care 

Title:  Radiology  of  the  Acutely  III  & 
Injured  Patient- Update  1979 

Sponsors:  UT  Health  Science  Cen- 


ter at  Houston;  UT  Medical  School 
at  Houston  and  School  of  Allied 
Health  Sciences 

Location  of  course:  Stouffer’s 
Greenway  Plaza  Hotel,  Houston 

Date:  Jan  26-27,  1979 
Duration:  Continuous;  2 days;  Fri- 
day-Saturday;  8am-5pm 

Fee:  $150 

Designed  for:  Specialists  in  Family 
Practice,  Internal  Medicine,  Radiol- 
ogy, Pediatrics 

Enrollment:  Minimum,  100;  maxi- 
mum, 150 

Teaching  methods:  Audiovisual  ma- 
terials, lecture,  open  question,  pan- 
el, seminar 

Credit:  AAFP,  Prescribed;  Category 
1,  AMA  Physician’s  Recognition 
Award;  14  hours 

Contact:  Sam  A.  Nixon,  MD,  Direc- 
tor, Division  of  Continuing  Educa- 
tion, UTHSC  at  Houston,  Box 
20367,  Houston,  TX  77025 

Family  Medicine 

Title:  Geropsychiatry- Fourth  Annual 
Psychiatry  Symposium 

Sponsors:  Texas  Tech  University 
School  of  Medicine 

Location  of  course:  Civic  Center, 

El  Paso 

Date:  Jan  18-20,  1979 

Duration:  Continuous;  3 days; 
Thursday-Saturday 

Fee:  Physicians,  $150;  nonphysi- 
cians, $75 

Designed  for:  General  practitioners; 
Specialists  in  Family  Practice,  Gen- 
eral Medicine,  Geriatrics,  Internal 
Medicine,  Psychiatry 

Teaching  methods:  Audiovisual  ma- 
terials, clinical  conference,  lecture, 
seminar 

Credit:  AAFP,  Elective;  Category  1 , 
AMA  Physician’s  Recognition 
Award;  APA,  Category  1;  CEARP; 

1 5V2  hours 

Contact:  James  N.  Burkeholder, 

MD,  Continuing  Education,  Texas 
Tech  University  School  of  Medicine, 
Lubbock,  TX  79430 


General  Medicine 

Title:  Basic  CPR 

Sponsors:  Texas  Medical  Associa- 
tion 

Location  of  course:  Marriott  Hotel, 
Austin 

Date:  Jan  20,  1979 
Duration:  Continuous;  Vz  day;  Satur- 
day; 1-5pm 

Fee:  $40,  TMA  members;  $45,  non- 
members 

Designed  for:  Specialists  in  Family 
Practice,  General  Medicine 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  4 hours 

Contact:  Dale  Willimack,  Texas 
Medical  Association,  1905  N Lamar 
Blvd,  Austin,  TX  78701  512/477- 
6704 

Title:  Practical  Office  Gynecology 

Sponsors:  Texas  Medical  Associa- 
tion 

Location  of  course:  Marriott  Hotel, 
Austin 

Date:  Jan  21,  1979 
Duration:  Continuous;  V2  day;  Sun- 
day; 8am- 1pm 

Fee:  $55,  TMA  members:  $60,  non- 
members 

Designed  for:  Specialists  in  Family 
Practice,  General  Medicine 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award;  5 hours 

Contact:  Dale  Willimack,  Texas 
Medical  Association,  1905  N Lamar 
Blvd,  Austin,  TX  78701  512/477- 
6704 

Title:  Update:  Adult  & Pediatric  Uri- 
nary Tract  Infections 

Sponsors:  Texas  Medical  Associa- 
tion 

Location  of  course:  Marriott  Hotel, 
Austin 

Date:  Jan  21,  1979 

Duration:  Continuous;  V2  day;  Sun- 
day; 8am-1pm 

Fee:  $55,  TMA  members;  $60,  non- 
members 

Designed  for:  Specialists  in  Family 
Practice,  General  Medicine 

Credit:  Category  1,  AMA  Physician’s 
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Recognition  Award;  5 hours 

Contact:  Dale  Willimack,  Texas 
Medical  Association,  1905  N Lamar 
Blvd,  Austin,  TX  78701  512/477- 
6704 

Title:  Office  Management  of  Anorec- 
tal Diseases 

Sponsors:  Texas  Medical  Associa- 
tion 

Location  of  course:  Marriott  Hotel, 
Austin 

Date:  Jan  21 . 1979 
Duration:  Continuous;  Vz  day;  Sun- 
day; 8am-1pm 

Fee:  $55,  TMA  members;  $60,  non- 
members 

Designed  for:  Specialists  in  Family 
Practice,  General  Medicine 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  5 hours 

Contact:  Dale  Willimack,  Texas 
Medical  Association,  1905  N Lamar 
Blvd,  Austin,  TX  78701  512/477- 
6704 

Title:  Diagnosis  & Management  of 
Common  Allergic  Problems 

Sponsors:  Texas  Medical  Associa- 
tion 

Location  of  course:  Marriott  Hotel, 
Austin 

Date:  Jan  21,  1979 

Duration:  Continuous:  Vz  day;  Sun- 
day; 8am-1pm 

Fee:  $55,  TMA  members;  $60,  non- 
members 

Designed  for:  Specialists  in  Family 
Practice,  General  Medicine 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  5 hours 

Contact:  Dale  Willimack,  Texas 
Medical  Association,  1905  N Lamar 
Blvd,  Austin,  TX  78701  512/477- 
6704 

Internal  Medicine 

Title:  Diabetes  in  Review — Clinical 
Conference  1979 

Sponsors:  American  Diabetes  As- 
sociation 

Location  of  course:  Fairmont  Hotel, 
Dallas 

Date:  Jan  22-24,  1979 

Duration:  Continuous;  3 days;  Mon- 
day-Wednesday;  9am-5pm 

Fee:  $120,  physicians;  $75,  nonphy- 
sicians 

Designed  for:  General  practitioners; 
Specialists  in  Internal  Medicine 

Enrollment:  Minimum,  250;  maxi- 
mum, 600 

Teaching  methods:  Audiovisual  ma- 
terials, clinical  conference,  lecture, 
open  question,  panel 

Credit:  AAFP,  Elective;  Category  1 , 
AMA  Physician’s  Recognition 


Award;  1 7 hours 

Contact:  Harry  Hansen,  American 
Diabetes  Association,  600  5th  Ave, 
New  York,  NY  10020 

Ophthalmology 

Title:  Basic  Science  Course  in  Oph- 
thalmology 

Sponsors:  UT  Medical  School  at 
Houston 

Location  of  course:  Hermann  Hospi- 
tal, Houston 

Date:  Jan  8-Mar  2,  1979 

Duration;  Continuous;  5 days  a 
week  for  40  weeks 

Fee:  $775 

Designed  for;  Specialists  in  Ophthal- 
mology 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  235  hours 

Contact:  Eugene  Adcock,  MD,  As- 
sistant Dean  for  Continuing  Educa- 
tion, UT  Medical  School  at  Houston, 
Box  20708,  Houston,  TX  77025 

Other:  Infectious  Diseases 

Title:  Hospital  Utilization  of  Antimi- 
crobial Agents 

Sponsors:  Hendrick  Medical  Center, 
Abilene 

Location  of  course:  Auditorium, 
Hendrick  Medical  Center 

Date:  Jan  27,  1979 

Duration:  Continuous;  1 day;  Satur- 
day; 9:30am-3:30pm 

Fee:  $45 

Designed  for:  General  practitioners 

Credit;  AAFP,  Elective;  Category  1, 
AMA  Physician’s  Recognition 
Award;  4 hours 

Contact;  Richard  D.  Johns,  MD, 

Vice  President  for  Medical  Affairs, 
Hendrick  Medical  Center,  Abilene, 
TX  79601  915/  677-3551 

Pediatrics 

Title:  Current  Advances  in  Pediatric 
Surgery 

Sponsors:  UT  Health  Science  Cen- 
ter at  Houston 

Location  of  course:  Main  Building, 
Rm  3.001,  UT  Medical  School  at 
Houston 

Date:  Jan  26-28,  1979 

Duration;  Continuous;  3 days;  Fri- 
day-Sunday;  8am-5pm 

Fee:  $125 

Designed  for:  Specialists  in  Pediat- 
rics, Family  Practice 

Teaching  methods:  Audiovisual  ma- 
terials, lecture,  open  question,  sem- 
inar 

Credit:  AAFP,  Prescribed;  Category 
1,  AMA  Physician’s  Recoqnition 
Award,  13  hours 


Contact:  Sam  A Nixon,  MD,  Direc- 
tor, Division  of  Continuing  Educa- 
tion, UTHSC  at  Houston,  Box  20367, 
Houston,  TX  77025 

Radiology  and  Radioisotopes 

Title:  External  Beam,  Interstitial  and 
Intracavitary  Dosimetry — Principles 

Sponsors:  UT  Health  Science  Cen- 
ter at  Houston;  UT  System  Cancer 
Center,  M.D.  Anderson  Hospital  and 
Tumor  Institute 

Location  of  course:  Texas  Medical 
Center,  Houston 

Date:  Jan  2-12,  1979 

Duration:  Continuous;  10  days;  5 
days  a week,  1-9pm 

Fee:  $350 

Contact:  Sam  A.  Nixon,  MD,  Direc- 
tor, Division  of  Continuing  Educa- 
tion, UTHSC  at  Houston,  Box 
20367,  Houston,  TX  77025 

Title:  External  Beam,  Interstitial  and 
Intracavitary  Dosimetry-Manual  and 
Computer  Methods  of  Calculation 

Sponsors:  UT  Health  Science  Cen- 
ter at  Houston;  UT  System  Cancer 
Center,  M.D.  Anderson  Hospital  and 
Tumor  Institute 

Location  of  course:  Texas  Medical 
Center,  Houston 

Date;  Jan  15-26,  1979 

Duration:  Continuous;  10  days; 
Monday-Friday;  8:30am-5pm 

Fee:  $350 

Contact:  Sam  A.  Nixon,  MD,  Direc- 
tor, Division  of  Continuing  Educa- 
tion, UTHSC  at  Houston,  Box 
20367,  Houston,  TX  77025 

Title:  Seminars  with  Specialists  in 
Diagnostic  Radiology 

Sponsors:  UT  Health  Science  Cen- 
ter at  San  Antonio 

Location  of  course:  UT  Health 
Science  Center  at  San  Antonio, 
7730  Floyd  Curl  Dr,  San  Antonio 

Date;  Jan  18-19,  1979 

Duration:  Continuous;  2 days; 
Thursday-Friday;  16  total  course 
hours 

Fee:  $275 

Designed  for:  Specialists  in  Radi- 
ology 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  16  hours 

Teaching  methods:  Audiovisual 
materials,  lecture,  open  question, 
seminar 

Contact:  Office  of  Continuing  Edu- 
cation Services,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284 

Title:  High  Energy  Electron,  S-Ray 
and  Neutron  Dosimetry 

Sponsors:  UT  Health  Science  Cen- 
ter at  Houston;  UT  System  Cancer 
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Center,  M.D,  Anderson  Hospital  and 
Tumor  Institute 

Location  of  course;  Texas  Medical 
Center,  Houston 

Date:  Jan  29- Feb  3,  1979 

Duration:  Continuous;  5V2  days; 
Monday-Saturday;  9am-9;30pm, 
9am- 12pm  Sat 

Fee:  $250 

Contact:  Sam  A.  Nixon,  MD,  Direc- 
tor, Division  of  Continuing  Educa- 
tion, UTHSC  at  Houston,  Box 
20367,  Houston,  TX  77025 


FEBRUARY 

Allergy 

Title:  Clinical  Allergy  Techniques  for 
the  Otolaryngologist 

Sponsors;  Baylor  University  Medical 
Center,  Dallas 

Location  of  course;  Sheraton-Dallas 
Hotel,  Southland  Center,  Dallas 

Date:  Feb  5-9,  1979 

Duration:  Continuous;  5 days;  Mon- 

day-Friday;  9am-5pm 

Fee: $200 

Designed  for:  General  practitioners; 
Specialists  in  Allergy 

Credit:  AAFP,  Prescribed;  Category 
1,  AMA  Physician’s  Recognition 
Award;  33  hours 

Teaching  methods:  Audiovisual 
materials,  lecture,  open  question, 
panel,  seminar 

Contact:  Carolyn  Saunders,  PhD, 
Asst  to  Dean,  Baylor  University 
Medical  Center,  3500  Gaston  Ave, 
Dallas,  TX  75246 

Anesthesiology 

Title:  Neuromuscular  Block;  Past, 
Present  and  Future 
Sponsors:  Baylor  University  Medical 
Center,  Dallas 

Location  of  course:  Beasley  Audi- 
torium, Baylor  University  Medical 
Center,  3500  Gaston  Ave,  Dallas 

Date:  Feb  24,  1979 

Duration:  Continuous;  1 day;  Satur- 
day; 10am-4pm;  4 total  course 
hours 

Fee:  None 

Designed  for:  Specialists  in  Anes- 
thesiology 

Enrollment:  Minimum,  30;  Maxi- 
mum, 100 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  6 hours 

Teaching  methods:  Audiovisual 
materials,  lecture,  open  question, 
panel 

Contact:  Carolyn  Saunders,  PhD, 
Asst  to  Dean,  Baylor  University 
Medical  Center,  3500  Gaston  Ave, 


Dallas,  TX  75246 

Arthritis  & Rheumatism 

Title:  Arthritis:  What’s  New  in  Man- 
agement? 

Sponsors:  Rheumatic  Diseases 
Unit,  Department  of  Internal  Medi- 
cine, UT  Health  Science  Center  at 
Dallas;  A.  Webb  Roberts  Center  for 
Continuing  Education,  Dallas 

Location  of  course:  Paris 
Date:  Feb  24,  1979 

Duration:  Continuous;  1 day;  Sat- 
urday; 8am-4pm;  6 total  course 
hours 

Fee:  $10 

Designed  for:  General  practitioners; 
Specialists  in  Internal  Medicine, 
Family  Medicine,  Orthopedic  Sur- 
gery 

Credit:  AAFP,  Prescribed;  Category 
1,  AMA  Physician's  Recognition 
Award;  6 hours 

Teaching  methods:  Audiovisual 
materials,  lecture,  open  question, 
panel,  seminar 

Contact:  George  J.  Race,  MD, 

Assoc  Dean  for  Continuing  Educa- 
tion, UT  Health  Science  Center  at 
Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 

Basic  Sciences: 

Microbiology  & Immunology 

Title:  Basic  Immunology  for  the 
Clinician 

Sponsors:  UT  Health  Science  Cen- 
ter at  Dallas;  A.  Webb  Roberts 
Center  for  Continuing  Education, 
Dallas 

Location  of  course:  UT  Health 
Science  Center  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas 

Date:  Feb  28-March  3,  1979 

Duration:  Continuous;  4 days; 
Wednesday-Saturday;  24  total 
course  hours 

Designed  for;  General  practitioners; 
Specialists 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  24  hours 

Teaching  methods:  Audiovisual 
materials,  lecture,  open  question, 
panel 

Contact:  George  J.  Race,  MD, 

Assoc  Dean  for  Continuing  Educa- 
tion, UT  Health  Science  Center  at 
Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 

Cardiovascular  Disease 

Title:  Coronary  Disease,  Exercise 
Testing,  and  Cardiac  Rehabilitation 

Sponsors:  International  Medical 
Education  Corporation,  Colorado 

Location  of  course:  La  Mansion  del 
Norte,  San  Antonio 


Date:  Feb  9-11,  1979 

Duration:  Continuous;  2V2  days; 
Friday-Sunday 

Fee:  $202,  physicians;  $102,  tech- 
nicians and  nurses 

Designed  for:  General  practitioners; 
Specialists  in  Cardiology;  and  other 
allied  health  personnel  who  treat 
patients  with  cardiovascular  disease 

Enrollment:  Minimum,  30;  Maxi- 
mum, 60 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  13  hours 

Contact:  Division  of  Postgraduate 
and  Continuing  Medical  Education, 
International  Medical  Education 
Corporation,  64  Inverness  Drive 
East,  Englewood,  CO  80112 
800/525-8646  ext  236 

Family  Medicine 

Title:  Medical  Update-1979 

Sponsors:  District  I Medical  Society, 
Texas  Medical  Association;  Texas 
Academy  of  Family  Physicians, 
Permian  Basin  Chapter;  TMA  and 
El  Paso  County  Medical  Society, 
TMA 

Location  of  course:  Ramada  Inn, 
Alpine 

Date:  Feb  3,  1979 

Duration:  Continuous;  1 day;  Satur- 
day; 8am-5:15pm;  6 total  course 
hours 

Fee: $25 

Designed  for:  General  practitioners. 
Specialists  in  Family  Medicine 

Credit:  AAFP,  Elective;  7 hours 

Teaching  methods:  Audiovisual 
materials,  lecture,  open  question, 
seminar 

Contact:  Laurance  N.  Nickey,  MD, 
1515  N Oregon  St,  El  Paso,  TX 
79902 

Title:  Family  Practice  Review 

Sponsors;  Department  of  Continu- 
ing Medical  Education,  Department 
of  Medicine,  UT  Medical  Branch, 
Galveston 

Location  of  course:  Galvez  Hotel, 
21st  at  Seawall  Blvd,  Galveston 

Date:  Feb  4-10,  1979 

Duration:  Continuous;  7 days;  Sun- 
day-Saturday;  48  total  course 
hours 

Fee:  $300 

Designed  for:  General  practitioners, 
Specialists  in  Family  Medicine, 
Internal  Medicine 

Enrollment:  Maximum,  300 

Credit:  AAFP,  Prescribed;  Category 
1,  AMA  Physician’s  Recognition 
Award;  48  hours 

Teaching  methods:  Audiovisual 
materials,  lecture,  open  question, 
panel,  seminar 
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Contact:  Ms  Sue  Moreno,  Continu- 
ing Medical  Education,  2nd  Floor 
Gail  Borden  Bldg,  UT  Medical 
Branch,  Galveston,  TX  77550 

TitSe:  Hypertension 

Sponsors:  Department  of  Continu- 
ing Medical  Education,  Department 
of  Internal  Medicine,  UT  Medical 
Branch,  Galveston 

Location  of  course:  Holiday  Inn,  600 
Strand,  Galveston 

Date:  Feb  23-24,  1979 

Duration:  Continuous;  2 days; 
Thursday-Friday;  20  total  course 
hours 
Fee:  $140 

Designed  for:  General  practitioners; 
Specialists  in  Family  Medicine,  In- 
ternal Medicine 

Enrollment:  Maximum,  130 

Credit:  AAFP,  Prescribed;  Category 
1,  AMA  Physician’s  Recognition 
Award;  20  hours 

Teaching  methods:  Lecture,  open 
question,  panel,  seminar 

Contact:  Ms  Sue  Moreno,  Continu- 
ing Medical  Education,  2nd  Floor 
Gall  Borden  Bldg,  UT  Medical 
Branch,  Galveston,  TX  77550 

Title:  Annual  Alcoholism  Confer- 
ence: Libation  and  Libido 

Sponsors:  Texas  Tech  University 
School  of  Medicine;  Baylor  College 
of  Medicine  Career  Teaching  Train- 
ing Center;  Texas  Research  Insti- 
tute of  Mental  Sciences 

Location  of  course:  Auditorium, 
Regional  Academic  Health  Center, 
4800  Alberta,  El  Paso 

Date:  Feb  23-24,  1979 

Duration:  Continuous;  2 days;  Frl- 
day-Saturday;  total  course  hours 
to  be  announced 

Fee:  $100,  physicians;  $35,  non- 
physlclans 

Designed  for:  General  practitioners; 
Specialists  in  Internal  Medicine, 
Psychiatry,  Public  Health  & Preven- 
tive Medicine 

Credit:  AAFP,  Prescribed;  Category 
1,  AMA  Physician's  Recognition 
Award;  CEARP 

Teaching  methods:  Audiovisual 
materials,  lecture,  seminar 

Contact:  James  N.  Burkeholder, 

MD,  Associate  Dean,  or  Rita 
Chrane,  Educational  Program  As- 
sistant, Continuing  Education, 

Texas  Tech  University  School  of 
Medicine,  Lubbock  79430 


Hematology 

Title:  A Review  of  Clinical  Mlcro- 
blology/A  Review  of  Clinical  Hema- 
tology 

Sponsors:  Baylor  University  Medical 


Center 

Location  of  course:  Baylor  Univer- 
sity Medical  Center,  Dallas 

Date:  Feb  18-25,  1979 

Duration:  Continuous;  Hematology, 

3 days,  7:30am-5:30pm;  Microbi- 
ology, 5 days,  7:30am-5:30pm 

Fee:  Hematology,  $150,  residents 
$100;  Microbiology,  $185,  residents 
$125 

Designed  for:  General  practitioners; 
Specialists  In  Pathology;  physicians 
preparing  for  Board  examinations 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  Microbiology, 

39  hours;  Hematology,  25  hours 

Teaching  methods:  Lecture,  review 
sessions,  written  self-assessment 
questions,  take-home  microfiche 
with  questions,  discussion  and 
critique 

Contact:  Carolyn  Saunders,  PhD, 

A.  Webb  Roberts  Center  for  Con- 
tinuing Education,  3500  Gaston 
Avenue,  Dallas  75246  214/820- 
2317 

Internal  Medicine 

Title:  Disturbances  in  Control  of 
Electrolyte  and  Acid  Base  Balance 
(10th  Annual  American  Heart  Asso- 
ciation Postgraduate  Nephrology 
Seminar) 

Sponsors:  Department  of  Internal 
Medicine,  UT  Health  Science  Center 
at  Dallas;  American  Heart  Associa- 
tion 

Location  of  course:  UT  Health 
Science  Center  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas 

Date:  Feb  19-20,  1979 

Duration:  Continuous;  2 days;  Mon- 
day-Tuesday 
Designed  for:  Specialists 
Enrollment:  Maximum,  275 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award 

Teaching  methods:  Audiovisual 
materials,  lecture,  open  question, 
seminar 

Contact:  George  J.  Race,  MD, 

Assoc  Dean  for  Continuing  Educa- 
tion, UT  Health  Science  Center  at 
Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 

Malignant  Disease 

Title:  Radiation  Biology  in  Cancer 

Sponsors:  UT  System  Cancer  Cen- 
ter, M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston 

Location  of  course:  Shamrock  Hilton 
Hotel,  Houston 

Date:  Feb  28-Mar  3,  1979 

Duration:  Continuous;  4 days; 
Wednesday-Saturday;  8 hours 
instruction  per  day;  21  total  course 
hours 


Designed  for:  General  practitioners. 
Specialists 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  21  hours 

Teaching  methods:  Audiovisual 
materials,  lecture,  open  question, 
panel,  seminar 

Contact:  George  Blumenschein, 

MD,  Assoc  Dir  for  Education,  6723 
Bertner,  Houston,  TX  77030 


Obstetrics  & Gynecology 

Title:  Update  in  Perinatology  and 
Gynecologic  Oncology 

Sponsors:  Texas  Tech  University 
School  of  Medicine,  Lubbock;  March 
of  Dimes 

Location  of  course:  Regional  Aca- 
demic Health  Center,  4800  Alberta, 
El  Paso 

Date:  Feb  3,  1979 
Duration:  Continuous;  1 day;  Satur- 
day 

Fee: $20 

Designed  for:  Specialists  in  Obstet- 
rics and  Gynecology 

Credit:  AAFP,  Elective;  Category  1 , 
AMA  Physician’s  Recognition 
Award;  CEARP;  6 hours 

Teaching  methods:  Audiovisual 
materials,  lecture,  seminar 

Contact:  James  N.  Burkeholder, 

MD,  Associate  Dean,  or  Rita 
Chrane,  Educational  Program  As- 
sistant, Continuing  Education, 

Texas  Tech  University  School  of 
Medicine,  Lubbock  79430 

Orthopedic  Surgery 

Title:  Musculoskeletal  Disease  in  the 
Primary  Care  Office 

Sponsors:  Department  of  Ortho- 
pedic Surgery,  UT  Health  Science 
Center  at  Dallas;  A.  Webb  Roberts 
Center  for  Continuing  Education, 
Dallas 

Location  of  course:  UT  Health 
Science  Center  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas 

Date:  Feb  2-3,  1979 

Duration:  Continuous;  2 days;  Fri- 
day-Saturday;  8am-5pm 

Designed  for:  General  practitioners; 
Specialists  in  Internal  Medicine, 
Family  Medicine 

Enrollment:  Maximum,  275 

Credit:  Category  1 , AMA  Physician’s 
Recognition  Award 

Teaching  methods:  Audiovisual 
materials,  laboratory  work,  lecture, 
open  question,  seminar 

Contact:  George  J.  Race,  MD, 

Assoc  Dean  for  Continuing  Educa- 
tion, UT  Health  Science  Center  at 
Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 


TEXAS  MEDICINE 


Otolaryngology 

Title:  Electronystagmography  Short 
Courses  for  Physicians,  Audio- 
logists and  Technicians 

Sponsors:  The  Methodist  Hospital, 
Houston;  Institute  of  Otorhinolaryn- 
gology and  Communicative  Dis- 
orders 

Location  of  course:  Shamrock  Hilton 
Hotel,  Houston 

Date:  Feb  24-26,  1979 

Duration:  Continuous;  3 days;  Satur- 
day-Monday;  8am-5pm;  25  total 
course  hours 

Fee: $325 

Designed  for:  Specialists  in  Otola- 
ryngology, Neurology 

Enrollment:  Minimum,  30;  Maxi- 
mum, 100 

Credit:  Category  2,  AMA  Physician's 
Recognition  Award;  25  hours 

Teaching  methods:  Audiovisual 
materials,  enrollee  performs  pro- 
cedure, lecture,  open  question 

Contact:  Alfred  C.  Coats,  MD,  Bay- 
lor College  of  Medicine,  1200 
Moursund  Ave,  Houston,  TX  77030 

Pediatrics 

Title:  Pediatric  Postgraduate  Sym- 
posium: Infectious  Diseases 

Sponsors:  Baylor  College  of  Medi- 
cine, Houston 

Location  of  course:  Marriott  Motor 
Hotel,  2100  S Braeswood,  Houston 

Date:  Feb  15-16,  1979 

Duration:  Continuous;  2 days; 
Thursday-Friday;  13  total  course 
hours 

Fee: $125 

Designed  for:  General  practitioners; 
Specialists  in  Pediatrics 

Credit:  AAFP,  Prescribed;  Category 
1,  AMA  Physician’s  Recognition 
Award;  13  hours 

Teaching  methods:  Audiovisual 
materials,  lecture,  open  question, 
panel 

Contact:  Fred  M.  Taylor,  MD,  Direc- 
tor, Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston  77030 

Physical  Medicine  & Rehabilita- 
tion 

Title:  Exercise  Therapy  for  the 
Cardiac  Patient 

Sponsors:  Baylor  College  of  Medi- 
cine, Houston 

Location  of  course:  Marriott  Motor 
Hotel,  2100  South  Braeswood, 
Houston 

Date:  Feb  9-10,  1979 

Duration:  Continuous;  2 days;  Fri- 
day-Saturday;  1 1 total  course  hours 


Fee: $100 

Designed  for:  General  practitioners; 
Specialists  in  Physical  Medicine  & 
Rehabilitation,  Internal  Medicine 

Credit:  AAFP,  Prescribed;  Category 
1,  AMA  Physician's  Recognition 
Award;  11  hours 

Teaching  methods:  Clinical  confer- 
ence, enrollee  performs  procedure, 
lecture,  open  question,  panel,  live 
clinic 

Contact:  Fred  M.  Taylor,  MD,  Direc- 
tor, Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston  77030 

Title:  The  Second  Lewis  A.  Leavitt, 
MD,  Memorial  Lectureship 

Sponsors:  Department  of  Physical 
Medicine,  Baylor  College  of  Medi- 
cine, Houston 

Location  of  course:  Auditorium, 
Texas  Children’s  Hospital,  6621 
Fannin,  Houston 

Date:  Feb  16,  1979 

Duration:  Continuous;  1 day;  8am- 
5pm;  6V2  total  course  hours 

Fee:  None 

Designed  for:  Specialists  in  Physical 
Medicine  and  Rehabilitation 

Enrollment:  Minimum,  30;  Maxi- 
mum, 125 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  6V2  hours 

Teaching  methods:  Audiovisual 
materials,  lecture,  patient  demon- 
stration, seminar 

Contact:  Fred  M.  Taylor,  MD,  Direc- 
tor, Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston  77030 

Radiology  & Radioisotopes 

Title:  Basic  Radiological  Health 

Sponsors:  UT  Health  Science  Cen- 
ter at  San  Antonio 

Location  of  course:  UT  Health 
Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio 

Date:  Feb  12-16,  1979 

Duration:  Continuous;  Monday-Fri- 
day;  5 days;  40  total  course  hours 

Fee: $300 

Designed  for:  Specialists;  Health 
Physicists;  Radiation  Safety  Offi- 
cers; Medical  Physicists;  Radiology 
Technicians 

Teaching  methods:  Audiovisual 
materials,  lecture,  open  question 

Contact:  Office  of  Continuing  Edu- 
cation Services,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284 

Title:  Fourth  Annual  General  Diag- 
nostic Radiology  Seminar 

Sponsors:  Department  of  Radiology, 
UT  Health  Science  Center  at  Dallas; 


A.  Webb  Roberts  Center  for  Con- 
tinuing Education,  Dallas 

Location  of  course:  Fairmont  Hotel, 
Ross  & Akard,  Dallas 

Date:  Feb  15-17,  1979 

Duration:  Continuous;  2y2  days; 
Thursday-Saturday;  19  total  course 
hours 

Fee:  None 

Designed  for:  Specialists  in  Radi- 
ology 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award;  19  hours 

Teaching  methods:  Audiovisual 
materials,  lecture,  open  question, 
panel,  seminar 

Contact:  George  J.  Race,  MD, 

Assoc  Dean  for  Continuing  Educa- 
tion, UT  Health  Science  Center  at 
Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 
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EXPANDS 
VOUR  HORIZONS 


Mail  to  Hempel  Financial  Corporation, 
10880  Wilshire  Blvd.,  Los  Angeles,  CA  90024. 


Many  health  care  professionals  have 
discovered  an  excellent  plan  to  create 
capital  for  a variety  of  uses. 


Couldyou  use  $10,000to  $100,000+? 

Take  your  assets  out  of  iimbo  and 
convert  them  into  cash  through  our  sale/ 
leaseback  program.  Hempel  Financial 
Corporation  wiii  buy  your  office  equip- 
ment and  lease  it  back  to  you  for 
payments  that  are  100%  tax-deductible. 
Your  bank  relationships  and  lines  of  credit 
are  not  affected,  and  ali  transactions 
are  strictly  confidential. 
Hempel  has  virtually  unlimited  funds  to 
meet  the  needs  of  physicians  and  dentists 
nationwide.  For  your  free  brochure 
describing  our  sale/leaseback  program, 
as  well  as  our  other  financial  plans, 
call  toll-free  (800)  421-7177;  in  California, 
^ call  collect  (213)  475-0304. 

" HEMPEL 

FINANCIAL  CORPORATION 
'10880  Wilshire  Blvd. 
Los  Angeles,  CA  90024 


WHAT’S  NEW 


Chlamydial  pneumonia:  a newly  recognized  common 
disease  of  infancy 

Heinz  F.  Eichenwald,  MD 

Although  the  possibility  that  chlamydia  could  produce 
pneumonia  in  infants  was  suggested  only  two  years  ago, 
a sizable  amount  of  information  has  accumulated  in  this 
brief  interval  to  indicate  that  the  organism  indeed  repre- 
sents a major  cause  of  this  syndrome  in  babies  less  than 
5 or  6 months  of  age. 

Chlamydiae  are  obligate  intracellular  parasites  similar 
to  viruses,  but  they  differ  in  certain  respects;  most  impor- 
tant clinically  is  that  they  are  susceptible  to  certain  anti- 
biotics such  as  erythromycin,  tetracycline,  and  sulfona- 
mides. Two  major  species  cause  human  disease:  One  is 
responsible  for  psittacosis;  the  other,  depending  on  the 
specific  serotype,  can  cause  lymphogranuloma  vene- 
reum, blinding  trachoma,  or  various  syndromes  such  as 
inclusion  conjunctivitis,  urethritis,  cervicitis,  salpingitis, 
proctitis,  pneumonia,  and  probably  otitis.  The  infection 
cycle  begins  with  urethritis;  the  organism  is  transmitted  to 
the  female  by  sexual  intercourse,  producing  mild  cer- 
vicitis, which  is  found  in  5-10%  of  normal  women.  The 
infant  is  colonized  with  chlamydiae  during  the  birth  pro- 
cess. Infection  expresses  itself,  if  at  all,  as  inclusion  con- 
junctivitis, which  usually  occurs  during  the  first  two  to 
three  weeks  of  life  or,  less  commonly,  as  pneumonia 
occurring  after  that  time.  A considerable  proportion  of 
colonized  babies  always  remain  asymptomatic,  carrying 
the  organisms  in  their  nasopharynx  and  perhaps  in  other 
sites  as  well. 

Because  of  their  ubiquity,  chlamydiae  probably  repre- 
sent the  single  most  common  specific  cause  of  pneu- 
monia in  hospitalized  children  less  than  6 months  of  age. 
Several  recent  studies  have  indicated  that  nearly  one  third 
of  infants  from  1 to  6 months  of  age  hospitalized  for  pneu- 
monia in  the  United  States  are  infected  with  this  organism. 
It  seems  likely  that  chlamydiae  may  also  cause  mild  res- 
piratory symptomatology  in  both  the  lower  and  upper 
respiratory  tree,  including  otitis,  but  frequency  of  these 
diseases  remains  to  be  determined. 

Before  its  recognition  as  a clinical  entity,  chlamydial 
pneumonia  was  probably  misdiagnosed  as  viral  disease 
or  pertussis.  However,  distinctive  differences  exist  which 
in  most  instances  permit  accurate  clinical  differentiation. 

Nearly  one  half  of  babies  with  chlamydial  pneumonia 


have  concurrent  conjunctivitis  or  at  least  a history  of  this 
condition.  This  lesion  not  only  occurs  less  frequently  with 
viral  disease  but  also  is  generally  milder.  The  cough, 
usually  the  chief  complaint,  is  distinctive;  it  is  frequent 
and  bothersome,  and  occurs  in  bouts,  vaguely  reminis- 
cent of  the  pattern  found  in  whooping  cough.  Instead  of 
the  crescendo  type  commonly  heard  with  pertussis,  the 
chlamydial  cough  is  staccato  and  is  less  frequently  asso- 
ciated with  vomiting.  Furthermore,  the  abnormal,  sticky, 
elastic  mucus  usually  found  in  the  pharynx  of  an  infant 
with  whooping  cough  does  not  occur  with  chlamydial 
pneumonia. 

A majority  of  chlamydial  patients  have  congestion,  and 
one  third  of  them  wheeze,  which  is  about  the  same  pro- 
portion found  in  viral  disease.  Rales  in  the  chest  are 
commonly  encountered  with  chlamydial  disease;  they  are 
usually  fine,  somewhat  sticky  in  nature,  and  widespread. 
The  child  usually  is  not  very  ill.  He  may  be  bothered  by  the 
cough  or  congestion,  but  he  is  rarely  in  great  respiratory 
distress.  On  the  other  hand,  viral  disease  may  vary  in 
severity  from  mild  to  life  threatening. 

The  laboratory  can  be  of  considerable  help  in  the  dif- 
ferential diagnosis  if  appropriate  tests  are  selected.  From 
a radiologic  standpoint,  the  clinical  picture  of  chlamydial 
disease,  while  not  diagnostic,  is  relatively  constant:  chest 
roentgenograms  show  diffuse  infiltrates  with  bilateral 
hyperinflation.  Similar  findings  are  encountered  less  com- 
monly with  viral  infection.  The  blood  count  of  infants  with 
chlamydial  disease  shows  a high  incidence  of  eosinophil- 
ia,  a finding  not  commonly  encountered  in  viral  infection. 
The  presence  of  eosinophils,  as  well  as  the  slight  simi- 
larity of  the  cough  to  that  in  pertussis,  led  to  the  original 
designation  of  this  disease  as  “eosinophilic  pertussoid 
pneumonia  of  infancy”  years  before  the  relationship  of  the 
syndrome  to  chlamydiae  was  recognized.  Of  significant 
value  in  the  differentiation  of  viral  versus  chlamydial 
disease  is  the  determination  by  immunoprecipitation 
methods  of  amounts  of  specific  immunoglobulins.  With 
chlamydial  disease,  levels  of  IgG,  IgM,  and  IgA  are  ele- 
vated. From  a differential  standpoint,  the  nearly  constant 
elevation  of  IgM  is  most  important  since  this  finding  is 
encountered  very  rarely  in  the  presence  of  viral  infection. 

Putting  all  these  facts  together,  one  can  recognize,  with 
an  appreciable  degree  of  certainty,  infants  with  chlamydial 
pneumonia  without  the  availability  of  specific  microbio- 
logic tests.  One  might  summarize  this  information  as  fol- 
lows: most  commonly,  an  infant  with  chlamydial  pneu- 
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^0  monia  is  from  1 to  4 months  of  age,  he  has  an  afebrile  P gichenwald,  MD,  William  Buchanan  Professor  and  Chairman, 

or  low  febrile  illness,  a bothersome  staccato  cough,  con-  Department  of  Pediatrics,  The  university  of  Texas  Health  Science  Con- 
gestion, and  wheezing.  On  x-ray  his  chest  shows  hyper-  Dallas,  Southwestern  Medical  School,  5323  Harry  Hines  Blvd, 

D3ll3S,  TX  75235. 

inflated  lungs  and  diffuse  pulmonary  infiltrates.  He  is 
likely  to  have  conjunctivitis  or  a history  of  this  condition. 

Laboratory  tests  reveal  eosinophilia  in  a majority  of  pa- 
tients and  increased  serum  globulins  in  nearly  all  pa- 
tients. 

Specific  laboratory  diagnosis  of  chlamydial  infection  is, 
of  course,  desirable  but  is  performed  at  only  a few  medical 
centers.  The  organisms  are  obligate  intracellular  para- 
sites and  must  be  grown  in  specially  modified  tissue  cul- 
tures. Serologic  diagnosis  is  also  available  using  several 
different  immunofluorescent  techniques.  Inapparent  infec- 
tion or  conjunctivitis  can  be  serologically  differentiated 
from  pneumonic  disease  by  the  fact  that  the  antibody 
titers  in  the  presence  of  pulmonary  involvement  are  far 
higher. 

Treatment  is  not  difficult.  Sulfonamides  and/or  tetra- 
cyclines are  effective  in  chlamydial  disease.  Not  clearly 
proven,  at  this  point,  is  that  erythromycin,  the  potentially 
most  desirable  drug,  can  cure  pneumonia,  although  mi- 
crobiological data  indicate  that  this  is  so. 

Our  present  recommendation,  therefore,  is  that  an 
infant  who  has  chlamydial  pneumonia  on  the  basis  of 
clinical  features  be  treated  with  oral  erythromycin.  No 
harm  is  done  if  the  child  has  a viral  infection  since  this 
antibiotic  is,  for  practical  purposes,  the  safest  of  antimi- 
crobial agents.  Obviously,  if  a confirmed  case  of  chla- 
mydial disease  is  encountered,  erythromycin  should  be 
used  promptly.  Since  the  use  of  sulfonamides  or  tetracy- 
clines carries  with  it  the  risk  of  considerable  toxicity,  these 
agents  are  far  less  desirable. 

The  treatment  of  chlamydial  conjunctivitis  during  early 
infancy  with  either  local  or  systemic  drugs  does  not  pre- 
vent the  subsequent  appearance  of  pneumonia.  This  is 
because  local  infection  results  in  insufficient  antibody 
production  while,  at  the  same  time,  the  organism  is  not 
eradicated  from  the  nasopharynx  by  available  therapy. 
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TEXAS  MEDICINE 


FEATURING 


WELCOME  TO  DALLAS 

HOUSING, 

ADVANCE  REGISTRATION 

AND 

TICKET  ORDER  FORMS 


45  GUEST  SPEAKERS  plus  400  special  and  TMA-member 
speakers. 

22  SECTION  PROGRAMS:  Allergy,  Colon  and  Rectal  Sur- 
gery, Digestive  Diseases,  Diseases  of  the  Chest,  Family 
Practice,  Internal  Medicine,  Neurological  Surgery,  Neurol- 
ogy, Nuclear  Medicine,  Obstetrics  and  Gynecology,  Occu- 
pational Medicine,  Ophthalmology,  Otolaryngology,  Path- 
ology, Pediatrics,  Physical  Medicine  and  Rehabilitation, 
Plastic,  Reconstructive,  and  Maxillofacial  Surgery,  Psy- 
chiatry, Public  Health,  Radiology,  Surgery,  Urology. 


HEADQUARTERS  FACILITIES 

6.  Hyatt  Regency  Dallas  (Scientific  Sessions  and 
Exhibits) 


3.  Dallas  Hilton  Hotel  (Business  Sessions) 


9.  Sheraton-Dallas  Hotel  (Auxiliary  and  Scientific 
Sessions) 


AMA-TMA  POSTGRADUATE  COURSES  sched 
uled  Saturday,  May  5,  1-5  p.m.  and  2-5  p.m., 
and  Sunday,  May  6,  8 a.m.-l  p.m.  Two  four-hour 
courses  and  three  three-hour  courses  will  be 
offered  Saturday,  and  six  five-hour  courses  are 
scheduled  Sunday.  All  courses  will  be  accepta- 
ble for  Category  1 credit,  AMA  Physician’s  Rec- 
ognition Award.  Course  fees  (for  AMA  mem- 
bers) are  $10  per  hour  of  instruction.  The  fee 
for  the  Sunday  courses  is  $60,  which  includes 
breakfast.  (Registration  information  will  be  sent 
to  membership  in  a separate  mailing.) 

Infectious  Diseases  and  Antibiotics — Current 
Treatment  of  Hypertension — Postoperative 
Complications  After  Abdominal  Surgery — 
Office  Orthopaedics — Office  Gynecology — 
Pediatric  Emergencies — Basic  Electrocar- 
diography— Office  Dermatology — Acid- Base, 
Fluid  and  Electrolyte  Balance — Surgical 
Emergency  Room  Problems — Treatment  of 
Common  Digestive  Diseases. 

21  CURBSTONE  CONSULTATIONS.  Person  to 
person  conversational  discussions  of  cases  and 
problems  of  general  medical  interest. 

Join  guest  speakers  for  coffee,  rolls,  and 
short  lectures  Friday  and  Saturday  mornings. 
Then  participate  in  the  informal  half-hour  dis- 
cussion period  following. 

29  SPECIALTY  SOCIETY  PROGRAMS— 8 SPE- 
CIAL COMMITTEE  SYMPOSIUMS— 128  SCIEN- 
TIFIC AND  TECHNICAL  EXHIBITS— FORUM  OF 
ORIGINAL  RESEARCH— PHYSICIANS  ’ AND 
SPOUSES’  ART  EXHIBITION. 

ETC.  Golf  Tournament,  Tennis  Tournament, 
‘‘Run  for  Fun,”  Fraternity  and  Alumni  Parties, 
Class  Reunions,  Art  Exhibit. 

AN  EVENING  AT  THE  HYATT  REGENCY.  Join 
your  friends  in  the  sparkling  Regency  Ballroom 
for  the  sumptuous  cuisine  of  the  elegant  new 
Hyatt  Regency.  Then  relax  and  enjoy  The  Levee 
Singers,  a popular  bass  and  banjo  sing-along 
nightclub  show.  Friday,  May  4,  7-10:30  p.m. 


MAKE  YOUR  RESERVATIONS  NOW! 

Reservations  not  accepted  by  telephone.  Select  your  fir 
the  list  below,  complete  the  housing  request  card  and 
will  be  honored  as  far  as  possible,  and  confirmation  of 
hotel  or  motel. 

1.  Hyatt  Regency  Dallas  (Scientific  Sessions  and 
Exhibits) 

Singles  $42  -55 — Doubles  $56-69 — Twins 
$56-69 — Double  Double  $56-69 — Suites,  2 
room  $125  up;  3 room  $200  up. 

2.  Dallas  Hilton  Hotel  (Business  Sessions) 

Singles  $36-54 — Doubles  $48-66 — Twins 
$48-66 — Suites,  2 room  $95  up;  3 room  $130 
up. 

NOTE:  If  you  indicate  arrival  after  6 p.m.,  you  have  guaranteed 
ing  request  card  by  April  13. 


5t,  second  and  third  choice  of  hotels  and  motels  fron 
mail  it  to  the  Dallas  Housing  Service.  Preferences 
reservations  will  be  sent  directly  to  you  from  thf 


3.  Sheraton-Dallas  Hotel  (Auxiliary  and  Scientific 
Sessions) 

Singles  $37-49 — Doubles  $50-59 — Twins  $47 — 
Double  Double  $59 — Suites,  2 room  $110  up; 

3 room  $160  up. 

4.  Holiday  Inn — Downtown 
Singles  $32 — Doubles  $38 — Twins  $42 — 
Suites,  2 room  $95  up;  3 room  $135  up. 

one  night's  payment  unless  reservation  is  cancelled.  Return  hous 


ADVANCE  REGISTRATION  AND  TICKET  ORDERS 

Save  your  valuable  time  by  registering  in  advance.  Fill  out  the  advance  registration  card,  mail  it  to  TMA 
and  your  registration  packet  will  be  waiting  for  you.  There  is  no  registration  fee  for  TMA  members.  You  ma; 
pick  up  your  registration  materials  at  the  Dallas  Hilton  Hotel,  Hyatt  Regency  Dallas,  or  the  Sheraton-Dalla: 
Hotel.  And  don’t  forget  to  order  your  tickets  for  the  General  Meeting  Luncheon  and  the  TMA  Buffet  Dinner 


GENERAL  MEETING  LUNCHEON 

Friday,  May  4,  12:15  p.m.,  Hyatt  Regency  Dallas. 
Luncheon  speaker  pending. 


DELEGATES’  LUNCHEON 

Thursday,  May  3,  1 p.m.,  Dallas  Hilton  Hotel. 
Luncheon  speaker  will  be  Tom  E.  Nesbitt,  M.D. 


President, 


GUEST  SPEAKERS 


American  Medical  Association. 


D.  FRANK  BENSON,  M.D. 

Boston,  Massachusetts 
neurology 

ROBERT  F.  BRADLEY,  M.D. 

Boston,  Massachusetts 
internal  medicine  (endocrinology) 

PAUL  W.  BRAND.  M B. 

Carville,  Louisiana 

physical  medicine  and  rehabilitation 

MARVIN  L.  CORMAN,  M.D. 

Boston,  Massachusetts 
colon  and  rectal  surgery 

HERBERT  H.  DEDO,  M.D. 

San  Francisco,  California 
otolaryngology 

WILLIAM  R.  DITO,  M.D. 

La  Jolla,  California 
pathology 

LEONARD  S.  DREIFUS,  M.D. 
Philadelphia,  Pennsylvania 
internal  medicine  (cardiology) 

ELLIOT  F.  ELLIS,  M.D. 

Buffalo,  New  York 
pediatrics;  allergy/immunology 

LEONARD  M.  FREEMAN,  M.D. 

Bronx,  New  York 
radiology;  nuclear  medicine 

GALE  GARDNER.  M.D. 

Memphis,  Tennessee 
otology;  neuro-otology 

DAVID  N,  GILBERT,  M.D. 

Portland,  Oregon 
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Recent  advances  in  the  benzodiazepines 

Charles  L.  Bowden,  MD 


Benzodiazepines  are  among  the  most  widely  used  drugs. 
Recent  information  about  their  various  pharmacological 
properties,  discussed  here,  provides  a more  rational  basis 
for  choice  of  efficacious,  safe  drugs  within  the  category. 

In  addition  to  their  use  in  anxiety  states,  they  are  useful 
in  a variety  of  nonpsychiatric  situations,  including  pre- 
anesthesia, seizure  control,  postmyocardial  infarction 
care,  and  psychophysiologic  disorders. 


Since  their  introduction  in  1960,  the  benzodiazepines 
have  come  to  be  among  the  most  widely  used  pharma- 
ceutical agents.^  Currently,  more  than  one  in  every  ten 
persons  will  receive  a benzodiazepine  prescription  during 
a 12-month  period.^  New  information  about  pharmaco- 
kinetic and  neurochemical  characteristics  of  these  drugs 
allow  more  rational  drug  choice.  Recent  marketing  of  new 
derivatives  gives  the  physician  a potentially  richer,  but 
more  confusing,  selection  of  drugs.  This  article  reviews 
these  developments,  emphasizing  their  clinical  implica- 
tions. 

Pharmacokinetic  Variables 
Absorption 

Contrary  to  usual  clinical  teaching,  both  the  absorption 
rate  and  peak  plasma  concentration  of  benzodiazepines 
are  lower  following  intramuscular,  rather  than  oral,  dos- 
ing.^ High  gastric  pH  appears  to  impair  absorption  of 
benzodiazepines.  Although  this  is  most  apparent  above 
pH  7.4,  a level  difficult  to  achieve  with  standard  antacid 
regimens,  it  seems  advisable  for  patients  not  to  take 


benzodiazepines  with,  or  shortly  after  taking,  antacids. “ 
Since  gastrointestinal  distress  and  anxiety  are  often  asso- 
ciated, this  is  a common  potential  hazard. 

Metabolism 

The  half-life  varies  widely  among  the  benzodiazepines. 
Half-lives  noted  in  Fig  1 range  from  1 hour  for  flurazepam 
to  more  than  100  hours  for  prazepam.''  The  situation  is 
complicated  because  many  benzodiazepines  are  metab- 
olized to  other  pharmacologically  active  compounds. 
Diazepam,  for  example,  is  metabolized  to  desmethyldi- 
azepam.  A recent  study  indicates  that  antianxiety  effects 
of  chlordiazepoxide  correlate  with  the  concentrations  of 
the  lipid-soluble  demethylated  derivative,  rather  than  the 
concentrations  of  the  largely  water-soluble  parent  com- 
pound.^ Because  of  analytical  complexities  of  measuring 
minute  concentrations  of  specific  metabolites,  however, 
conclusive  studies  correlating  metabolite  concentrations 
with  antianxiety  effects  have  not  been  done  for  most 
benzodiazepines. 

Metabolism  is  slower  in  the  elderly  and  in  persons 
with  impaired  liver  function — especially  for  those  drugs, 
such  as  chlordiazepoxide,  diazepam,  and  flurazepam, 
which  require  microsomal  demethylation.  Benzodia- 
zepines which  are  directly  converted  to  the  inactive 
glucuronide  appear  to  have  normal  metabolism,  even  in 
patients  with  severe  liver  disease.®  In  such  cases,  there- 
fore, it  is  advisable  to  use  oxazepam,  lorazepam,  or 
prazepam,  in  which  the  primary  metabolic  pathway  is 
conjugation  to  the  glucuronide  rather  than  demethylation. 


7.  Benzodiazepine  half-life. 


Generic  Name 

Trade  Name 

Elimination  Half-Life  (Hours) 

Parent  Drug 

Metabolites 

Chlordiazepoxide 

Librium,  several  others 

2-12 

20-30 

Clorazepatet 

Tranxene,  Azene 

25-60 

25-60 

Diazepam 

Valium 

1-10 

25-60 

Flurazepam 

Dalmane 

72-4 

40-100 

Lorazepam 

Ativan 

8-14 

None 

Oxazepam 

Serax 

4-12 

None 

Prazepam 

Verstran 

70-120 

Nonet 

'Approximate,  based  on  range  from  several  studies 

t Hydrolyzed  to  desmethyidiazepam  before  absorption.  Hydrolysis  impaired  above  pH  6. 
1:  Small  fraction  converted  to  desalkylprazepam  and  oxazepam. 
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Neurochemistry 

Recent  studies  of  the  neurochemical  effects  of  benzodi- 
azepines show  promise  of  clarifying  their  mechanism  of 
action.  There  is  increasing  evidence  that  benzodi- 
azepines stimulate  gamma-aminobutyric  acid  (GABA) 
and  glycine  receptors  in  the  brain. ^ GABA  and  glycine  are 
widely  distributed  neuroregulatory  substances  which 
facilitate  presynaptic  inhibition,  thereby  potentially  reduc- 
ing the  amount  of  incoming  sensory  information.  Although 
barbiturates  have  similar  effects  on  GABA-mediated  inhi- 
bition, they  have  insignificant  effects  on  glycine  systems.^ 

The  anticonvulsant  properties  of  benzodiazepines  may 
be  related  to  their  structural  similarities  to  phenytoin. 

The  benzodiazepines  reduce  stage  4 sleep  and  REM 
(rapid  eye  movements)  sleep  without  producing  signifi- 
cant REM  rebound  after  discontinuance.  They  also  cause 
faster,  lower  voltage  electroencephalogram  (EEG)  pat- 
terns, possibly  related  to  their  control  of  spastic  disorders. 
These  pharmacological  profiles  vary  among  the  benzodi- 
azepines and  may  explain  the  significant  qualitative 
potency  and  half-life  differences  among  the  benzodi- 
azepines.® 

Side  Effects 

The  most  common  side  effects  are  sedative  ones:  drowsi- 
ness, poor  concentration,  slowed  reaction  time,  and  so 
forth.  Approximately  10%  of  patients  will  have  sedative 
side  effects  at  some  point  in  their  treatment  with  benzodi- 
azepines. As  with  most  other  psychotropic  drugs,  these 
effects  are  exacerbated  when  the  drug  is  combined  with 
alcohol  or  other  psychosedative  agents.  Patients  should 
be  warned  of  these  possible  effects.  Some  patients  dis- 
play paradoxical  aggressive-hostile  behavior,  although 
not  all  studies  have  reported  this  reaction.®  Driving  and 
working  around  potentially  dangerous  machinery  should 
be  discouraged  during  the  period  of  dosage  initiation 
and  adjustment.  Less  commonly,  central  nervous  system 
(CNS)  toxicity  manifested  by  ataxia,  slurred  speech,  and 
confusion  may  occur.  In  such  cases,  the  patient  should 
at  least  temporarily  discontinue  taking  the  medication  and 
contact  his  physician. 

To  allow  unimpeded  intravenous  administration  and 
avoid  phlebitis,  the  injection  site  should  be  a large  vein. 
Respiratory  depression  and  anterograde  amnesia  also 
are  possible  following  intravenous  use.  Recent  proscrip- 
tions of  benzodiazepines  for  patients  with  closed-angle 
glaucoma  are  not,  in  my  opinion,  based  on  scientifically 


plausible  evidence.^® 

The  relative  safety  of  the  benzodiazepines  is  a major 
reason  for  physicians'  preference  for  prescribing  drugs 
in  that  class.  Persons  have  taken  as  much  as  1 ,400  mg 
of  diazepam  or  6,000  mg  of  chlordiazepoxide  without 
dying,  and  drug  levels  in  patients  surviving  suicide 
attempts  have  measured  as  high  as  60  ng/ml.^^  Thera- 
peutic concentrations  range  from  0.1  to  0.4  ng/ml.  There 
is  no  evidence  that  tolerance  to  these  drugs  develops, 
but  there  are  few  long-term  studies  of  their  effects.  A 
withdrawal  syndrome  manifested  by  irritability,  insomnia, 
tremulousness,  anxiety,  and  in  some  cases  seizures,  can 
occur.  It  is  essentially  limited  to  patients  who  have  been 
taking  the  drugs  for  more  than  six  months  in  daily  dosages 
of  60  to  120  mg  of  diazepam  or  100  to  600  mg  of  chlor- 
diazepoxide. 

In  lay  press  publications,  benzodiazepines,  especially 
diazepam,  recently  have  been  misleadingly  described  as 
addictive  and  having  high  abuse  potential.  Although  they 
are  not  without  danger,  and  additional  research  into  long- 
term effects  is  needed,  it  is  unwarranted  to  withhold  them 
from  a patient  with  major  anxiety  symptoms.  Though  the 
risk  of  physical  dependence  is  real,  it  is  small,  certain- 
ly far  less  than  for  most  other  antianxiety  medications, 
such  as  barbiturates  or  meprobamate-type  drugs. 

Recently  Introduced  Benzodiazepines 
Lorazepam  (Ativan)  has  an  intermediate  half-life,  approx- 
imately 12  hours,  and  thus  generally  should  be  taken 
twice  daily.  Dosage  ranges  from  1 to  6 mg/day.  Pra- 
zepam  (Verstran)  has  a half-life  of  more  than  100  hours. 

It  has  the  potential  advantage  of  single  daily  dosing,  but 
requires  more  time  to  reach  a stable  level  in  tissues. 

In  general,  steady-state  tissue  levels  of  any  drug  are 
obtained  after  four  to  five  half-lives.  Thus,  lorazepam 
typically  reaches  desired  levels  in  two  to  three  days; 
prazepam  usually  requires  approximately  two  to  three 
weeks.  Both  drugs  are  principally  metabolized  to  the 
inactive  glucuronide,  thus  obviating  concerns  about  other 
psychoactive  metabolites  in  the  system,  and  they  appear 
to  relieve  anxiety  symptoms  as  effectively  as  other  avail- 
able benzodiazepines. 

Clinical  Indications  for  Use 
Anxiety 

Anxiety  which  is  situationally  related,  relatively  acute,  and 
causing  significant  role  dysfunction  is  the  major  indication 
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for  use  of  benzodiazepines.  Anxiety  which  is  a component 
of  a long-standing,  ingrained  personality  disorder  is  less 
often  relieved  by  these  drugs.  Although  use  generally 
will  be  limited  to  the  acute  phases  of  environmentally 
related  anxiety  reactions,  their  longer-term  use  may  be 
appropriate  in  patients  who  have  stressful  situations 
which  are  not  amenable  to  change.  For  example,  a phy- 
sician might  prescribe  a benzodiazepine  for  a woman  who 
must  care  for  a terminally  ill,  demanding,  hypochondriacal 
husband.  It  can  be  unrealistic  to  expect  such  a patient 
to  learn  to  deal  better  with  such  stress  without  medica- 
tion. Such  long-term  use  should  be  limited  to  patients 
who  adhere  to  the  prescribed  dosage  and  maintain  physi- 
cian contact.” 

Insomnia 

Benzodiazepines  facilitate  sleep  induction  and  appear  to 
remain  effective  indefinitely  without  dosage  increase. 
Flurazepam  is  the  only  benzodiazepine  specifically  mar- 
keted for  its  sleep-producing  effects  and  is  preferable 
because  of  its  rapid  peak  action  and  usual  lack  of  seda- 
tive carry-over  effects  in  the  morning.  Although  the  other 
benzodiazepines  can  be  used  to  facilitate  sleep  induction, 
the  frequency  of  morning-after  sedation  makes  their  use 
less  desirable. 

Whereas  studies  definitely  indicate  the  superiority  of 
the  benzodiazepines  in  the  aforementioned  conditions, 
their  therapeutic  value  is  less  fully  established  for  the 
conditions  to  be  described.  Although  there  is  consistent 
evidence  of  efficacy,  most  reports  are  not  based  on  place- 
bo-controlled studies  but  on  open-label  drug  trials. 

Musculoskeletal  Tension 

The  muscle  relaxant  effects  of  benzodiazepines  result  in 
their  use  in  a variety  of  stress-related  disorders,  such  as 
tension  headaches.  It  is  quite  possible  that  the  muscle 
relaxant  effect  may  be  mediated  by  central  actions  on 
glycine  receptors,  but  there  is  not  consistent  evidence  of 
their  efficacy  in  controlling  all  musculoskeletal  tension 
disorders.  For  acute  muscle  strains,  conservative  physical 
regimens  such  as  heat  and  rest  are  the  most  important 
aspects  of  treatment. 

Cerebral  Palsy,  Tentanus,  Other  Spastic  Disorders 
Here,  too,  the  benzodiazepines  appear  to  be  safe  and 
effective  in  reducing  symptomatic  distress.'^  The  improve- 
ment is  symptomatic  only,  but  can  provide  increased 


comfort  and  function  for  many  patients. 

Acute  Alcoholism  Withdrawal 

Benzodiazepines  have  largely  replaced  other  drugs  as 
adjuncts  in  treating  the  alcohol  withdrawal  syndrome. 
Less  often  associated  with  dosing-error  problems,  they 
provide  rapid  control  of  restlessness  and  agitation  and 
facilitate  sleep.  Studies  of  their  use  in  treatment  of  chronic 
alcoholism  indicate  minimal,  if  any,  benefits  in  alcoholism 
per  se. 

Seizure  Disorders 

Approximately  50%  of  cases  of  status  epilepticus  and  in- 
tractable seizures,  regardless  of  type,  respond  to  intra- 
venous benzodiazepines.  The  recently  marketed  benzo- 
diazepine clonazepam  (Clonopin)  appears  to  be  particu- 
larly efficacious  in  controlling  petit  mal  seizures.’^ 

Anxiety-related  Gastrointestinal  Disorders 
Benzodiazepines  are  used  to  treat  a variety  of  stress- 
related  psychophysiological  disorders.  It  is  not  likely  that 
they  have  effects  apart  from  those  on  anxiety.  Because 
organic  diseases  can  generate  anxiety  and  tension  can 
produce  physiological  disturbances,  though,  their  use 
appears  to  be  justified.’^ 

Preanesthesia 

In  bronchoscopy  and  related  endoscopic  and  minor  surgi- 
cal procedures,  intravenous  administration  of  benzodi- 
azepines appears  to  be  a useful  adjunct.  In  such  opera- 
tions, anxiety  and  tension  often  result  in  higher  doses  of 
anesthetics  and  narcotics,  with  consequent  increased 
medical  risks.  The  benzodiazepines  provide  effective 
sedation  with  much  less  cardiorespiratory  depression 
than  the  barbiturates. 

Cardiovascular  Disorders 

In  some  coronary  care  units,  intravenously  administered 
benzodiazepines  are  prescribed  routinely  during  the  first 
several  days  following  myocardial  infarction.  In  one  study, 
patients  who  received  chlordiazepoxide  required  signifi- 
cantly less  narcotics  than  those  who  received  amobarbi- 
tal.’^  Lorazepam  has  been  reported  not  only  to  reduce 
anxiety  in  hypertensive  patients,  but  also  to  facilitate 
control  of  hypertension.” 

This  brief  review  of  the  remarkably  safe,  useful  benzo- 
diazepines raises  as  many  questions  as  it  answers.  Might 
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the  benzodiazepines,  used  earlier  and  more  systematical- 
ly, significantly  influence  the  end-stage  complications  of 
cardiovascular  disorders  and  other  disorders  with  psycho- 
physiological  components?  Although  answers  to  such 
questions  will  require  large-scale  studies  of  long  dura- 
tion, physicians  in  a wide  range  of  medical  specialties 
can  utilize  current  knowledge  about  benzodiazepine  ef- 
fectiveness, pharmacokinetics,  mode  of  action,  and  side 
effects  for  more  effective  administration  of  these  drugs. 
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Cardiac  imaging  may  be  conveniently  divided  into  three 
basic  groups:  (1)  the  study  of  the  intracardiac  blood  pool, 
either  during  the  first  pass  of  a radionuclide  through  the 
heart,  or  with  a radiopharmaceutical  that  is  retained  within 
the  intravascular  space,  such  as  technetium  Tc  99m- 
labelled  human  serum  albumin;  (2)  imaging  of  the  per- 
fused myocardial  wall,  either  invasively  with  radioactive 
particles  or  radioactive  inert  gases  introduced  into  the 
coronary  circulation  at  cardiac  catheterization,^'^  or 
noninvasively  with  monovalent  cations  such  as  thallium 
Tl  201;'’  and  (3)  "hot  spot”  imaging  with  agents  that  are 
selectively  taken  up  by  damaged  myocardium,  such  as 
technetium  pyrophosphate  Tc  99m. 

The  main  advantage  of  the  radionuclide  techniques 
now  available  is  their  ability  to  provide  information  re- 
garding ventricular  wall  motility,  ejection  fraction,  and 
myocardial  perfusion  without  resorting  to  the  more  in- 
vasive cardiac  catheterization.  This  implies  that  these 
investigations  can  be  repeated  at  frequent  intervals  for 
sequential  follow-up  of  ventricular  function  and  to  assess, 
minute  by  minute,  the  effect  of  therapeutic  intervention 
on  global  and  regional  ventricular  function  without  fear 
of  patient  morbidity  or  mortality. 

Blood  Pool  Imaging 

Following  the  intravenous  administration  of  a radioactive 
bolus,  the  sequential  passage  of  the  radioactive  tracer 
through  the  cardiac  cavities  can  be  visualized  for  a few 
seconds,  if  a gamma  camera  is  positioned  over  the  pre- 
cordium  (Fig  1).  Providing  that  the  count-rate  capability 
of  the  camera  is  fast  enough,  it  is  possible,  using  a dedi- 
cated minicomputer,  to  place  a region  of  interest  over  the 
area  of  the  left  ventricle  to  determine  the  rate  of  change 
of  counts  occurring  between  systole  and  diastole  and  to 
produce  a summed  curve  of  these  changes  over  a 
sequence  of  six  to  seven  cardiac  cycles.  From  this  may 
be  derived  the  ejection  fraction  of  the  left  ventricle  which 
is  essentially  based  on  the  volumetric  changes  of  the 
chamber.^  The  ejection  fraction  is  calculated  from  the 
equation: 

EF  = (end  diastolic  counts)  - (end  systolic  counts) 
end  diastolic  counts 

The  standard  Anger  camera  is  not  ideally  suited  to  the 
rapid  acquisition  of  counts  required  for  this,  but  now  there 
is  a commercially  available  multicrystal  instrument,  the 
autofluroscope,  that  has  appropriate  high  count-rate  cap- 


ability for  this  procedure.  An  alternative  approach  is  to 
divide  the  cardiac  cycle  into  segments  using  an  electronic 
trigger  activated  by  the  R-wave  of  the  electrocardiograph 
(ECG)  and  a tracer  that  is  retained  within  the  blood  pool, 
and  then  to  sum  each  segment  over  a period  of  about 
ten  minutes.  This  allows  the  acquisition  of  multiple  views 
of  the  cardiac  cavities  without  recourse  to  multiple  injec- 
tions of  tracer,  but  does  have  the  disadvantage  of  greater 
background  activity  than  the  first-pass  method.  Human 
serum  albumin  labelled  with  technetium  Tc  99m  has  been 
used  very  successfully  as  the  blood-pool  agent  for  this 
technique,®  but  more  recently,  in  vitro,  technetium  Tc 
99m-labelled  autologous  red  blood  cells,’’  and  subse- 
quently, in  v/Vo-labelled  red  blood  cells  have  been 
utilized.®  The  latter  require  the  intravenous  pretreatment 
of  the  patient  with  stannous  pyrophosphate.  Then,  follow- 
ing at  least  20  minutes  to  allow  red  cell  labelling,  about 
20  mCi  of  technetium  pertechnetate  Tc  99m  are  admin- 
istered. 

The  electronic  “gate”  in  some  systems  can  be  set  to 
turn  the  gamma  camera  on  only  during  the  systole  and 
diastole  periods  so  that  two  images  are  obtained.  More 
sophisticated  systems  now  available,  however,  incor- 
porate a computer  to  divide  the  cardiac  cycle  into  multi- 
ple, equal  fractions  which  can  then  be  replayed  as  a 
“movie”  display,  which  optimizes  the  detection  of  regional 

7 Anterior  sequential  flow  study.  SVC:  Superior  vena  cava.  RA:  Right 
atrium.  RV  Right  ventricle.  PA  Pulmonary  artery.  LV  Left  ventricle. 
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wall-motion  abnormalities.  The  region-of-interest  capabil- 
ity of  the  computer  allows  definition  of  the  left  ventricle 
and,  subsequently,  a volume/time  activity  curve  (Fig  2). 
Ejection  fractions  calculated  by  this  method  correlate  well 
with  ejection  fractions  calculated  angiographically;  For  20 
patients  there  was  a regression  coefficient  of  0.92;®  in  a 
group  of  36  patients  the  regression  coefficient  was  0.83.® 

In  the  anterior  view  of  the  normal  gated  cardiac  study 
(Fig  3),  the  inferior  margin  of  the  left  and  right  ventricles 
may  be  difficult  to  separate.  The  aorta,  pulmonary  artery, 
and  the  right  atrium  are  visualized.  The  45°  left-anterior 
oblique  projection  also  is  obtained  routinely,  demonstrat- 
ing the  septum  and  ventricular  cavities  separately.  The 
left  atrial  appendage  may  be  seen  in  this  view,  though 
the  left  posterior  oblique  approach  (Fig  4)  provides  opti- 
mal viewing  of  this  chamber. 

One  of  the  major  uses  for  the  gated  scan  is  the  diag- 
nosis of  hypokinetic  or  dyskinetic  segments  of  myo- 
cardium seen  in  Fig  5,  in  which  the  end-systolic  and  end- 
diastolic  anterior  images  reveal  a large  anterolateral 
hypokinetic  segment.  The  calculated  ejection  fraction  was 
21%.  In  congestive  myopathy,  there  is  generally  dilatation 
of  both  ventricular  cavities  with  generalized  hypokinesis 
and  a reduced  ejection  fraction,  while  in  hypertrophic 
cardiomyopathy,  the  typical  findings  are  disproportionate 

2,  Computer-generated  volume /time  activity  curve  of  the  ventricle  from 
a gated  blood  pool  study. 
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upper  septal  thickening  and  straightening  of  the  septum, 
frequently  with  a high  ejection  fraction.^®  Fig  6 shows 
a study  of  a patient  who  had  idiopathic  hypertrophic 
subaortic  stenosis  with  a membrane  which  was  surgically 
repaired  1 1 years  ago.  The  ventricular  wall  thickening  is 
very  marked,  and  there  is  a high  ejection  fraction.  With 
valvular  disease  of  the  heart,  there  may  be  signs  of 
ventricular  overload  with  hypertrophy  or  dilatation  associ- 
ated with  atrial  dilatation.  Unfortunately,  the  left  atrium  is 
not  seen  clearly  in  the  standard  views,  particularly  when 
enlarged,  so  that  the  left  posterior  oblique  view  may  be 
necessary  in  these  instances.  Fig  7 shows  the  appear- 
ances in  severe  mitral  stenosis  where  there  is  a dilated 
right  ventricle,  a left  ventricle  showing  almost  cavitary 
obliteration  (ejection  fraction  = 86%),  and  enlargement 
of  both  atria  with  lack  of  contraction  associated  with  atrial 
fibrillation. 

Gated  sequential  studies  of  global  and  regional  wall 
motion  during  and  following  exercise  have  been  used  to 
evaluate  left  ventricular  function  and  to  determine  ventri- 
cular function  reserve.”  In  a series  of  1 1 patients  with 
documented  coronary  disease,  regions  of  dysfunction 
developed  in  all  during  exercise;  in  ten  of  these  the 
ejection  fraction  decreased  by  7%  to  47%  and  in  one 
remained  unchanged.  In  14  comparable  normal  subjects, 
the  ejection  fraction  increased  in  proportion  to  the  degree 
of  exercise  (an  average  23%)  and  none  developed  re- 
gional wall  dysfunction.  These  results  suggest  that  the 
exercise  gated  blood  pool  study  is  a sensitive  indicator 
of  the  presence  and  severity  of  ischemic  heart  disease. 
Thus,  with  blood  pool  imaging,  measurements  of  global 
and  regional  function  of  all  four  chambers  can  be  ob- 
tained. Clinically  these  measurements  are  useful,  both 
to  characterize  the  changes  of  ventricular  function  caused 
by  the  disease  and  to  monitor  the  course  of  disease  to 
determine  the  impact  of  therapy. 

Myocardial  Imaging 

Demonstration  of  the  regional  distribution  of  blood  flow  in 
the  myocardium  relies  on  the  Sapirstein  principle,’^  that 
tracers  which  are  avidly  extracted  by  an  organ  reflect  the 
blood  flow  to  that  organ.  The  most  direct  application  of 
this  principle  in  humans  is  the  injection  of  radioactively 
labelled  albumin  microspheres  into  the  aortic  root,  or  via 
a coronary  artery  catheter,  when  areas  of  reduced  per- 
fusion or  scarring  will  show  up  as  regions  of  diminished 
tracer  accumulation.  However,  this  is  an  invasive  pro- 
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cedure  and  has  limited  application,  though  it  may  be 
utilized  in  conjunction  with  coronary  arteriography  to 
correlate  myocardial  perfusion  with  ventricular  wall  motion 
abnormality.  Intravenously  administered  potassium  43 
and  its  analogues  are  employed  most  frequently  as  a non- 
invasive  means  of  evaluating  myocardial  perfusion. 
Potassium  43  itself  is  unsuitable  for  imaging  because  of 
its  high  energy  emission.  ^°TI  is  the  isotope  of  choice 
for  myocardial  imaging,  it  has  an  energy  that  is  more 
suited,  though  not  optimal,  for  use  with  the  gamma  cam- 
era, and  its  extraction  by  the  myocardium  is  88%,^®  with 
a very  rapid  blood  clearance:  Less  than  5%  of  the  in- 
jected dose  remains  in  the  blood  within  three  to  four 
circulation  times.  There  is  a marked  difference  in  the  dis- 
tribution of  thallium  when  administered  at  rest  and  exer- 
cise. When  thallium  201  is  injected  in  patients  at  rest,  it 
is  predominantly  distributed  in  proportion  to  blood  flow 
to  kidneys,  heart,  and  splanchnic  area.  Following  injec- 
tion at  peak  exercise,  the  cardiac  uptake  is  minimally 
increased  (coronary  flow  remains  about  4%  of  cardiac 
output)  while  splanchnic  flow  decreases.  The  thallium 
exercise  test  is  based  on  the  premise  that  with  critical 
stenosis  of  the  coronary  vessel,  adequate  perfusion  of 
the  myocardium  may  exist  at  rest,  whereas,  with  the  in- 

3.  Normal  gated  blood  pool  study  with  anterior  and  left  anterior  oblique 
projections  showing  end-diastolic  and  end-systolic  images.  LV  Left 
ventricle.  RV  Right  ventricle 
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creased  demand  for  perfusion  associated  with  exercise, 
the  flow  to  normal  areas  will  increase,  but  the  myocardium 
supplied  by  the  stenosed  vessels  cannot  increase  as 
much.  Images  performed  shortly  after  exercise  will  reflect 
blood  flow  at  the  time  of  injection,  and  areas  of  reduced 
flow  within  the  myocardium  will  demonstrate  reduced  up- 
take. If  the  study  is  repeated  while  the  patient  is  at  rest, 
then  areas  of  scarring  will  show  reduced  uptake  similar 
to  those  on  the  exercise  images,  whereas  areas  of  re- 
duced flow  that  occurred  only  after  exercise  will  show 
normal  distribution  of  thallium.  Rather  than  reinject  the 
patient  with  radioactive  tracer,  it  has  become  customary 
to  perform  the  procedure  again  at  two  to  four  hours 
after  exercise  when  uptake  in  the  normal  myocardium 
has  decreased  and  redistribution  of  thallium  to  previous- 
ly ischemic  areas  has  occurred.'®- 
Fig  8 shows  the  normal,  even  distribution  of  thallium 
201  in  the  myocardium  immediately  following  the  injection 
of  2 mCi  at  peak  exercise.  In  the  delayed  images,  which 
were  performed  150  minutes  after  the  injection,  there  is 
no  significant  change  in  the  distribution  of  activity.  The 
anterior  view  often  shows  a small  apical  decrease  in 
thallium  uptake  as  a normal  variant.  This  is  probably  due 
to  the  relative  thinness  of  the  left  ventricular  wall  at  this 


4 Left  posterior  oblique  projection  of  a patient  with  pure  mitral  regurgi- 
tation. LA  Left  atrium 
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site.  On  the  left  anterior  oblique  view,  the  right  ventricu- 
lar wall  usually  is  visualized  faintly  if  exercise  has  been 
adequate.  The  marked  difference  of  uptake  between  the 
right  and  the  left  ventricles  may  be  explained  by  the 
comparative  mass  of  the  two  ventricular  walls.  In  patients 
with  pulmonary  hypertension,  the  right  ventricular  myo- 
cardium will  show  much  greater  uptake  because  of  its 
greater  mass.'®  On  the  50°,  left  anterior  oblique  view,  a 
projection  from  the  inferior  wall  into  the  cavity  of  the  left 
ventricle  is  seen  often,  and  this  probably  represents 
insertion  of  the  papillary  muscle.  Fig  9 shows  a large 
defect  of  perfusion  on  the  initial  anterior  view  involving  the 
inferior  wall,  which  on  the  delayed  study  returns  to  a 
normal  distribution,  suggesting  ischemia  of  the  segment. 

In  a study  of  63  patients  with  angiographically  proven 
coronary  artery  disease,  thallium  scintigraphy  was  com- 
pared with  ECG  abnormalities.'®  There  was  no  signifi- 
cant difference  between  the  number  of  defects  found  on 
rest  thallium  scintigraphy  and  abnormalities  on  the  rest- 
ing ECG.  When  exercise  ECG  testing  was  compared  to 
exercise  thallium  scintigraphy  of  the  63  individuals,  there 
was  a significant  difference  (43%  vs  13%,  p < 0.02)  in 
detection  of  abnormality  by  thallium  only  in  a 28-person 
subgroup  with  single-vessel  disease  and  greater  than 


70%  stenosis.  With  increasing  vessel  disease,  the  num- 
ber of  positive  exercise  ECGs  and  thallium  scintigrams 
increased  and  the  difference  in  detection  rate  became 
insignificant.  If  a positive  ECG  and/or  typical  chest  pain 
was  considered  a positive  response  to  exercise  testing, 
then  the  difference  between  ECG  and  imaging,  even  in 
the  single-vessel-disease  group,  became  insignificant. 

In  a more  recent  study  of  75  patients  with  no  history 
or  ECG  evidence  of  infarction,  the  sensitivity  of  myocardi- 
al imaging  for  detecting  stenosis  of  greater  than  75%  was 
no  different  from  ECG  exercise  testing  (68%  vs  71%), 
but  was  more  specific  (97%  vs  79%),  although  this  was 
not  a significant  difference.'® 

Thallium  exercise  testing  is  likely  to  be  of  most  value 
in  those  patients  with  uninterpretable  ECGs,  for  example 
those  with  left  bundle-branch  block,  and  in  those  with 
inconclusive  stress  tests.  There  may  also  be  a place  for 
thallium  imaging  in  the  evaluation  of  precoronary  and 
postcoronary  artery  bypass  grafting,  particularly  to  detect 
graft  closure.®'  Fig  10  summarizes  the  analysis  of  thallium 
images. 

Detection  of  Myocardial  Infarction 

The  diagnosis  of  acute  myocardial  infarction  traditionally 


5.  Gated  blood  pool  images  showing  a large  anterolateral  hypokinetic 
segment 
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6.  Hypertrophic  cardiomyopathy.  (Courtesy  R.  LIberthson  and 
associates.) 
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is  dependent  on  the  evaluation  of  serial  changes  in  ECG 
and  enzymes  over  a period  of  several  days.  However, 
the  changes  in  the  ECG  may  be  difficult  to  interpret  in  the 
presence  of  left  bundle-branch  block,  previous  infarction, 
or  in  those  patients  with  subendocardial  myocardial  infarc- 
tions. Similarly,  enzyme  changes  do  not  indicate  specific 
myocardial  damage  and  may  reflect  other  disorders.  In 
addition,  it  is  frequently  difficult  to  assess  the  size  of  the 
infarct  from  a clinical  standpoint;  therefore,  the  impact  of 
various  therapeutic  maneuvers  designed  to  limit  infarct 
size  is  difficult  to  evaluate.  Consequently,  a tracer  that 
is  taken  up  specifically  into  infarcted  myocardium  has 
been  sought  to  fulfill  the  role  of  definitive  diagnosis  and 
sizing  of  acute  myocardial  infarcts.  Both  the  bone  imaging 
agent,  technetium-labelled  pyrophosphate,  and  tech- 
netium-labelled tetracycline  have  been  found  to  be  incor- 
porated into  infarcted  myocardium  so  that  adequate 
images  of  the  infarcted  area  may  be  obtained. Neither 
of  these  agents  is  ideal,  particularly  since  tracer  uptake 
does  not  occur  for  a few  hours  after  the  infarction  and 
does  not  reach  a maximum  until  two  to  three  days  after 
the  myocardial  damage.  Another  disadvantage  of  tech- 
netium pyrophosphate  Tc  99m  is  the  overlying  bony  activ- 
ity which  makes  interpretation  of  the  images  more  diffi- 
cult, particularly  after  cardiopulmonary  resuscitation  and 
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7.  Gated  blood  pool  images  In  mitral  stenosis.  LA  Left  atrium.  RA. 
Right  atrium. 


8 Normal  ^°'TI  images  of  the  myocardium. 
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cardiac  surgery,  instances  in  which  the  accurate  diag- 
nosis of  myocardial  infarction  is  most  difficult  by  conven- 
tional means.  Sequential  imaging  of  technetium  pyro- 
phosphate Tc  99m  has  produced  a false-negative  rate  of 
only  4%  and  false-positive  rate  of  8%  to  12% — if  the  ECG 
is  used  as  a standard  for  recognizing  acute  myocardial 
infarction. 2'*  Sequential  imaging  of  patients  with  suspected 
myocardial  infarcts  may  prove  to  be  of  cost  benefit  al- 
though this  implies  the  necessity  for  mobile  gamma 
cameras,  allowing  the  patients  to  be  imaged  in  intensive 
care  units,  and  for  multiple  administrations  of  radiophar- 
maceuticals. Patients  most  likely  to  benefit  from  this 
investigation  are  those  with  new  acute  transmural  infarcts, 
acute  subendocardial  infarcts,  and  acute  infarcts  in  left 
bundle-branch  block — and  particularly  in  those  patients 
who  have  myocardial  infarction  following  cardiac  sur- 
gery. 

A more  cardiac-specific  tracer  might  solve  some  of 
these  problems,  and  initial  studies  on  the  more  cardio- 
specific  antimyosin  antibody  labelled  with  ’^^1  indicate 
that  this  approach  may  prove  successful. 


Conclusion 

Clearly  there  are  several  nuclear  medicine  techniques 


9,  Immediate  and  delayed  ^°'TI  Images  showing  a probable  ischemic 
segment  In  the  inferior  wall 
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available  for  the  noninvasive  investigation  of  cardiac  func- 
tion. Fig  1 1 summarizes  the  preferred  investigation  for  a 
particular  problem,  though  individual  circumstances  may 
dictate  alternatives  to  this  schema.  It  is  likely  that  this 
field  will  continue  to  expand  as  more  specific  myocardial 
tracers  become  available,  and  with  the  recent  introduction 
of  computer-linked  mobile  cameras,  the  day-to-day  as- 
sessment of  changes  in  ventricular  function  using  the 
gated  blood-pool  study  will  become  commonplace. 
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Current  trends  in  the  treatment 
of  thyrotoxicosis 


Antanas  V.  Stepanas,  MD  Naguib  A.  Samaan,  MD,  PhD 


Diagnostic  advances  now  permit  the  identification  of 
borderline  hyperthyroid  states  which  may  progress  to 
overt  thyrotoxicosis.  Treatment  of  overt  thyrotoxicosis  can 
be  temporizing,  using  antithyroid  drugs,  or  definitive, 
using  radioactive  iodine,  or  subtotal  thyroidectomy.  Thi- 
oamide  drugs  are  particularly  suitable  for  Graves’  disease 
in  young  patients.  Radioactive  iodine  is  gaining  over- 
whelming popularity,  particularly  for  toxic  nodules  and  in 
older  patients.  Subtotal  thyroidectomy  generally  is  re- 
served for  cases  of  drug  failure  or  large  goiters.  Long-term 
followup  is  obligatory  after  definitive  treatment.  Propran- 
olol will  control  symptoms  in  any  thyrotoxic  patient,  and  is 
specifically  valuable  in  preparation  for  subtotal  thyroidec- 
tomy or  treatment  with  radioactive  iodine.  Management  of 
thyrotoxic  crisis,  and  thyrotoxicosis  in  pregnancy,  chil- 
dren, and  neonates  is  discussed. 


Except  for  diabetes  mellitus,  thyrotoxicosis  is  the  only 
serious  endocrine  disease  seen  with  notable  frequency  in 
clinical  practice.  Knowledge  of  its  management  is,  there- 
fore, essential,  and  familiarity  with  new  developments  is 
important. 

The  basic  therapeutic  methods — subtotal  thyroidect- 
omy, radioactive  iodine,  and  antithyroid  drugs  have  not 
changed  for  more  than  30  years.  Nevertheless,  several 
important  diagnostic  and  therapeutic  advances  have  been 
made  in  the  past  ten  years. 

Diagnostic  Advances 

New,  sensitive  tools  have  enabled  the  delineation  of 
various  grades  of  hyperthyroidism,  even  when  the  patient 
is  not  clinically  thyrotoxic. 

Total  serum  triiodothyronine  (T3):  Available  as  a practi- 
cal radioimmunoassay  since  1971,  '■  ^ the  serum  T3 
measurement  is  undoubtedly  more  discriminating  as  a 
diagnostic  test  for  hyperthyroidism  than  is  the  serum 
thyroxine  (T4)  measurement.  Serum  T3  is  elevated  in  all 
cases^  ■ ® and  specifically,  in  toxicosis,®  which  reaches 
25%  incidence  in  some  parts  of  the  world.’’  If  correction  is 
made  for  any  alterations  in  thyroid  binding  protein  capac- 
ity by  performing  a T3  resin  uptake  test  (T3RU),  a total 
serum  T3  measurement  is  the  best  screening  test  for 
hyperthyroidism.^ 

The  Thyrotropin-Releasing  Hormone  (TRH)  Test:  This 
is  acknowledged  as  the  most  sensitive  test  of  hyper- 
thyroidism. Thyrotropin  (TSH)  response  to  TRH  is  blocked 
by  elevation  of  circulating  T3  and  T4,  relative  to  the 


patient’s  normal  “setting.”  Clinically,  the  patient  may  be 
quite  euthyroid  but  still  have  a suppressed  TSH  response 
to  TRH,  a situation  observed  in  patients  with  euthyroid  or 
ophthalmic  Graves’  disease,  those  with  autonomous  thy- 
roid nodules,  and  some  thyrotoxic  patients  even  years 
after  being  rendered  clinically  euthyroid  by  antithyroid 
drugs  or  radioiodine  treatment.  The  TRH  test  can  be  use- 
ful as  the  final  arbiter  in  borderline  or  confusing  diagnostic 
situations  where  hyperthyroidism  is  suspected. 

Thyroid  Scans:  Differentiating  toxic  nodules  (either  mul- 
tiple or  solitary)  from  Graves’  disease  is  essential  for 
planning  rational  therapy.  Clinically,  goiter  in  Graves’ 
disease  can  feel  slightly  nodular.  Thyroid  scanning  using 
radioactive  isotopes  of  iodine  (’^’l,  ’^^l,  or  or  the 
cheaper,  faster  radionuclide  technetium,  ^^"’Tc,  provides 
morphological  information.  On  the  other  hand,  isotope  up- 
take measurements  as  tests  of  thyroid  function  have  been 
all  but  superseded  by  rational  use  of  in  vitro  thyroid 
function  tests.® 

Thyroid  Stimulating  Immunoglobulins  (TSI):  The  bio- 
assay of  long-acting  thyroid  stimulator  (LATS)  and  LATS- 
protector  (LATS-P)  is  being  replaced  by  the  recently 
developed,  sensitive,  specific,  and  more  practical  radio- 
receptor assay  for  TSI'°  or  thyroid-stimulating  antibodies 
(TSAb).”  These  antibodies  are  effective  biochemical 
markers  for  Graves’  disease  and  have  helped  advance 
our  understanding  of  the  pathogenesis  of  this  condition, 
although  they  provide  little  help  in  its  management. 

Borderline  Hyperthyroid  States 

Borderline  cases  of  hyperthyroidism  delineated  by  these 
sensitive  diagnostic  techniques  present  difficult  manage- 
ment decisions.  Inflexible  rules  are  inappropriate  where 
the  natural  history  is  not  clearly  established,  and  a con- 
servative approach  is  suggested. 

Euthyroid  (ophthalmic)  Graves’  disease  should  be  fol- 
lowed ophthalmologically,  clinically,  and  by  measuring 
thyroid  hormone  levels  at  six-month  intervals.  Should  the 
eye  disease  progress,  or  clinical  thyrotoxicosis  or  hypo- 
thyroidism develop,’^  it  must  be  treated  specifically. 

Autonomous  hyperfunctioning  with  nontoxic  nodules 
also  should  be  followed  by  ^^'"Tc  scans  and  a clinical  and 
biochemical  assesment  every  six  months.  Scan  evidence 
of  progressive  suppression  of  nonautonomous  thyroid 
parenchyma  or  clinical  or  biochemical  emergency  thyro- 
toxicosis indicates  a need  for  definitive  treatment. 

Subclinical  Graves’  disease  with  a goiter,  but  not  ac- 
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companied  by  eye  disease,  thyroid  hormone  elevation,  or 
clinical  evidence  of  thyrotoxicosis,  also  should  be  reas- 
sessed every  six  months. 

There  are  compelling  theoretical  reasons  for  identifying 
and  following  these  borderline  hyperthyroid  conditions 
because  they  may  have  the  potential,  under  appropriate 
stressful  conditions  (trauma,  operation,  or  severe  illness) 
to  precipitate  a thyrotoxic  crisis.  We  are  unaware  of  any 
published  cases,  but  in  our  opinion,  this  could  happen. 
Less  dramatically,  borderline  toxicity  may  become  overt  in 
time,  underscoring  the  need  for  long-term  follow-up. 

Overt  Thyrotoxicosis 

More  commonly,  however,  the  patient  with  thyrotoxicosis 
has  clearcut  clinical  and  biochemical  indications  of  the 
ailment.  A symptomatic  patient  with  a normal  serum  T4 
level  (or  free  thyroxine  index)  should  be  screened  by  a 
serum  T3  measurement  to  confirm  or  exclude  T3  toxicosis. 
Whatever  the  etiology  of  the  thyrotoxicosis.  Graves’  di- 
sease or  toxic  nodule(s),  the  affected  patient  must  be 
treated  to  avoid  the  metabolic,  cardiovascular,  neuromus- 
cular, psychiatric,  and  ophthalmologic  sequelae. 

The  physician  must  determine  which  therapy — either 
temporizing  treatment  using  antithyroid  drugs,  or  a defini- 
tive approach  with  subtotal  thyroidectomy  or  radioactive 
iodine — should  be  used.  There  are  specific  indications 
and  contraindications  for  each,  but  local  experience, 
expertise,  and  not  infrequently,  prejudice,  will  determine 
the  therapy. 

Antithyroid  Drugs 

Thioamide  drugs  have  been  used  for  controlling  thyro- 
toxicosis since  the  pioneering  work  of  the  MacKenzies^® 
and  Astwood'®  in  the  early  1940s.  Other  types  of  drugs 
are  less  effective  or  too  dangerous  to  be  considered.  The 
three  thioamides  in  common  use  today  are  propylthioura- 
cil (PTU),  methimazole  (MMZ),  and  carbimazole  (CBZ). 
Their  average  dosages  are  listed  in  Fig  1 . There  is  little 
difference  in  the  three  drugs.  Side  effects,  if  any,  occur 
generally  within  the  first  month  of  treatment  in  about  5%  of 
patients.  The  most  common  is  a transient  skin  rash  which 
responds  rapidly  to  antihistamines  and  a change  to  an- 
other drug  of  the  thioamide  group,  while  the  most  serious 
is  agranulocytosis  which  occurs  in  about  one  of  every 
500  patients.  This  develops  rapidly,  precluding  the  useful- 
ness of  routine  blood  counts;  the  best  safeguard  is  to 
instruct  the  patient  to  stop  the  drug  and  report  immediate- 


ly if  sore  throat  or  fever  develop.  Side  effects  are  listed 
in  standard  textbooks. 

Although  antithyroid  drugs  will  block  thyroid  hormone 
synthesis  and  control  thyrotoxicosis,  their  long-term  thera- 
peutic role  is  limited  to  Graves'  disease,  where  the  ration- 
ale for  their  use  is  the  natural  tendency  for  about  60%  of 
cases  of  Graves’  disease  to  go  into  remission,  30%  perm- 
anently.’^ “Buying  time"  with  drug  therapy  allows  this 
natural  progression  to  occur,  saving  a patient  from  irre- 
versible surgical  or  radioactive  iodine  therapy.  Specific 
subjects  for  long-term  drug  therapy  include  children,  preg- 
nant women,  and  patients  with  mild  disease. 

Once  begun,  drug  therapy  must  be  continued  for  at 
least  12  months  for  adults  and  longer  for  children.  “Stop- 
start"  treatment  should  be  avoided,  and  clinicians  routine- 
ly should  monitor  patients  by  clinical  assessments  and 
thyroid  hormone  measurements  and  adjust  drug  dosage 
accordingly.  A typical  regimen  might  include  monthly  eval- 
uation of  the  patient  for  the  first  three  months  of  therapy. 
Then,  the  frequency  could  be  reduced  to  one  assessment 
every  three  months  for  a year,  and,  thereafter,  twice 
yearly. 

Indications  of  a probable  remission  are  reduction  in 
goiter  size’®  and  suppressibility  of  radionuclide  uptake  by 
exogenous  T3  or  T4.”’' 

The  frequent  assessments  and  adjustments  can  be 
avoided  by  what  has  been  called  the  ‘block-replace’’ 
regimen.^’  Thyroid  synthesis  of  T3  and  T4  is  blocked  with 
40  to  45  mg  of  methimazole,  propylthiouracil,  or  carbima- 

7 Thioamide  drugs  in  current  use. 


Drugs 

Induction  Dose 

Maintenance  Dose 

Propylthiouracil  (PTU) 

100-150  mg  qSh 

50  mg  q8h 

Methimazole  (MMZ) 

10-15  mg  q8h 

5 mg  q8h 

Carbimazole  (CBZ) 

10-15  mg  q8h 

5 mg  q8h 

2,  Role  of  propranolol  In  managing  thyrotoxicosis. 

Alone; 

Control  symptoms  during  initial  diagnostic  investigation 
Neonatal  thyrotoxicosis 
Thyrotoxicosis  of  pregnancy 

Preparation  for  surgery:^®  shortens  preparation  time;  gland  firm  and 
less  vascular 

Long-term  management  of  mild  Graves'  disease”  '" 

Adjunct; 

With  antithyroid  drugs  (during  early  weeks) 

Before  and  after  RAI  or  surgery 
Thyrotoxic  crisis 
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zole,  administered  in  three  or  four  doses  daily  for  the 
duration  of  treatment.  A 25-/xg  TID  dosage  of  Cytomel 
maintains  euthyroid  levels  of  T3  which  permits  monitoring 
the  degree  of  thyroid  block  by  serum  T4  determinations 
and  by  biannual  ^^'"Tc-uptake  measurements.  Blockage 
can  be  achieved  invariably  within  three  months,  and  then 
can  be  maintained  indefinitely  with  a single  daily  dose  of 
both  drugs. This  greatly  simplifies  follow-up,  viz;  The 
physician  checks  the  patient’s  serum  T4  and  ®®'^Tc  uptake 
before  therapy  and  three  months  later  to  confirm  thyroid 
block,  changes  to  once-a-day  dosage,  and  evaluates  the 
therapy  every  six  months  for  one-and-a-half  to  two  years. 

Wartofsky^^  has  reported  that  the  long-term  remission 
rate  following  antithyroid  therapy  decreased  from  70%  to 
20%  from  1962  to  1973.  He  attributes  the  change  to  the 
introduction  of  iodine  additives  to  salt  and  bread.  This 
raises  serious  doubt  about  the  appropriateness  of  contin- 
ued reliance  on  antithyroid  drugs,  a sentiment  echoed  by 
Irvine  and  Toft.^^  That  pituitary-thyroid  regulatory  inter- 
relationships often  remain  abnormal  after  apparent  bio- 
chemical and  clinical  remission^''  casts  further  doubt  on 
the  effectiveness  and  antithyroid  drugs.  It  is  conceivable 
that  in  the  future  antithyroid  drugs  may  be  used  only  tran- 
siently, for  example,  in  the  treatment  of  thyrotoxicosis  of 
pregnancy,  of  neonatal  thyrotoxicosis',  and  of  thyrotoxic 
crisis.  Transient  treatment  also  may  be  used  to  achieve 

3,  Reasonable  "average"  doses  of 


Graves'  disease 

Small  or  impalpable  goiter:  4-5  mCi 
Medium  size  goiter:  6-9  mCi 
Cardiovascular  decompensation:  15-20  mCi 
Plummer's  disease:  15-20  mCi 
Solitary  toxic  nodule:  15  mCi 


4 therapy ^ indications  and  contraindications^ 


Specific  Indications: 

Toxic  nodules  (solitary  or  multiple) 

Recurrence  after  surgery 

Graves'  disease  in  patients  >40  yrs  (possible  >25  yrs)  either  with  or 
without  adequate  previous  trial  of  antithyroid  drugs 
Contraindications: 

Patients  with  large,  particularly  retrosternal  goiter  (radiation  thyroiditis 
may  induce  swelling  & asphyxia) 

Children  & adolescents  (caution  due  to  radiation-induced  thyroid 
carcinoma””) 

Young  adults  who  have  not  completed  their  families  (consideration  of 
radiation  effects  on  gametes) 


euthyroidism  in  preparation  for  STT  or  RAI  and  to  main- 
tain therapeutic  effects  until  definitive  therapy  becomes 
established. 

Propranolol,  although  not  an  antithyroid  drug  in  the 
classical  sense,  suitably  controls  troublesome  clinical  fea- 
tures of  thyrotoxicosis  attributed  to  sympathetic  over- 
activity.^®  It  has  no  effect  on  hypermetabolism  or  thyroid 
hormone  levels,  and  this  allows  a patient  to  be  investi- 
gated “at  leisure’’  while  his  symptoms  are  being  con- 
trolled. It  is  invaluable  as  sole  or  adjunctive  therapy  where 
rapid  control  of  thyrotoxicosis  is  required  on  a temporary 
basis  (Fig  2).^^'  Recommended  dosage  varies  from  10 
mg  to  40  mg  three  or  four  times  a day.  The  higher  dose 
usually  is  preferred. 

The  introduction  of  propranolol  represents  the  major 
breakthrough  in  the  management  of  thyrotoxicosis  during 
the  past  ten  years. 

Lithium,  in  a manner  similar  to  elemental  iodine,  pre- 
vents thyroidal  release  of  T3  and  T4,  and  its  use  in  treat- 
ment of  thyrotoxicosis  has  been  suggested. Lithium 
carbonate,  taken  in  a 750-mg  once-daily  dosage,  can 
control  thyroid  hormone  levels  as  rapidly  as  can  potassi- 
um iodide  (120  mg  daily).®®  However,  frequent  side 
effects,  diminished  efficacy,  and  no  real  advantage  over 
the  thioamide  drugs,  preclude  widespread  use  of  lith- 
ium.®® A potential,  but  unexplored,  use  might  be  to  pro- 
mote the  accumulation  of  ^®’l  in  thyroid  cancer  therapy. 

Therapy 

Therapy  with  has  been  used  effectively  since  1946, 
although  ’®°l  was  introduced  in  1941  at  the  Massachu- 
setts General  Hospital.®’  For  various  reasons,  particular- 
ly the  convenience  of  outpatient  care  and  complete  free- 
dom from  serious  side  effects  other  than  hypothyroidism, 
’®’l  has  become  the  most  popular  form  of  therapy  for 
thyrotoxicosis. 

Fears  of  increased  leukemia  risk,  thyroid  cancer,  or 
genetic  defects  have  been  discounted  by  prolonged  fol- 
low-up of  thousands  of  patients.’®'  ®®  The  British,  however, 
generally  pursue  a cautious  approach,  restricting  radio- 
active iodine  to  patients  more  than  40  years  old.  In  the 
United  States,  patients  older  than  25  years  may  undergo 
radioactive  iodine  therapy,  and  some  authors  even  claim 
it  can  be  used  safely  and  effectively  to  treat  children.®® 

Both  Graves’  disease  and  toxic  nodules  respond  to 
radioactive  iodine,  although  nodules  are  less  responsive. 
Debates  on  dosage  are  largely  academic;  a “correct” 
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dose  for  an  individual  cannot  be  quickly  determined 
because  thyroid  sensitivity  to  radioactive  iodine  is  immea- 
sureable  except  by  the  long-term  therapeutic  effect.  Hy- 
pothyroidism is  inevitable  in  the  long-term  (10  to  15  years) 
treatment  in  more  than  half  the  patients.  Low  doses  mere- 
ly increase  the  number  of  therapeutic  failures.  A 
reasonable  average  dosage  schedule  for  '^'1  is  presented 
in  Fig  3. 

Because  the  full  effect  of  radiation  becomes  estab- 
lished only  after  two  to  three  months,  it  is  important  to 
medicate  the  patient  with  antithyroid  drugs  and  propran- 
olol for  two  to  four  weeks  before  therapy  to  prevent  the 
precipitation  of  a thyrotoxic  crisis  by  radiation  thyroiditis 
and  for  several  weeks  after  radioactive  iodine  therapy. 
The  drugs,  however,  should  not  be  taken  for  two  to  three 
days  before  and  after  radiation  treatment.  If  thyrotoxicosis 
persists  after  six  months  of  therapy,  drug  dosages  should 
be  doubled.  Specific  indications  and  contraindications  of 
^^’1  therapy  are  listed  in  Fig  4. 

Crucial  to  the  success  of  radioactive  iodine  and  subtotal 
thyroidectomy  is  a rigid  long-term  follow-up  plan  that 
includes  hypothyroidism  screening.  Appreciation  of  this 
essential  aspect  of  definitive  thyrotoxicosis  therapy  is  one 
of  the  more  important  recent  advances.  A number  of 
studies  claim  that  for  every  known  hypothyroid  patient, 
there  is  one  who  is  not  aware  of  his  own  hypothyroidism. 

Toft  and  colleagues”  rationalized  the  criteria  for  follow- 
up on  the  basis  of  clinical  status  and  TSH  measurements, 
the  latter  being  the  most  sensitive  test  of  thyroid  failure. 
Clinically  euthyroid  patients  with  a normal  TSH  level  need 
not  be  checked  as  frequently  as  those  with  elevated  TSH 
levels.  For  example,  those  cases  with  normal  levels  may 
be  evaluated  once  every  three  years.  Because  overt 
hypothyroidism  develops  in  2%  to  5%  of  the  elevated- 
level  group  annually,  patients  in  that  category  should  be 
checked  each  year.  Patients  who  become  hypothyroid 
and  are  adequately  treated  with  thyroxine  need  infrequent 
examinations. 

To  circumvent  the  problems  of  fastidious  follow-up. 
Wise  and  associates^''  proposed  an  innovative  scheme 
bordering  on  "rational  therapeutic  nihilism.”  Working  on 
the  premise  that  a predictable  outcome  to  therapy  is  more 
desirable  for  both  patient  and  doctor  than  long-term  un- 
certainty, they  intentionally  used  10  to  15  mCi  '^'1  to 
ablate  thyroid  function  in  50  patients  with  Graves'  di- 
sease. Within  six  months,  92%  of  their  patients  became 
hypothyroid  and  were  put  on  life-long  thyroxine  replace- 


ment with  firm  instructions  never  to  run  out  of  tablets. 

Radioiodine  therapy  with  '”1:  Anticipation  that  the 
therapeutic  use  of  '”1  rather  than  '^'1  would  reduce  the 
incidence  of  long-term  hypothyroidism  has  not  been  sub- 
stantiated, and  it  appears  to  hold  no  advantage  over  the 
traditional,  and  cheaper,  'aqps,  36  jhere  were  hopes  that 
the  low-energy  radiation  of  '”1  would  damage  only  the 
metabollcally  active  apex  of  the  cell,  thereby  reducing  its 
functional  capacity,  but  leave  the  basally  situated  nucleus 
and  its  potential  for  cell  replication  unharmed.  Doniach” 
showed  the  flux  of  iodinated  thyronines  from  apex  to  base 
would  be  so  much  increased  in  the  hyperactive  cell  of  a 
thyrotoxic  gland  that  the  nucleus  inevitably  would  receive 
a high  dose  of  radiation. 

Subtotal  thyroidectomy:  Subtotal  thyroidectomy  has 
been  used  for  the  definitive  treatment  of  thyrotoxicosis 
for  more  than  100  years  even  though  mortality  rates  up 
to  20%  prior  to  1923  limited  its  use.  In  that  year  Plum- 
mer” discovered  that  administration  of  elemental  iodine 
was  extremely  effective  in  preparing  the  gland  for  surgery. 
This  revolutionized  surgical  management  and  reduced 
operative  mortality  to  less  than  2%.  The  indications,  con- 
traindications, complications,  and  disadvantages  of  sur- 
gery are  listed  in  Fig  5. 

To  a large  extent,  lack  of  complications  may  be  directly 
related  to  the  surgeon's  expertise.  Furthermore,  with 
increasing  use  of  "’'I,  surgical  experience  is  declining  to 
the  point  that  operative  risks  may  become,  in  some  cen- 
ters, unacceptably  high. 

The  special  advantage  of  surgery  is  the  rapid,  perma- 
nent cure  of  thyrotoxicosis  and  avoidance  of  radiation. 
This  alone  should  ensure  the  continuation  of  surgery  as  a 
viable  mode  of  therapy  in  some  selected  patients  with 
thyrotoxicosis,  particularly  if  the  trend  continues  towards 
lessening  effectiveness  of  antithyroid  drugs.” 

Special  Problems  in  Thyrotoxicosis 

Thyrotoxicosis  in  pregnancy'^'  ” poses  an  interesting  di- 
lemma. First,  the  diagnosis  is  difficult  because  the  inci- 
dence of  goiter  in  pregnancy  approaches  70%,  and  preg- 
nancy itself  produces  a hyper-metabolic  state.  A TRH  test 
is  safe,  and  is  the  best  diagnostic  tool  in  difficult  cases, 
although  a serum  T3  measurement  adjusted  for  elevated 
thyroid  binding  protein  capacity  may  provide  adequate 
diagnostic  discrimination.^  Second,  treatment  with  anti- 
thyroid drugs  must  be  titrated  to  maintain  the  patient  in 
the  borderline  thyrotoxic  range  to  prevent  fetal  hypothyroid- 
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ism  due  to  the  drugs  crossing  the  placenta  more  readily 
than  the  thyroid  hormones.  Monthly  clinical  and  biochemi- 
cal monitoring  is  essential.  Stopping  therapy  four  weeks 
before  full  term  is  recommended.  If  the  patient  is  unreli- 
able or  the  disease  is  severe,  subtotal  thyroidectomy  can 
be  performed  with  relative  safety  in  the  second  trimester, 
but  fetal  loss  may  reach  33%  from  first-trimester  surgery, 
and  similar  dangers  contraindicate  third-trimester  opera- 
tions. In  many  instances  thyrotoxicosis  of  pregnancy  re- 
mits spontaneously  after  delivery,  and  definitive  therapy 
is,  therefore,  best  avoided.  Propranolol  alone  is  very 
useful  for  controlling  symptoms  in  mild  cases. 

Radioiodine  is  strictly  contraindicated.  Women  who  are 
breast  feeding  should  avoid  thioamides  because  of  the 
risk  of  neonatal  hypothyroidism  due  to  drug-laden  milk. 

Neonatal  thyrotoxicosis  is  caused  by  placental  transfer 
of  LATS,^®  LATS-P,‘’°  or  TSI.''^  It  is  a self-limiting  condition 
lasting  about  four  to  six  weeks,  and  reflects  the  newborn's 
diminishing  thyroid  stimulating  antibody.  Antithyroid 
drugs,  propranolol,  and  elemental  iodine — in  small,  arbi- 
trary dosages — may  be  used  to  alleviate  the  temporary 
ailment. 

Thyrotoxicosis  in  childhood;'^-  ” Despite  the  reportedly 
safe  use  of  in  children  and  adolescents,^^  other  reports 
of  nodularity — developing  after  radiation — caution 
against  its  widespread  use,^’’’  and  the  allegedly  poor 

5 Indications,  contraindications,  complications,  and  disadvantages  of 

surgery  lor  thyrotoxicosis. 


Indications; 

Failed  medical  treatment  In  patients  unsuitable  for  '^'1  (eg  children, 
pregnant  women) 

Large  goiter,  especially  if  retrosternal 
Specific  Contraindications: 

Old  age  and  infirmity 

Relapse  after  surgery 

Unavailability  of  experienced  surgeon 
Complications; 

Hypothyroidism:  Once  considered  rare,  it  is  now  recognized  to  occur 
in  about  50%  of  patients  and  emphasizes  the  need  for  careful 
long-term  follow-up  as  with  '="1  therapy 

Recurrent  laryngeal  nerve  palsy:  2%-10%  (varying  degrees  of 
severity) 

Hypoparathyroidism:  1%-10%  (varying  degrees  of  severity) 
Disadvantages: 

Recurrence  of  hyperthyroidism:  5%-10% 

Presence  of  a scar,  a possible  source  of  chronic  anxiety  in  women. 
Unsightly  keloid  in  approximately  5%. 

Risks  of  operation  per  se 

Cost 


results  of  surgery  in  thyrotoxic  children  argue  for  the  use 
of  antithyroid  drugs. Surgery  becomes  more  plausible 
if  unreliability,  poor  control,  or  a large  goiter  preclude 
successful  drug  management.  Young  patients  with 
Graves'  disease  have  a better  chance  of  permanent  re- 
mission than  do  older  patients.  It  is  justifiable  to  continue 
antithyroid  drugs  for  three  to  five  years,  and  to  avoid  any 
definitive  therapy  that  might  result  in  some  permanent 
complication  at  a young  age. 

Thyrotoxic  Crisis 

An  altered  peripheral  sensitivity  to  thyroid  hormone,  rather 
than  an  increased  thyroidal  output  of  T3  and  T4,  seems 
to  underlie  the  genesis  of  a thyrotoxic  crisis  (thyroid 
storm). '’3  The  symptoms  are  those  of  severe  thyrotoxi- 
cosis and  the  condition,  one  of  the  few  endocrine  emer- 
gencies, may  be  percipitated  by  the  stress  of  an  infection, 
surgery,  or  trauma.  Rational  therapy,  as  outlined  in  Fig  6, 
promises  to  reduce  the  mortality  from  60%  to  a consider- 
ably lower  figure. 

Conclusion 

Current  trends  in  the  management  of  thyrotoxicosis 
include  the  application  of  more  precise  diagnostic  meth- 
ods and  the  introduction  of  propranolol  for  controlling 
symptoms.  There  has  been  a consolidation  and  clearer 
appreciation  of  the  role,  and  the  inherent  problems,  of  the 
three  mainstays  of  therapy:  antithyroid  drugs,  radioiodine, 
and  subtotal  thyroidectomy. 
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6.  Comprehensive  therapy  of  thyrotoxic  crisis. 


1.  Block  antithyroid  organization  with  high  doses  of  antithyroid  drugs: 
Metimazole,  carbimazole:  25  mg  q6h  by  mouth  or  by  stomach  tube 
PTU:  200  mg  q6h  by  mouth  or  by  stomach  tube 

2.  Block  thyroid  hormone  release  with  iodine: 

Nal:  1-2  gm  intravenously,  or 

Kl:  50  mg  q6h  by  mouth,  or 
Lugol's  iodine:  0.25  ml  q6h  by  mouth 

3.  Block  peripheral  sympathetic  effects  & symptoms: 

Propranolol:  2 mg  intravenously  q6h.  or  40  mg  q6h,  by  mouth,  or 
Reserpine:  2.5  mg  q12h  intramuscularly 

4 Replace  steroids  (metabolic  turnover  increased  in  thyrotoxicosis 
leading  to  relative  steroid  depletion) 

Hydrocortisone:  100  mg  intravenously  q6h  (later  intramuscularly) 

5.  Rehydrate: 

Glucose  5%  intravenously:  1 liter  rapidly,  then  3 liters/day 

6.  Sedate  it  severe  agitation: 

Diazepam:  10  mg  intramuscularly  q6h 

7 Oxygen  for  Increased  metabolic  rate 

8.  Reduce  fever: 

Aspirin 

Tepid  sponging 

9.  Treat  cardiac  failure  if  present  (especially  because  propranolol  is 
being  used) 
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It  shouMnt. 
hurt  to  be  a chid 


a. 


Address 


But  sometimes  it  does.  Each  year  a million 
children  feel  the  pain  of  child  abuse.  And  we 
do  something  about  it.  If  we  all  do  just  one 
no  matter  how  small,  we  can  help  prevent 
abuse.  Below  are  a few  suggestions.  Commit 
yourself  to  at  least  one  and  help  stop  the  hurt. 

I want  to  stop  the  hurt.  (I'll  check  the 
commitment  I've  made  and  mail  it  in.) 


I'll  show  my  child  some  love. 
(Sometimes  I forget.) 

All  I know  about  child  abuse  is 
hearsay.  I'd  like  some  facts. 

I'll  mail  in  this  coupon. 

I'll  treat  my  child  as  a person, 
not  a possession. 

I'll  praise  my  children 
more  often. 

I'll  volunteer  time  to  my  local  child 
abuse  prevention  organization 
If  there  is  none,  I will  try  to  start  one. 
I'll  spend  more  time  with  my 
children,  starting  tonight. 

I'll  learn  painless  ways  to  tell  my 
child  "No". 

I'll  learn  the  difference  between 
discipline  and  abuse. 

I'll  try  to  help  a troubled  family  by 
being  a foster  parent  for  a while. 

I'll  treat  my  children  the  way  I wish 
I had  been  treated  as  a child. 

I have  a problem.  I'm  going  to 
talking  about  it. 

I'll  help  a troubled  parent.  I'll  be 
friend  and  a good  listener, 
it  shouldn't  hurt  to  be  a 
I'd  like  a one-year 
National  Committee  for 
of  Child  Abuse.  Enclosed  is  $10.00. 


ate  prevent  child  abuse. 

’wljr'  write:  Box  2866^€lii.#a.  60690 

III  National  Committee  for  Prevention  of  Child  Abuse 

Name 


City. 


State Zip 
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Infant  diarrhea  and  folk  medicine 
in  South  Texas 

Carmen  Acosta  Johnson,  PhD 


Diarrhea  is  the  most  commonly  seen  clinical  ailment 
among  Mexican-American  infants  in  South  Texas;  yet, 
few  physicians  are  aware  of  the  popular  folk  beliefs  which 
provide  both  practical  and  supernatural  explanations  for 
causes  and  remedies  of  infant  diarrhea.  Although  folk 
treatments  are  compatible  with  modern  medical  practice, 
language  and  cultural  barriers  can  affect  timeliness  of 
consultations,  treatment  compliance,  and  likelihood  of 
follow-up.  This  article  applies  anthropological  information 
in  order  to  foster  more  effective  treatment  of  Mexican- 
American  infants  with  diarrhea;  it  outlines  group  differ- 
ences and  their  medical  consequences  and  the  social 
mechanisms,  grounded  in  cultural  beliefs,  which  may 
cause  illness  or  enhance  good  health  habits.  The  massive 
migrations  which  are  affecting  Texas  more  than  any  other 
state,  the  accompanying  shifts  in  the  economy,  in  medical 
institutions  and  health  resources,  all  underline  a rapidly 
growing,  rather  than  diminishing,  need  for  the  illumina- 
tion of  social  and  cultural  factors  in  health  and  illness. 


The  Setting 

All  of  the  elements  known  to  increase  the  synergism  of 
malnutrition  and  infectious  disease^  are  present  in  the 
South  Texas  environment;  the  subtropical  climate  which 
encourages  infectious  and  polluting  agents;  the  substan- 
dard or  nonexistent  plumbing  in  poor  areas;  the  over- 
crowded housing;  and  the  high  fertility,  low  income,  brief 
formal  education  and  minimal  English  language  skills  of 
the  people  themselves. 

Inadequate  diet  of  infants  has  been  associated  with 
poor  growth  among  Mexican-American  children.^  A com- 
mercial, sweetened  beverage  (Kool-Aid)  and  canned  fruit 
punch  are  popular  milk  substitutes  in  the  nursing  bottle. 
Sugar,  chocolate,  and  occasionally,  salt  are  added  freely 
to  both  milk  and  milk  substitutes.  Beans,  cooked  in  salted 
water  with  chili,  and  mashed  into  the  soup,  typically  are 
an  infant’s  first  food. 

In  such  an  environment  folk  medicine  offers  a coping 
mechanism  for  managing  frequent  insults  to  health.  Folk 
medicine  is  a complete  system;  it  includes  an  anatomy 
and  physiology,  cause-and-effect  disease  mechanisms, 
standards  of  care,  a number  of  specialist  positions,  and 
numerous  treatments. 

Principles  of  disease  etiology  form  a major  difference 
between  Mexican-American  folk  medicine  and  modern 
medicine.^  In  the  folk  system,  the  ironing  of  diapers,  the 


noise  of  a train,  or  an  impersonal  health  worker  wearing 
eyeglasses  can  cause  illness  and  indicate  appropriate 
treatment. 

Another  important  difference  is  the  religious  quality  of 
folk  medicine  which,  unlike  the  scientific  approach  of 
modern  medicine,  provides  one  reason  for  its  instant  and 
universal  success.  The  patient  always  feels  better.  Psy- 
chosomatic response  may  explain  part  of  this  process, 
but  it  is  possible  that  the  "curing”  of  infant  diarrhea  may 
involve  more  than  biomedical  therapy.  The  feelings  and 
interpersonal  relations  of  infant  and  family  may  affect 
his  resistance  to  infection  and  his  recuperation  in  very 
concrete  ways;  for  example,  through  the  willingness  of  the 
mother  to  comply  with  treatment,  to  return  for  follow-up, 
and  to  supply  comfort  and  support  during  illness  epi- 
sodes.'' Adams  and  RubeF  and  Madsen®  have  provided 
complex  analyses  of  the  Mexican-American  medical  sys- 
tem. This  report  attempts  only  to  supply  cross-cultural 
information  useful  in  the  modern  treatment  of  diarrhea. 
Cultures  define  health,  steps  in  seeking  treatment,  and 
proper  mother-doctor  interactions.  It  is  possible  to  use 
multiple  cultures’  medical  systems  concurrently,  but  indi- 
gent Mexican-Americans  have  had  little  opportunity  to 
learn  modern  medical  premises.  Similarly,  the  opportunity 
to  learn  folk  medicine  and  its  premises  has  not  been 
available  to  most  health  workers.  In  Texas  an  interchange 
of  knowledge  may  make  an  important  difference  in  the 
relief  of  a common  medical  problem  among  infants. 

Infant  Diarrhea  Defined  by  Folk  Medicine 

There  are  five  main  causes  of  infant  diarrhea,  according 
to  the  folk  medical  system.  They  are  illustrated  here  in 
interviews  with  four  knowledgeable  and  concerned  Mexi- 
can-American mothers. 

In  the  folk  system,  the  most  common  cause  of  diar- 
rhea is  thought  to  be  a hot-cold  imbalance.  ‘ Hot  ” and 
"cold"  do  not  refer  to  temperatures,  but  rather  to  inherent 
qualities  of  natural  substances,  described  in  ancient  ho- 
meopathic theory.  The  hot-cold  classifications  may  de- 
scribe foods,  illnesses,  and  individuals;  hot  and  cold  must 
be  balanced  to  avoid  or  treat  illness.  As  seen  in  the  inter- 
view, diarrhea  is  a "cold  ” illness  and  must  be  balanced 
by  “hot  ” treatments.  Some  of  the  foods  available  in  Texas 
grocery  stores  including  refined  white  sugar,  certain  teas, 
chicken,  and  rice  are  considered  to  be  relatively  neutral 
and  therefore  preferred  in  the  treatment  of  infants,  who 
are  thought  to  have  weak  blood.  “Hot’’  foods  might  over- 
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whelm  an  infant’s  tender  system.  With  the  exception  of 
native  teas,  clear  liquids  are  categorized  as  “cold”  and 
thus  not  appropriate  for  the  treatment  of  a “cold”  illness 
such  as  diarrhea.^  ® 

Susto,  or  magical  fright,®  occurs  commonly  in  noisy 
cities  where  loud  noises  can  startle  infants  and  initiate 
infant  diarrhea.  Mollera,  or  fallen  fontanel,  is  described 
by  the  mothers  interviewed  as  the  “true  ” cause  of  infant 
diarrhea.  It  is  seen  as  a mechanical  problem  requiring 
manual  manipulation  of  the  soft  spot  on  the  baby’s  head. 
Empacho,  or  overfeeding,  is  the  opposite  of  diarrhea,  but 
it  is  also  a common  infantile  digestive  problem  in  South 
Texas.  It  is  thought  to  be  the  result  of  feeding  the  baby 
too  many  bean  skins.  Evil  eye,  mal  de  ojo,  is  caused  by 
malevolent  intent  of  any  individual.  It  is  common  among 
inner  city  babies  because  of  their  frequent  exposure  to 
strangers,  even  in  the  clinics  where  they  might  receive 
medical  attention. 

The  need  for  rapid  intervention  when  the  baby  becomes 
ill  is  a recurrent  theme  in  the  conversation;  the  experi- 
enced mothers  caution  the  younger  mothers  to  be  ever 
watchful  for  changes  in  baby’s  color,  his  activity,  or  even 
the  look  in  his  eyes.  The  women  always  refer  to  the 
baby  as  “he,”  never  as  “it,”  as  is  sometimes  the  practice 
among  Anglo  health  workers.  This  is  very  important  to 
Mexican-American  mothers,  because  it  seems  to  bestow 
personhood  upon  the  newborn,  rather  than  a foreign,  sex- 
less status  which  does  not  occur  in  the  Spanish  language. 


In  the  following  interview,  the  Mexican-American  mothers 
talk  about  how  they  would  treat  infant  diarrhea  in  keeping 
with  the  folk  medicine  system.  A translation  for  each 
comment  is  provided  in  italics. 

Mothers’  Conversation 
Hot-Cold  Imbalance 

This  diarrhea  can  come  on  suddenly.  It  can  often  be 
treated  with  a medicine  which  you  can  buy  at  the  Mexican 
Farmacia  \ it  is  the  color  of  rose.  You  can  try  that  first 
and  see  if  the  diarrhea  goes  away. 

This  medicine  has  been  categorized  as  "hot"  accord- 
ing to  homeopathic  theory  on  the  basis  of  color.  Other 
medicines  must  be  checked  for  categorization  before 
compliance  with  prescribed  treatment  can  be  assumed. 

Cinnamon  tea  is  very  good  for  diarrhea,  mainly  be- 
cause it  is  hot. 


Te  de  canela  is  a “hot"  food  according  to  homeopathic 
theory. 

You  should  only  give  hot  things  to  the  baby  with  diar- 
rhea because  the  cause  of  the  diarrhea  is  a chill  to  the 
stomach. 

Diarrhea  is  a “cold"  illness. 

You  should  give  the  tea  about  three  times  a day  if  the 
baby  is  very  sick. 

Three  is  a ritual  number. 

Sometimes  if  the  feet  get  wet  or  chilled  the  stomach 
can  get  chilled  also.  So  you  would  attend  first  to  warming 
up  the  chilled  stomach.  Check  to  be  sure  the  diapers  are 
warm.  Sometimes  a mother  will  bring  diapers  in  from 
drying  outside  and  they  are  cold;  they  cause  a chill  to 
the  baby’s  stomach. 

There  is  a direct  connection  between  the  feet  and  the 
interior  of  the  stomach. 

So  the  mother  must  freshly  iron  the  diapers  and  warm 
them  up  to  be  sure  they  are  all  right. 

If  the  mother  works  hard  enough,  the  baby  will  be  all 
right. 

And  then  she  should  warm  up  the  baby’s  head  too, 
cover  his  head  and  be  sure  he  is  warm  enough. 

There  is  a direct  connection  between  the  baby’s  head 
and  his  stomach. 

If  the  baby  is  also  vomiting  then  of  course  you  have  to 
stop  giving  him  milk.  If  he  has  to  quit  his  milk  for  several 
days,  you  should  give  him  the  water  rice  has  been  boiled 
in. 

Aguita  de  arroz  is  white  like  milk  so  it  is  a satisfactory 
substitute.  Usually  mothers  add  refined  sugar  and  a 
pinch  of  salt  to  this  water. 

That  should  be  given  hot,  of  course,  and  a teaspoon 
at  a time  if  he  is  a very  little  baby.  As  long  as  he  has 
fever  you  must  continue  the  tea  and  rice  water.  But  when 
the  fever  leaves  him  you  can  start  his  milk  again. 

The  milk,  being  a “hot”  food,  is  inappropriate  in  the 
presence  of  fever  which  is  a “hot"  illness.  Fever  must  be 
balanced  by  a “cold"  food  such  as  rice  water.  If  milk  is 
to  be  withheld  as  part  of  the  treatment  of  diarrhea,  this 
will  have  to  be  explained  to  the  mother. 

Magical  Fright 

If  you  notice  all  of  a sudden  that  a baby  does  not  eat 
his  food  well,  becomes  weak  and  thin  looking,  he  could 
have  this  disease.  He  gets  bad;  kind  of  yellow,  and  he 
sleeps  too  much.  And  he  may  have  a thin  diarrhea. 

Mother  must  be  very  watchful  for  this  complex  of 
symptoms,  known  as  susto,  which  is  characterized  by  a 
lack  of  vitality. 
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It  is  caused  by  a shock,  any  sudden  fright;  for  example 
if  they  fall  off  a bed  or  are  startled  by  a loud  noise  like  a 
train  . . . 

Even  though  the  baby  has  diarrhea,  the  basic  cause  is 
a sudden  fright  which  has  jarred  the  soul  from  the  body. 

It  can  also  be  caused  by  ghosts.  There  are  many  ghosts 
around  here. 

There  are  dangers  in  the  environment  which  are  not 
well  understood;  here  they  are  vaguely  identified  as 
ghosts.  One  ghost  story  known  in  Southern  Mexico,  as 
well  as  in  Texas,  is  that  of  the  weeping  woman.  La 
Llorona,  who  searches  eternally  for  her  lost  infant. 

You  should  try  to  catch  it  right  away. 

Rapid  intervention  is  most  successful. 

Give  him  three  spoonsful  of  water,  just  natural  water 
with  nothing  in  it,  right  away.  Otherwise  you  have  to  have 
someone  who  really  knows  how  to  cure  him. 

Three  is  a ritual  number.  If  the  condition  becomes 
chronic,  it  will  require  the  skills  of  a professional  curer. 

She  will  have  to  cleanse  him. 

This  refers  to  ritual  cleansing,  not  ordinary  cleanliness. 

The  best  ones  do  it  with  their  mouths.  They  take  some 
rain  water  into  their  mouths  and  then  spray  it  on  the 
baby’s  body  beginning  with  the  palms  of  his  hands. 

This  is  a criterion  for  quality  of  care  in  the  treatment 
of  magical  fright. 

You  can  use  water  in  which  bay  leaves  have  been 
boiled,  especially  the  ones  that  have  been  blessed  in  the 
Day  of  the  Dead  ceremonies. 

The  power  of  prayer  in  faith  healing  is  demonstrated 
by  this  statement. 

They  spray  him  and  then  they  begin  to  suck.  They  suck 
the  air  from  all  parts  of  his  body,  beginning  with  the 
palms  of  his  hands  and  especially  his  forehead. 

Sucking  the  air  removes  the  invading  spirit  substances 
which  may  have  taken  possession  in  the  absence  of  the 
soul.  Touching  palms  of  hands  and  foreheads  makes  the 
sign  of  the  cross,  a powerful  symbol  in  combatting  evil. 

When  he  is  well  cleansed  you  have  him  stand  up  on  his 
little  feet,  and  suddenly  you  slap  him  hard,  and  at  the 
same  time  you  call  his  name  in  a loud  voice,  “Little  Juan, 
come  back.  Little  Juan,  come  back.  Little  Juan,  come 
back.” 

The  slap  reenacts  the  original  shock,  but  this  time  it  is 
meant  to  dislodge  any  foreign  spirits  that  remain  after 
the  cleansing  and  sucking. 

Three  times  is  the  ritual  number.  You  call  to  get  his 
soul  back  where  it  belongs. 


When  they  did  this  for  my  baby,  the  one  that  I told  you 
about  that  was  premature,  his  color  changed  immediately 
back  to  his  natural  color  and  he  felt  much  better. 

A testimonial  from  one  of  the  older  mothers  . . . 

He  was  exhausted  and  he  fell  asleep  and  slept  well  in 
the  sign  of  the  cross,  on  his  stomach  with  his  hands 
spread  out. 

The  signs  of  immediate  success  . . . 

Once  they  fall  asleep  that  way  you  know  the  cure  has 
been  successful  and  when  they  wake  up  they  will  be  well. 
The  diarrhea  will  be  gone. 

Incidentally,  the  diarrhea  will  be  gone. 

Fallen  Fontanel 

This  is  the  real  cause  of  diarrhea  in  babies. 

Infant  diarrhea  can  usually  be  traced  to  caida  de  la 
mollera,  or  fallen  fontanel. 

If  it  happens,  the  best  thing  to  do  is  look  for  someone 
who  knows  how  to  pull  it  back  up  again.  You  can  bring 
him  to  one  of  the  women  who  knows  how  to  cure  these 
things. 

Its  cure  requires  a certain  expertise. 

The  reason  it  causes  diarrhea  is  that  the  soft  spot  on 
the  baby’s  head  can  fall  in  until  it  pushes  against  the 
soft  palate  in  the  baby’s  mouth.  The  soft  spot  can  also 
fall  if  you  pull  the  nipple  out  of  the  baby’s  mouth  too  fast. 
It  creates  a suction  and  the  soft  palate  of  his  mouth  will 
fall  and  pull  the  soft  spot  of  his  head  with  it. 

The  fontanel  is  directly  connected  to  the  soft  palate. 

It  can  happen  when  the  baby  is  jostled.  One  time  Mrs 
S’s  baby  was  on  the  bed  and  the  other  children  came  in 
and  bounced  on  the  bed,  and  the  baby  got  bounced,  too, 
until  his  soft  spot  fell  in.  Mrs  S had  to  go  right  out  and 
look  for  someone  who  knew  how  to  pull  it  back  up. 

The  cause  is  accidental.  It’s  not  a sign  of  evil;  it’s 
not  anyone’s  fault. 

The  curer  turned  out  to  be  her  aunt,  but  it  could  be 
your  mother,  or  anyone  who  knows  how  to  do  it. 

Kinship  relations  determine  the  pathway  to  treatment 
in  time  of  sickness. 
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There  are  several  ways  to  cure  this  disease.  One  is  to 
put  some  egg  on  the  baby’s  head  and  when  it  gets 
sticky  pull  his  hair  up  until  you  get  his  soft  spot  up. 

Of  course  you  must  recite  the  proper  prayers  while  you  are 
doing  this. 

The  cure  is  essentially  mechanical.  Nevertheless,  any 
matter  that  affects  the  health  Is  a sacred  matter,  so 
prayers  are  essential  for  success. 

She  (the  curer)  can  also  put  her  thumb  into  his  mouth 
and  push  the  soft  palate  up  hard  in  order  to  relieve  the 
problem.  I know  one  lady  who  used  to  hold  them  upside 
down  while  she  did  that  and  the  soft  place  went  back  up. 

I had  a child  who  was  so  terribly  sick  with  diarrhea  he 
couldn’t  even  open  his  eyes.  His  eyes  were  so  heavy. 
That’s  one  sure  sign  they  really  have  a fallen  soft  spot. 

There  is  a direct  connection  between  the  fontanel  of 
the  baby,  his  soft  palate,  and  his  eyes,  In  other  words, 
all  soft  tissues  of  the  head. 

He  had  awful  diarrhea  and  cried  and  cried.  If  you  don’t 
relieve  that  fallen  soft  spot  it  can  cause  them  to  be  re- 
tarded so  you  better  do  something  pretty  quick.  The  baby 
that  was  premature,  he  had  that  too.  I know  how  this  lady 
cured  him.  She  used  her  thumb  in  his  mouth  and  within 
two  hours  he  was  completely  cured  as  if  he  had  never 
been  sick. 

Testimonial  by  one  of  the  experienced  mothers. 

All  the  medicines  the  doctor  gave  him  in  the  first  days 
of  diarrhea  didn’t  do  any  good.  And  the  reason  is  the 
doctor  doesn't  know  the  real  cause  of  the  diarrhea.  Those 
medicines  are  not  worth  anything  for  babies. 

The  doctor  did  not  appear  to  believe  in  the  disease 
called  mollera.  His  medicines  did  not  produce  an  imme- 
diate cure.  He  seemed  to  have  used  up  his  cures,  so 
returning  to  him  with  the  same  complaint  would  have 
been  useless.  The  mother  turned  to  folk  medicine. 

Constipation 

This  is  when  their  stomach  swells  up  and  gets  hard.  It 
is  often  accompanied  by  a stoppage  of  bowel  movements. 
It  can  be  caused  by  the  skins  of  beans;  if  you  give  that 
to  the  baby  in  the  soup  they  can  stick  to  his  stomach 
and  cause  a swollen  stomach.  They  can  have  fever  with 
that  too. 

Mexican-American  babies  often  suffer  a digestive  up- 


set or  become  constipated  from  eating  too  many  beans, 
a condition  called  empacho. 

The  best  cure  for  that  is  to  pop  the  skin  on  their  back 
over  their  spine.  You  have  to  go  to  one  of  these  ladies 
who  knows  how  to  cure  that.  She  will  pull  up  the  skin  on 
his  back.  Come  here,  Sara,  let  me  show  them  how  to  do  it. 
You  start  at  the  top  of  the  spine  and  pull  up  the  skin  like 
this  with  a big  popping  sound,  and  you  work  all  the  way 
down  to  the  end  of  the  spine. 

The  popping  of  the  skin  simulates  the  popping  of  the 
bean  skins  in  the  stomach,  and  “like  attracts  like.  ” Thus 
the  problem  will  be  rectified. 

After  that  you  warm  up  the  stomach  with  a tea  made  of 
the  seed  of  the  peach.  Inside  the  peach  seed  is  a tiny 
little  inner  seed  that  you  chop  up  and  boil  into  a tea  and 
feed  the  tea  to  the  baby.  It  will  relieve  him  of  the  swollen 
stomach  almost  immediately. 

Incidentally,  a homemade  cathartic  is  administered. 

You  can  also  use  olive  oil  to  rub  his  stomach  very 
well.  Of  course  you  warm  up  the  oil  first,  and  then  give 
a spoonful  of  it  to  take  internally  also. 

Warm  massage  provides  a comforting  sensation  and 
constitutes  an  antidote  to  a “cold”  illness.  Another  cathar- 
tic may  be  added. 

If  you  have  done  these  things  correctly,  he  will  feel 
much  better  and  will  fall  asleep  and  sleep  well,  and  when 
he  wakes  up  he  will  be  well. 

Every  mother  prays  that  her  baby  will  be  well  when  he 
wakes  up. 

Evil  Eye 

That  causes  fever  and  vomiting  in  the  baby.  Sometimes 
diarrhea  also. 

The  complex  of  symptoms  known  as  mal  de  ojo  is 
recited.  Diarrhea  is  only  a secondary  symptom. 

It  can  be  given  to  the  baby  by  anyone  with  a bad  eye. 
People  don’t  always  intend  to  give  it. 

The  cause  is  malevolent  intent  on  the  part  of  strangers 
or  enemies.  Sometimes  it  can  be  transmitted  accidental- 
ly. Persons  wearing  eyeglasses  sometimes  cast  this  ill- 
ness inadvertently. 

My  mother,  when  her  eye  was  bothering  her  and  she 
was  really  going  blind  . . . one  day  she  was  rubbing  her 
eye  and  talking  to  my  brother  and  she  started  to  recite 
a prayer  and  wish  that  her  eye  wouldn’t  bother  her  so,  and 
the  next  day  it  was  alright  and  it  never  bothered  her 
again. 

I don’t  know  how  to  explain  these  things.  I only  believe 
them.  She  gave  many  babies  evil  eye  because  of  her 
bad  eye,  but  she  doesn’t  do  it  any  more. 

Testimonial  from  a younger  mother . . . Faith  healing  is 
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not  meant  to  be  analyzed  scientifically.  One  must  only 
have  faith  to  receive  the  healing  benefit. 

Babies  are  especially  susceptible  to  evil  eye  because 
they  are  so  tender,  so  weak. 

Babies  and  newly  delivered  mothers  have  weak  blood; 
that  is  why  they  are  so  susceptible  to  illness. 

It’s  always  someone  with  very  strong  blood  who  gives 
the  evil  eye  to  a tender  person  like  a baby. 

Some  adults  have  very  strong  blood.  They  are  the  ones 
who  transmit  evil  eye. 

The  baby's  aunts  and  grandmother  and  such  who  come 
to  see  him,  they  take  the  precaution  of  moistening  a finger 
with  saliva  and  making  a cross  in  saliva  on  the  baby’s 
forehead,  at  the  same  time  reciting  three  prayers.  Usually 
you  can  break  the  spell  that  way. 

Those  who  really  care  about  the  baby  protect  him  with 
the  sign  of  the  cross  and  three  silent  prayers. 

But  when  you  stop  and  think  about  it,  babies  are  the 
ones  who  receive  all  the  new  visitors,  and  when  they  go 
out  where  is  the  first  place  they  go?  To  the  clinic.  Of 
course  they  are  exposed  to  all  those  people,  strangers 
and  doctors  and  everybody. 

Mexican-American  babies  often  get  sick  in  the  first 
few  weeks  of  life.  Strangers  and  enemies  obviously  do 
not  care  about  the  baby's  health  since  they  never  bless 
him  as  a protection  against  evil  eye. 

In  treating  evil  eye,  there  are  many  cures.  One  way  is 
to  take  the  egg  in  the  shell.  It  should  be  a nice  white 
egg,  and  start  to  clean  the  entire  body  of  the  child. 

White  is  a “good"  color.  Cleansing  confers  a ritual 
cleanliness. 

Get  him  into  a warm  room  and  take  off  all  his  clothes 
and  start  to  clean  his  body  beginning  with  the  palms  of 
his  hands,  in  the  shape  of  a cross.  You  clean,  clean,  the 
hands,  the  inner  arms,  the  neck,  all  of  the  body,  finally 
arriving  at  the  forehead  where  you  gently  rub  it  across 
the  forehead  and  make  repeated  motions  of  the  cross. 

The  egg  is  passed  over  the  skin  in  a soft,  hypnotic 
motion. 

Then  you  must  break  the  egg  into  a plate  and  you  can 
see  from  its  form  there  if  you  have  gotten  rid  of  the  evil 
eye.  You  can  see  it  has  gone  into  the  egg. 

The  yolk  of  the  egg  glistens  like  the  pupil  of  an  eye, 
and  “like  attracts  like.  ” The  malevolent  intent  will  be 
drawn  out  in  this  way. 

Conclusion 

This  glimpse  into  Mexican  folk  medicine,  afforded  by  the 
mothers’  discussion  of  infant  diarrhea,  provides  some 
useful  generalizations.  One  is  the  systematic  nature  of 


faith  healing,  with  its  diagnostic  categories,  symptoms 
grouped  into  syndromes,  treatments  of  choice  and  con- 
venience, and  assessments  of  quality  of  care.  Cause  and 
effect  may  be  imputed  because  of  a similarity  in  appear- 
ance, as  when  “like  attracts  like  ” appears  to  be  the  under- 
lying principle.  Cause  and  effect  also  depend  upon  beliefs 
as  to  the  nature  of  the  body.  For  example,  because  the 
fontanel  is  thought  to  be  connected  to  all  the  soft  tissues 
in  the  head,  manipulation  of  the  soft  spot  can  affect  the 
baby’s  suck. 

Some  practical  actions  can  be  taken  by  health  person- 
nel to  smooth  encounters  with  Mexican-American  moth- 
ers and  make  them  more  effective.  Medications  pre- 
scribed in  treatment  will  be  acceptable  for  diarrhea  if, 
among  other  qualities,  they  are  colored  red  or  pink.  Milk  is 
acceptable  during  diarrhea  but  not  during  a fever  which 
may  accompany  diarrhea.  Diets  need  to  be  explained  in 
detail,  and  any  doubts  should  be  exposed.  One  way  to 
reassure  the  mother  that  even  a scientifically  trained 
Anglo  can  understand  the  nature  of  folk  illness  is  to  ask 
her  what  she  thinks  is  wrong  with  the  baby.  Serious  con- 
sideration of  her  answer  is  likely  to  foster  her  trust  and 
the  keeping  of  a return  appointment.  Such  actions  do  not 
encourage  superstition  and  magic,  as  sometimes  is 
feared,  but  they  do  demonstrate  a friendly  regard  for  the 
religious,  family-centered  ways  of  Mexican-Americans  in 
South  Texas. 
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A study  was  conducted  to  examine  attitudes  about  breast- 
feeding in  a group  of  San  Antonio  Mexican-American 
primigravidas.  One  hundred  fifty  patients  were  questioned 
to  determine  their  knowledge  of  breast-feeding,  their 
plans  for  infant  feeding,  and  their  families'  experience  and 
attitudes  regarding  breast-feeding.  The  major  differences 
between  the  primigravidas  who  planned  to  nurse  and 
those  who  planned  to  bottle-feed  were  correlated  with 
educational  level,  family  experiences,  and  the  husband's 
opinions  of  breast-feeding.  While  38%  said  they  planned 
to  breast-feed,  the  majority  demonstrated  a lack  of  know- 
ledge about  nursing  and  felt  that  bottle-feeding  is  the 
“modern  way.” 


According  to  several  reports,^'  ^ breast-feeding  has  be- 
come less  popular  despite  the  unique  nutritional  and 
immunological  value  of  human  milk  and  the  economical 
and  psychological  advantages  of  nursing. ^ 

Information  and  support  provided  by  medical  personnel 
may  be  important  to  a mother’s  decision  to  breast-feed 
and  her  subsequent  success  in  doing  so.'’'^  This  article 
reports  our  study,  designed  to  examine  the  family  prac- 
tices, attitudes,  and  knowledge  about  breast-feeding  in  a 
group  of  Mexican-American  primigravidas.  The  data  will 
be  used  in  the  development  of  learning  objectives  and 
curriculum  of  prenatal  classes. 

Methods 

We  interviewed  150  Mexican-American  primigravidas  at 
Robert  B.  Green  Hospital  in  San  Antonio,  a hospital  caring 
for  indigent  patients.  The  studies  were  conducted  during 
June,  July,  and  August  1976.  According  to  the  preference 
of  the  patient,  the  interviewer  spoke  Spanish  or  English 
at  the  initial  prenatal  visit,  prior  to  educational  efforts 
by  clinic  personnel. 

A questionnaire  used  in  the  interview  consisted  of  45 
questions  which  had  been  tested,  revised,  and  retested. 
Questions  were  designed  to  identify  the  patients’  attitudes 
toward  and  knowledge  of  breast-feeding,  and  to  learn 
their  plans  for  feeding  their  infants.  Questioning  also 
attempted  to  determine  the  husband’s  feelings  about 
breast-feeding  and  family  experiences  with  nursing.  Re- 
sponses were  stored  and  certain  correlations  made  by 
computer. 


with  73%  20  years  old  or  younger.  Sixty-nine  percent 
were  married;  89%  had  not  completed  high  school  at  the 
time  of  the  interview.  Based  upon  Hollingshead’s  occupa- 
tional status  scale,®  which  ranked  the  husband’s  employ- 
ment, 75%  of  the  patients  were  listed  in  the  lower  socio- 
economic classes. 

Forty-five  percent  of  the  patients  said  they  had  been 
breast-fed,  and  of  those  with  married  siblings,  only  27% 
had  siblings  who  had  nursed  their  children.  Fifty-four 
percent  had  siblings  who  had  been  breast-fed.  The  mar- 
ried primigravidas  were  questioned  about  their  husband’s 
attitudes  about  breast-feeding.  Forty-four  percent  said 
they  believed  their  husbands  were  in  favor  of  breast- 
feeding, but  38%  did  not  know.  When  asked  about  their 
parents'  attitudes,  49%  said  their  parents  approved  of 
breast-feeding.  This  figure  is  consistent  with  that  indicat- 
ing that  the  patients  them.selves  had  been  breast-fed. 
Surprisingly,  almost  as  many  did  not  know  their  parents’ 
beliefs  on  the  subject. 

Seventy-nine  percent  of  the  patients  thought  breast- 
feeding was  not  old-fashioned  but  when  asked  if  they 
believed  bottle-feeding  was  the  “modern  way  to  do 
things,”  87%  agreed.  Sixty-eight  percent  of  the  patients 
believed  that  mothers  and  babies  generally  are  healthier 
as  a result  of  breast-feeding,  and  many  indicated  that 
mother  and  baby  would  be  “closer”  if  the  baby  were 
breast-fed. 

Most  of  the  patients,  67%,  thought  that  human  milk  is 
better  for  newborns  than  bottle  milk,  and  40%  believed  a 
breast-feeding  mother  needs  to  eat  more  than  when  not 
nursing.  The  patients  were  asked  if  certain  types  of  food 
yield  better  human  milk;  71%  believed  this  to  be  true. 
Similarly,  57%  thought  that  certain  foods  should  be  avoid- 
ed while  nursing,  but  almost  half  of  those  respondents 
could  not  give  an  example  of  such  a food.  Qnly  16%  of  the 
total  patient  sample  believed  it  is  more  difficult  for  a wo- 
man to  get  pregnant  while  breast-feeding. 

Seventy-four  percent  of  the  women  agreed  that  breast- 
fed children  are  less  likely  to  have  measles,  mumps,  and 
chickenpox  than  their  bottle-fed  counterparts.  Less  than 
half  of  the  primigravidas  said  that  bottle-fed  babies  will 
have  more  diarrhea  than  breast-fed  babies.  Forty-six  per- 
cent of  the  patients  thought  that  breast-feeding  would 
have  short-term  effects,  such  as  sore  nipples  and  breast 
infections  and  engorgement.  Thirty-five  percent  also  be- 
lieved that  breast-feeding  has  some  bad  long-term  effects 
on  the  breasts,  ie,  sagging,  enlarged  breasts,  and  cancer. 
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Fifty-five  percent  of  the  primigravidas  said  they  did  not 
plan  to  breast-feed;  38%  expressed  intent  to  breast-feed, 
and  7%  were  uncertain.  Postpartum  follow-up  was  not 
attempted.  Each  of  the  patients  also  was  asked  to  provide 
two  reasons  for  her  decision  to  breast-feed  or  bottle-feed. 
Of  the  38  women  planning  to  nurse,  32  chose  to  do  so 
because,  "It  is  better  for  the  baby";  sixteen  said,  "It  will 
bring  the  baby  and  me  closer  together";  and  five  felt, 
“That's  the  way  it  should  be. " Only  two  women  mentioned 
that  breast-feeding  is  less  expensive. 

Fifty-five  women  planned  to  bottle  feed,  31  of  whom 
explained  their  decision  with,  “I  just  don't  want  to  (breast 
feed)";  15  said  they  would  have  to  return  to  school  or 
work,  and  14  feared  the  side  effects.  Some  other  reasons 
were:  “Breast-feeding  is  too  confining”;  “I  am  embar- 
rassed to  breast-feed”;  and  "My  husband  doesn’t  want 
me  to  breast-feed.” 

The  decision  to  nurse  was  associated  positively  with 
higher  educational  level.  Of  high  school  graduates,  69% 
said  they  planned  to  breast-feed,  as  opposed  to  34%  of 
those  who  did  not  complete  their  high  school  education. 

The  presence  of  a nursing  model  within  the  family 
seems  to  play  an  influential  role  in  a woman's  decision 
to  breast-feed:  56%  of  those  who  had  been  breast-fed 
planned  to  do  likewise,  but  only  23%  of  the  bottle-fed 
patients  wanted  to  breast-feed.  Also,  if  siblings  had 
breast-fed,  the  patients  tended  to  do  the  same  (54%),  but 
only  31%  of  the  women  whose  siblings  had  not  breast- 
fed said  they  wanted  to  nurse  their  own  infants. 

This  positive  effect  of  observing  breast-feeding  women 
seemed  to  depend  on  whether  or  not  these  women  were 
“significant  others”  (mothers,  sisters,  sisters-in-law)  to  the 
patients.  Of  those  primigravidas  who  had  never  seen  any- 
one nurse,  only  27%  made  the  decision  to  nurse,  but  of 
those  whose  mothers  had  breast-fed,  71%  opted  to  do  so. 
When  the  model  was  a more  distant  relative,  friend,  or 
stranger,  there  was  no  significant  difference  between  the 
two  groups. 

Attitudes  displayed  by  husbands  apparently  affected 
patients'  plans  for  infant  feedings;  69%  of  those  women 
whose  husbands  approved  of  breast-feeding  were  plan- 
ning to  breast-feed.  However,  if  the  husband  did  not 
approve,  if  the  wife  did  not  know  her  husband’s  feelings 
about  breast-feeding,  or  if  she  had  no  husband,  there  was 
much  less  likelihood  for  the  women  to  want  to  breast-feed. 


Conclusions 

The  major  differences  between  the  primigravidas  who 
planned  to  nurse  and  those  who  planned  to  bottle-feed 
were  educational  level,  family  experiences  with  breast- 
feeding, and  the  husband's  feelings  about  nursing.  Sacks 
and  associates  report  findings  similar  to  those  of  this 
study.  Women  who  have  more  education  are  more  in- 
clined to  breast-feed.^  Eastham  and  associates  showed  a 
relationship  between  nursing  mothers  and  women  who 
knew  that  they  had  been  breast-fed  as  infants  and  who 
had  close  relatives  that  had  breast-fed.®  The  importance 
of  modeling  was  further  demonstrated  by  a study  stating 
that  more  than  twice  as  many  nursing  women  as  non- 
nursing ones  had  mothers  and  sisters  who  breast-fed  and 
frequently  had  seen  other  women  nurse.  In  that  study, 
the  majority  (75%)  of  these  women  that  breast-fed  had 
husbands  with  positive  attitudes  toward  breast-feeding.'' 
Another  author  believes  that  the  importance  of  the  hus- 
band’s influence  suggests  he  also  should  be  included  in 
educational  programs®  designed  to  encourage  breast- 
feeding. 

There  is  a qualitative  factor  cited  by  some  primigravidas 
for  their  feeding  choice.  Most  of  the  reasons  given  by 
those  wanting  to  bottle-feed  were  self-centered  and 
stressed  reasons  for  avoiding  breast-feeding,  rather  than 
reasons  for  choosing  bottle-feeding.  The  prime  concern 
of  the  women  planning  to  breast-feed  was  their  babies’ 
welfare.  Brown  and  associates  found  that  dominant  atti- 
tudes among  bottle-feeders  included  narcissistic  consid- 
erations and  desire  for  more  freedom  and  convenience. 
Nursing  mothers  were  less  swayed  by  these  reasons  and 
emphasized  the  baby’s  happiness.®  Another  investigation 
reports  that  the  most  common  reasons  given  for  deciding 
to  breast-feed  were  that  it  is  “better  for  the  baby’s  health” 
and  the  "natural  thing  to  do,”  while  those  planning  to 
bottle-feed  most  often  said  they  were  embarrassed  to 
breast-feed.® 

The  disinterest  and  ignorance  concerning  breast-feed- 
ing demonstrated  by  the  primigravidas,  should  prompt 
prenatal  programs  to  reawaken  interest  in,  and  offer  infor- 
mation about,  breast-feeding.  Education  should  be  helpful, 
because  many  of  those  who  bottle-feed  do  not  believe 
that  breast-feeding  has  any  real  advantage.'’  Although 
most  of  the  primigravidas  felt  that  mothers  and  infants 
generally  are  healthier  if  the  mother  breast-feeds,  most 
did  not  have  specific  information  to  support  that  belief. 
Furthermore,  more  than  80%  of  the  group  were  unaware 
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80  of  reduced  fertility  during  nursing.  Patients  need  to  be 
disabused  of  the  notion  that  breast-feeding  is  confining, 
inconvenient,  and  requires  a special  diet.  Its  special 
conveniences  (safety,  refrigeration,  and  cost)  need  to  be 
taught  as  well  as  the  use  of  supplemental  feeding  to  allow 
freedom  for  the  mother.  Patient  anxieties  about  the  physi- 
cal consequences  of  breast-feeding  should  be  anticipated 
and  discussed.  Concerns  regarding  sore  nipples,  cancer, 
and  cosmetic  effects  should  be  confronted  and  explored. 

That  more  than  four  out  of  five  of  the  patients  inter- 
viewed considered  bottle-feeding  the  ‘modern  way  to  do 
things”  identifies  a social  and  cultural  phenomenon  which 
must  be  considered  in  attempts  to  reverse  the  present 
trend  and  restore  acceptance  of  breast-feeding.  Perhaps 
attractive  and  articulate  ethnic  peers  who  are  success- 
fully breast-feeding  could  be  somewhat  persuasive  to 
these  upwardly  mobile  young  women  and  their  husbands. 
Breast-feeding  needs  to  regain  credibility  in  a group 
where  it  was  the  social  norm  two  generations  ago. 
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Cost  containment  in  high-risk  pregnancy 

Linda  M.  Cecil,  MD 


Physicians  have  been  challenged  to  limit  health  care  cost 
increases  to  9%  during  each  of  the  next  three  years.  So 
far,  containment  pertains  only  to  hospitalization  costs. 
Since  the  high-risk  obstetrical  patient  may  be  a recipient 
of  prolonged  care,  it  is  apropos  to  examine,  as  an  exam- 
ple, the  costs  of  such  care  and  to  weigh  those  costs 
carefully. 

To  reduce  costs  for  hospitalization  of  the  high-risk  preg- 
nant patient,  efforts  should  encourage  preventive  medi- 
cine, thus  alleviating  the  need  for  hospitalization.  Prenatal 
care  in  its  very  institution  may,  in  fact,  alleviate  the  need 
for  future  hospitalization  if  undertaken  early.  And,  women 
living  in  close  proximity  to  a major  medical  center  may  not 
require  hospitalization  if  frequent  outpatient  visits  can  be 
scheduled.  At  the  same  time,  it  may  be  prudent  to  admit 
the  patient  who  lives  a distance  from  a medical  center. 

Preventive  medicine  can  be  initiated  by  identifying  the 
high-risk  patient.  Several  risk-evaluation  methods  have 
been  described  in  the  literature,  but  the  physician  should 
select  one  suited  to  his  patients.  A modified  McGill  Risk 
Evaluation  form,  used  at  The  University  of  Texas  Medical 
Branch  in  Galveston,  fits  the  patient  population  there,  but 
perhaps  would  not  be  as  useful  to  all  physicians. 

Another  preventive  care  target  should  be  patient  coun- 
seling and  education.  The  physician  must  become  aware 
of  available  community  resources  for  education  of  the 
diabetic,  hypertensive,  and  other  high-risk  patients,  then 
use  these  resources  as  extensions  of  his  patient  care. 
This  would  allow  more  efficient  use  of  available  resources 
— possibly  at  no  further  cost  to  the  patient  or  physician. 
With  patient  education  comes  an  early  awareness  of 
health  changes  which  could  signal  impending  morbidity 
while  the  problem  is  correctable. 

At  the  same  time,  physicians  must  become  more  active 
health-care  educators,  whether  it  be  through  development 
of  patient-oriented  teaching  materials  for  a particular 
patient  population  or  by  careful  selection  of  appropriate 
patient-education  materials  already  offered  by  many 
sources.  Physicians  also  must  become  accessible  com- 
munity educators,  willing  to  address  women’s  organiza- 
tions concerning  high-risk  pregnancy  and  consequent 
costs. 

Specific  opportunities  for  cost  containment  can  be 
cited.  The  repeat  cesarean-section  patient,  for  instance, 
typically  is  considered  at  high-risk;  yet,  the  overwhelming 
risk  is  to  the  patient's  newborn  infant  in  whom  prematurity 
associated  with  hyaline  membrane  disease  (RDS)  is  the 


major  threat.  The  minimum  daily  cost  per  neonatal  inten- 
sive care  bed  in  most  Texas  hospitals  exceeds  $200,  an 
estimate  that  may  not  include  costs  for  respirators  and 
medications.  Yet,  the  need  for  such  care  can  be  alleviated 
almost  totally  by  adequate  dating  of  gestational  age  by 
examination  of  the  patient  in  early  pregnancy,  by  assess- 
ment of  biparietal  diameter  using  ultrasonography  (be- 
tween 22  and  32  weeks  gestation),  or  by  amniocentesis 
near  term  when  dates  are  uncertain  and  the  cervix  is 
not  ripe.  Ultrasonography  for  assessing  gestational  age 
may  cost  between  $70  and  $100;  amniocentesis  costs 
approximately  $80  to  $100.  Certainly  the  combined  cost 
of  ultrasound  and  amniocentesis  is  far  less  than  the  cost 
of  one  day’s  care  in  a neonatal  intensive  care  unit.  Un- 
fortunately, a newborn  with  RDS  will  not  be  out  of  that 
intensive  care  bed  in  a day  and  maybe  not  in  a week  or  a 
month. 

Many  other  high-risk  factors  can  be  handled  with  home 
care  if  the  patient  and  her  family  can  be  well  educated 
and  can  see  the  physician  regularly.  Others  of  the  high- 
risk  patients  could  be  treated  in  “minimal  care  ” facilities, 
if  such  were  available.  This  would  greatly  lower  the  cost  of 
care  to  the  patient  and/or  the  third-party  carrier. 

Several  factors,  however,  prevent  the  lowering  of  costs 
for  the  high-risk  pregnant  patient.  Physicians  tend  to  per- 
petuate costs  by  using  “routine  orders  systems.”  These 
systems  are  efficient  on  a day-to-day  basis  and  often 
anticipate  possible  problems  of  patient  care.  Yet,  such 
systems  are  often  more  expensive  to  the  individual  patient 
who  may  not  need  some  tests.  When  examined  closely, 
some  routine  order  systems  may  not  contribute  to  “ mak- 
ing the  patient  healthy.” 

Unnecessary  duplication  of  medical  services  also  main- 
tains specialized  medical  care  costs.  For  instance,  clerical 
omissions  sometimes  leave  the  physician  unaware  that 
tests  already  have  been  performed,  or  the  physician  may 
overlook  tests  noted  in  the  patient's  record.  As  a result, 
the  tests — and  costs — are  repeated.  On  the  other  hand, 
the  patient  may  be  referred  from  another  hospital  or  phy- 
sician, and  may  have  many  examinations  repeated  at  her 
expense.  Often  the  values  are  the  same  and  add  nothing 
to  the  care  of  the  individual  and  her  unborn  child. 

Also,  uninformed  medical  and  paramedical  personnel 
sometimes  request  supplies  that  are  more  expensive — 
but  no  better — than  alternatives.  The  costlier  item  may 
come  prepackaged  or  seem  handier  to  use,  meaning 
greater  cost  to  the  patient  without  advantage  over  the 
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84  cheaper,  less  aesthetically  pleasing  item. 

Lastly,  present  reimbursement  mechanisms  from  third- 
party  coverage  cause  inappropriate  utilization  of  such 
coverage.  The  consumer  of  such  care  then  presses  for 
hospitalization  in  order  to  have  coverage. 

Thus,  there  are  definite  areas  in  the  care  of  the  obstet- 
rical high-risk  patient  which  lend  themselves  to  decreas- 
ing costs.  At  the  same  time,  medicine  cannot,  and  should 
not,  become  a market  place.  There  is  no  “fair  price"  for 
life,  and  certainly  one  cannot  assign  costs  for  quantity 
when  each  pregnant  woman  is  seeking  quality  of  life  for 
both  herself  and  her  offspring. 

Linda  M Cecil,  MD,  Assistant  Professor,  Department  of  Obstetrics  and 
Gynecology,  The  University  of  Texas  Medical  Branch,  Galveston,  TX 
77550, 
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Admissions  to  UT  medical  schools,  an 
analysis:  characteristics  of  accepted 
applicants 

Edward  N.  Brandt,  Jr,  MD,  PhD  Frances  Holmstrom  William  B.  Padgett 


Access  to  the  highest  possible  quality  of  medical  care  is 
one  of  the  objectives  of  the  Texas  Medical  Association.  To 
realize  this  goal,  it  is  necessary  to  have  well-qualified 
physicians  in  adequate  numbers  to  meet  the  needs  of 
Texas.  The  University  of  Texas  System  Institute  on  Health 
Policy  and  Planning  was  organized  to  recommend  poli- 
cies that  will  benefit  health  care  for  Texas  citizens.  This  is 
its  first  report. 

Insuring  an  adequate  number  of  well-qualified  physi- 
cians must  begin  with  the  selection  and  admission  of 
highly  qualified  people  to  medical  school.  For  these  rea- 
sons, much  attention  has  focused  on  medical  school 
admissions.  Hence,  it  seems  appropriate  to  analyze  the 
recent  experience  of  The  University  of  Texas  System’s 
four  medical  schools.  This  analysis  is  possible  because  of 
the  existence  of  the  Medical-Dental  Application  Center 
(MDAC)  which  permits  an  applicant  to  apply  to  any  one  or 
combination  of  the  four  UT  schools  with  one  application. 
The(MDAC)  is  a part  of  the  UT  System  Administration  in 
Austin.  The  data  included  in  this  report  have  been  ob- 
tained from  the  computer-based  records  of  the  MDAC  and 
are  combined  for  the  four  schools.  Application  of  specific 
data  to  any  one  of  the  schools  is  not  warranted. 

Because  the  UT  schools  must  accept  a minimum  of 
90%  of  their  classes  from  Texas  residents,  no  data  are 
included  for  out-of-state  applicants.  Determination  of  Tex- 
as residency  is  a legal  issue  unrelated  to  birthplace  or  the 
state  where  the  person  spent  the  majority  of  his  life. 

The  selection  of  medical  students  is  complex  and 
includes  many  subjective  considerations,  such  as  hon- 
esty, moral  character,  informed  commitment  to  medicine, 
motivation,  and  ability  to  communicate.  However,  subjec- 
tive elements  cannot  be  recorded  by  computer,  so  this 
analysis  is  limited  to  demographic  and  academic  vari- 
ables. The  quality  of  the  medical  profession  is  evidence  of 
the  overall  effectiveness  of  the  process  in  use. 

Many  variables  have  been  recommended  for  use  in  ad- 
missions; however,  most  of  these  are  not  possible  to  ob- 
tain via  the  application  procedures  used  as  the  data  base 
for  this  study.  A prominent  example  is  “rural  background.’’ 
The  mobility  of  the  population  in  the  last  25  years  obviates 
any  meaningful  definition  of  this  variable.  For  example, 
what  makes  a community  rural?  If  a student  moves  to  a 
farm  at  age  14  and  completes  high  school  in  a small 
community,  is  he  of  rural  background? 

This  report,  describing  the  results  of  The  University  of 
Texas  medical  school  admissions  process  for  Texas  resi- 


dents, is  based  upon  demographic  and  academic  char- 
acteristics only.  The  emphasis  is  on  accepted  applicants. 

Definitions 

Applicant:  An  individual  who  has  applied  through  MDAC 
for  admission  to  at  least  one  UT  medical  school. 

Accepted  Applicant:  An  applicant  who  has  been  offered 
enrollment  by  at  least  one  UT  school. 

Admitted  Applicant:  An  accepted  applicant  who  actually 
has  enrolled  at  a UT  school. 

The  difference  between  the  number  accepted  and  the 
number  admitted  represents  those  students  who  volun- 
tarily elected  not  to  enroll  in  a UT  school.  These  are 
referred  to  as  “accepted  but  not  enrolled.’’ 

Some  data — including  age,  sex,  and  ethnic  group — 
were  provided  by  applicants  only. 

MCAT:  This  is  the  Medical  College  Admission  Test 
administered  by  the  Association  of  American  Medical 
Colleges.  The  best  possible  score  is  800;  scores  are 
adjusted  statistically  so  that  500  is  the  average.  The  test 
consists  of  four  sections  (verbal,  general  information, 
quantitative,  and  science).  First-year  students  entering  a 
UT  medical  school  in  1978  were  tested  by  a revised 
MCAT. 

GPA:  This  is  the  grade-point  average  of  all  college 
course  work  completed  prior  to  admission.  A s in  all 
courses  would  be  a 4.0  GPA;  a 3.0  GPA  represents  a B 
average  and  so  forth. 

Results 

Total  Applicant  Pool:  Fig  1 includes  the  data  for  all 
applicants  who  are  legal  residents  of  Texas.  The  number 
of  applicants  has  decreased  since  1 975,  while  the  number 
of  admissions  has  increased.  Indeed,  in  1977,  37.3%  of 
the  applicant  pool  was  admitted.  The  reason  for  the  de- 
crease in  the  number  of  applicants  is  not  known. 

Sex:  As  shown  in  Fig  2,  both  the  percentages  of  males 
in  the  applicant  pool  and  those  admitted  to  UT  System 
schools  decreased  slightly  between  1975  and  1977.  At 
the  same  time,  the  percentage  of  male  applicants  accept- 
ed rose  from  35.5%  in  1975  to  43.2%  in  1977. 

With  the  percentage  of  male  applicants  dropping,  the 
percentage  of  female  applicants  rose  during  this  period, 
along  with  the  proportion  of  females  constituting  the  total 
class.  As  with  the  male  applicants,  the  number  of  females 
accepted  was  considerably  higher  in  1977.  However, 
approximately  20%  of  the  females  accepted  chose  not  to 
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enroll  in  a UT  school,  a figure  in  excess  of  that  of  males. 

Ethnic  Group:  Fig  2 includes  data  for  Caucasians, 
Blacks,  Mexican-Americans,  and  other  ethnic  groups.  In- 
cluded in  the  “other"  category  are  Orientals,  American 
Indians,  Puerto  Ricans,  and  other  ethnic  groups. 

While  all  the  ethnic  groups  except  Blacks  experienced 
an  increase  in  the  total  applicants  in  1976,  only  the  Blacks 
had  an  increase  from  1976  to  1977.  Also,  only  Blacks  and 
other  ethnic  groups  had  more  applicants  in  1977  than  in 
1 975.  As  has  been  found  for  the  total  applicant  pool,  every 
group  experienced  an  increase  in  the  number  accepted, 
the  largest  being  the  increase  in  the  Mexican-Americans 
accepted.  In  1975,  32.5%  of  this  group  was  accepted;  in 
1977  the  percentage  of  Mexican-American  applicants 
accepted  rose  to  48.7.  Caucasians  constituted  86.9%  of 
the  class,  a decrease  from  90.0%  in  1975,  while  percent- 
ages of  every  other  ethnic  group  increased.  Once  again, 
Mexican-Americans  experienced  the  largest  increase,  but 
the  “loss  rate"  of  accepted  Mexican-Americans  exceeded 
that  of  any  other  ethnic  group. 

Age:  The  data  included  in  Fig  2 for  age  groups  again 
show  a decrease  in  almost  every  category  of  applicants. 
The  only  group  with  an  increase  from  1975  to  1977  is  the 
group  over  30 — also  the  only  group  with  a decrease  in  the 
percentage  of  accepted  applicants,  albeit  not  significant. 
In  contrast,  those  20  and  younger  experienced  the  largest 
decrease  in  total  applicants  and  had  the  second  highest 
acceptance  rate — 46.8%  in  1977.  The  only  group  with  a 
higher  acceptance  rate  was  the  group  21  through  25,  by 
far  the  largest  group  both  applying  and  admitted  to  medi- 
cal school.  The  acceptance  rate  for  that  group  was  47.4%, 
and  it  represented  86.3%  of  the  class.  The  next  largest  is 
the  group  of  applicants,  ages  26  through  30,  accounting 
for  9.6%  of  the  class,  a slight  decrease  from  the  clasb 
entering  in  1975.  The  rate  of  acceptance  of  these  stu- 


dents was  29.4%  in  1977,  and  24.6%  in  1975. 

Academic  Characteristics:  Encouraging  data  are  pre- 
sented in  Fig  3,  relating  to  the  academic  quality  of 
students  applying  to  UT  medical  schools.  The  number  of 
applicants  with  a GPA  of  3.51  or  over  and  an  MCAT  score 
of  at  least  601  has  increased  dramatically  since  1975 — 
62.6%  in  two  years.  Although  the  percentage  of  those 
accepted  in  this  group  has  fallen  from  95.4%  to  89.0% 
since  1975,  there  was  an  increase  of  122  applicants  in  the 
group.  Students  scoring  in  this  highest  category  account- 
ed for  17.8%  of  the  total  applicants  in  1977,  but  only 
10.5%  in  1975.  The  enrollees  from  the  group  also  have 
risen  in  number;  they  accounted  for  74.2%  of  those 
accepted  in  1975  and  79.8%  of  those  accepted  in  1977. 
This  group  made  up  24.6%  of  the  total  class  in  1975  and 
33.8%  in  1977.  At  a time  when  the  total  number  of 
applicants  is  decreasing,  the  academic  quality  of  the 
students  is  increasing.  An  area  of  possible  concern  is  the 
loss  of  20.2%  of  these  high-scoring  applicants  who,  after 
acceptance,  elect  to  attend  a medical  school  not  in  the  UT 
System,  according  to  the  master  list  of  enrolled  medical 
students  maintained  by  the  American  Association  of  Med- 
ical Colleges. 

The  group  of  applicants  with  a GPA  between  3.31  and 
3.50  and  MCAT  scores  over  551  has  grown  from  22.1%  of 
the  total  applicants  in  1975  to  27.7%  in  1977.  Likewise, 
this  group  has  had  more  students  accepted  and  more 
admitted  since  1975.  The  percentage  of  the  total  class 
accounted  for  by  this  group  has  fallen  to  40.2%  in  1977 
from  43.9%  in  1975.  However,  when  we  combine  this 
group  with  the  highest  scoring  group,  we  find  that  74.0% 
of  the  total  class  in  1977  is  made  up  of  students  scoring 
well  above  average  on  both  the  GPA  and  the  MCAT.  This 
represents  an  increase  from  68.5%  in  1975. 

As  might  be  expected,  the  largest  group  of  applicants 
comes  from  those  with  average  scores — 3.01  to  3.30 
GPA  and  an  MCAT  score  of  451  or  greater.  However,  this 
figure  has  decreased  from  774  in  1975  to  631  in  1977. 
With  this  group,  the  percentage  of  those  accepted  starts 
falling  considerably.  Only  25.4%  of  this  group  was 
accepted  in  1977,  and  the  138  admitted  represents  20.8% 
of  the  class,  as  opposed  to  a 26.6%  representation  in  the 
1975  class. 

The  number  of  applicants  with  a below-average  GPA  or 
MCAT  score  has  decreased  steadily  since  1975;  the 


?.  Total  applicant  pool. 


1975 

No. 

1976 

No.  % change 

1977 

No.  % change 

Total  applicants 

1,849 

1,903 

2.9 

1,781 

(6.4) 

Withdrew  before  decision 

20 

28 

40.0 

20 

(28.6) 

Accepted 

673 

714 

6.1 

779 

9.1 

% of  total 

36.4 

37.5 

43.7 

Admitted 

561 

597 

6.4 

665 

11.4 

% of  accepted 

83.4 

83.6 

85.4 

% of  applicant  pool 

30.3 

31.4 

37.3 

Accepted  but  not  enrolled 

112 

117 

4.5 

114 

(2.6) 

Total  class  size 

594 

639 

7.6 

695 

8.8 

TEXAS  MEDICINE 


2,  Demographic  characteristics— applicant  pool 


1975 

1976 

1977 

No. 

No. 

% change 

No. 

% change 

Sex 

Male  applicants 

1,474 

1,474 

0 

1,368 

(7.2) 

% of  total  applicants 

79.7 

77.5 

76.8 

Accepted 

524 

563 

7,4 

591 

5,0 

% of  total  males 

35.5 

38.2 

43.2 

Admitted 

440 

478 

8 6 

514 

7.5 

% of  accepted  males 

84.0 

84.9 

87.0 

% of  applicant  pool 

29.9 

32.4 

37,6 

% of  class 

78.4 

80.1 

77.3 

Female  applicants 

375 

429 

1,4 

413 

(3.7) 

% of  total  applicants 

20  3 

22  5 

23.2 

Accepted 

149 

151 

1.3 

188 

24.5 

% of  total  females 

39.7 

35.2 

45.5 

Admitted 

121 

119 

(1.7) 

151 

23.5 

% of  accepted  females 

81  2 

78  8 

80.3 

% of  applicant  pool 

32.3 

27.7 

36.6 

% of  class 

21.6 

19  9 

22.7 

Ethnic  Background 

Caucasian  applicants 

1,586 

1,612 

1.6 

1,506 

(6.6) 

% of  total  applicants 

85.8 

84.7 

84.6 

Accepted 

600 

607 

1.2 

672 

10.7 

% of  total  Caucasians 

37.8 

37.7 

44.6 

Admitted 

505 

517 

2,4 

578 

11.8 

% of  accepted  Caucasians 

84  2 

85.2 

86,0 

% of  applicant  pool 

31.8 

32.1 

44.6 

% of  class 

90.0 

86.6 

86.9 

Black  applicants 

66 

65 

(1.5) 

67 

3.1 

% of  total  applicants 

4.5 

3.4 

3 8 

Accepted 

14 

18 

28.6 

20 

11.1 

% of  total  Blacks 

21.2 

27.7 

29,9 

Admitted 

1 1 

15 

36.4 

17 

13,3 

% of  accepted  Blacks 

78.6 

83.3 

85.0 

% of  applicant  pool 

16.7 

23.1 

25.4 

% of  class 

2 0 

2.5 

2.6 

Mexican-American  applicants 

123 

125 

1.6 

115 

(8.0) 

% of  total  applicants 

6.7 

6.6 

6.5 

Accepted 

40 

59 

47.5 

56 

(5,1) 

% of  total  Mexican-Americans 

32.5 

47.2 

48.7 

Admitted 

28 

38 

35,7 

44 

15.8 

% of  accepted  Mexican-Americans 

70.0 

64.4 

78.6 

% of  applicant  pool 

22.8 

30.4 

38.3 

% of  class 

5.0 

6.4 

6.6 

Other 

74 

101 

36.5 

93 

(7.9) 

% of  total  applicants 

4.3 

5.3 

5.2 

Accepted 

19 

30 

57.9 

31 

3.3 

% of  total  other 

25.7 

29.7 

33,3 

Admitted 

17 

27 

58  8 

26 

(3.7) 

% of  accepted  other 

89.5 

90.0 

83.9 

% of  applicant  pool 

23.0 

26  7 

28.0 

% of  class 

3.0 

4.5 

3.9 

Age 

20  & Under 

62 

70 

12.9 

47 

(32.9) 

% of  total  applicants 

3.4 

3.7 

2,6 

Accepted 

27 

40 

48.1 

22 

(45.0) 

% of  total  group 

43.5 

57.1 

46,8 

Admitted 

26 

31 

19.2 

16 

(48,4) 

% of  accepted  age  group 

96.3 

77.5 

72.7 

% of  applicant  pool 

41.9 

44.3 

34,0 

% of  class 

4.6 

5.2 

2.4 

21  through  25 

1,452 

1,505 

3.7 

1,420 

(5.6) 

% of  total  applicants 

78.5 

79.1 

79.7 

.6 

Accepted 

567 

582 

2.6 

673 

15,6 

% of  total  group 

39.0 

38.7 

47.4 

Admitted 

469 

487 

3.8 

574 

17.9 

% of  accepted  age  group 

82.7 

83.7 

85.3 

% of  applicant  pool 

32.3 

32.4 

40.4 

% of  class 

83.6 

81  6 

86.3 

26  through  30 

276 

264 

(4.3) 

248 

(6.1) 

% of  total  applicants 

14.9 

13.9 

13  9 

Accepted 

68 

70 

2.9 

73 

(4.3) 

% of  total  group 

24.6 

26.5 

29,4 

Admitted 

59 

59 

0 

64 

8.5 

% of  accepted  age  group 

86  8 

84.3 

87.7 

% of  applicant  pool 

21.4 

22.3 

25.8 

% of  class 

10.5 

9.9 

9.6 

Over  30 

59 

64 

8 5 

66 

3.1 

% of  total  applicants 

3.2 

3.4 

3.7 

Accepted 

1 1 

22 

50.0 

1 1 

(50.0) 

% of  total  group 

18.6 

34.4 

16.7 

Admitted 

7 

20 

185.7 

11 

(45.0) 

% of  accepted  age  group 

63.6 

90.9 

100.0 

% of  applicant  pool 
% of  class 

11.9 

1.2 

31,3 

3.4 

16.7 

1.7 
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3.  Academic  characteristics— applicant  pool. 


1975 

1976 

1977 

No. 

No. 

% change 

No. 

% change 

GPA:  3 51  or  Over; 

MCAT:  601  or  Over 

195 

241 

23.6 

317 

31.5 

% of  total  applicants 

10.5 

12.7 

17.8 

Accepted 

186 

230 

23.7 

282 

22.6 

% of  total  group 

95.4 

95.4 

89.0 

Admitted 

138 

171 

23.9 

225 

31.6 

% of  accepted 

74.2 

74.3 

79.8 

% of  applicant  pool 

70.8 

71.0 

71.0 

% of  class 

24.6 

28.6 

33  8 

GPA:  3.31-3.50: 

MCAT:  551  or  Over 

409 

471 

15.2 

494 

4.9 

% of  total  applicants 

22.1 

24.8 

27.7 

Accepted 

284 

288 

1.4 

299 

3.8 

% of  total  group 

69.4 

61.1 

60.5 

Admitted 

246 

253 

2.8 

267 

5.5 

% of  accepted 

86.6 

87.8 

89.3 

% of  applicant  pool 

60.1 

53.7 

54.0 

% of  class 

43.9 

42.4 

40.2 

GPA:  3.01-3.30: 

MCAT:  451  or  Over 

774 

791 

2.2 

631 

(20.2) 

% of  total  applicants 

41.9 

41,6 

35.4 

Accepted 

170 

163 

(4.1) 

160 

(1.8) 

% of  total  group 

22.0 

20.6 

25.4 

Admitted 

149 

142 

(4.7) 

138 

(2.8) 

% of  accepted 

87.6 

87  1 

86.3 

% of  applicant  pool 

19.3 

18.0 

21.9 

% of  class 

26.6 

23  8 

20.8 

GPA:  3.00  or  Under: 

MCAT : 451  or  Over 

299 

247 

(17,4) 

226 

(8.5) 

% of  total  applicants 

16.2 

13.0 

12.7 

Accepted 

25 

26 

4.0 

33 

26.9 

% of  total  group 

8.4 

10,5 

14.6 

Admitted 

21 

25 

19.0 

31 

24.0 

% of  accepted 

8.4 

96.2 

93.9 

% of  applicant  pool 

7.0 

10.1 

13.7 

% of  class 

3.7 

4.2 

4.7 

GPA:  3.01  or  Over: 

MCAT:  450  or  Under 

54 

64 

18.5 

46 

(28.1) 

% of  total  applicants 

2 9 

3.4 

2.6 

Accepted 

5 

7 

40  0 

4 

(42.9) 

% of  total  group 

9.3 

10.9 

8.7 

Admitted 

4 

6 

50.0 

4 

(33.3) 

% of  accepted 

80.0 

85.7 

100.0 

% of  applicant  pool 

7.4 

9,4 

8.7 

% of  class 

,7 

1.0 

.6 

GPA:  3.00  or  Under: 

MCAT:  450  or  Under 

101 

70 

(30  7) 

52 

(25.7) 

% of  total  applicants 

5.5 

0 

2.9 

Accepted 

2 

0 

0 

1 

0 

% of  total  group 

5.0 

0 

1.9 

Admitted 

2 

0 

0 

0 

0 

% of  accepted 

100.0 

0 

0 

% of  applicant  pool 

2.0 

0 

0 

% of  class 

,4 

0 

0 

Scores  Unknown 

17- 

19 

11.8 

15 

(21.1) 

% of  total  applicants 

9 

1.0 

.8 

'One  Admitted. 
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percentage  of  those  accepted  with  such  scores  has 
increased;  and  practically  everyone  accepted  has  been 
admitted.  In  1975,  4.0%  of  the  class  was  comprised  of 
such  students,  but  the  figure  had  risen  to  4.7%  in  1977. 

Fig  4 compares  Texas  data  with  US  figures'  regarding 
sex  and  ethnic  background  of  first-year  students  in  1977. 
In  making  the  comparisons,  it  must  be  remembered  that 
Texas  figures  include  only  legal  residents  of  the  state. 
However,  91 .2%  of  the  state's  1 977  class  was  made  up  of 
Texas  residents. 

The  percentage  of  female  students  in  the  US  (25.6%)  is 
slightly  greater  than  in  Texas  (22.7%). 

In  comparing  the  major  ethnic  groups,  only  US  citizens 
and  Texas  residents  were  considered.  The  percentages 
of  Caucasian  medical  students  in  the  US  (86.5%)  and  in 
Texas  (86.9%)  were  virtually  the  same.  The  percentages 
of  Blacks  in  US  schools  and  Mexican-Americans  in  Texas 
schools  were  almost  the  same,  due  to  the  large  Mexican- 
American  population  in  Texas.  Other  ethnic  groups  repre- 


sented a slightly  larger  percentage  of  US  students  than 
Texas  students. 

The  University  of  Texas  System  includes  only  four  of 
the  seven  medical  schools  in  Texas.  To  understand  fully 
the  outcome  from  the  UT  System  applicant  pool  of  Texas 
residents,  it  is  important  to  consider  those  applicants 
accepted  to  other  medical  schools.  It  should  be  empha- 
sized that  the  applicant  pool  represents  only  those  stu- 
dents applying  to  one  or  more  of  the  UT  System  schools. 


4.  Demographic  characteristics — US  & Texas  first-year  students — 1977 


US 

Texas 

No. 

% 

No-t 

% 

Sex 

Male 

12,600 

74,4 

514 

77.3 

Female 

4,130 

25.6 

151 

22.7 

Total 

16,136' 

100.0 

665 

100.0 

Ethnic  Background 

Caucasian 

13,732 

86.5 

578 

86.9 

Black 

1,085 

6 8 

17 

2.6 

Mexican- American 

246 

1,6 

44 

6.6 

Other 

81 5t 

5.1 

26 

3.9 

Total 

15,878 

100.0 

665 

100,0 

'Includes  foreign  students, 
t Includes  only  US  students, 
t Includes  only  Texas  residents. 

5.  Summary  of  admissions— UT  system  applicant  pool." 

1975 

1976 

1977 

No. 

No. 

% change 

No. 

% change 

Total  Applicants 

1,849 

1,903 

2.9 

1,781 

(6.4) 

Accepted:  UT  System 

673 

714 

6.1 

779 

9.1 

Admitted:  UT  System 

561 

597 

6.4 

665 

11.4 

Admitted:  Baylor 

70 

81 

15.7 

79 

(2.5) 

Admitted:  Texas  Tech 

4 

1 

(75.0) 

0 

0 

Admitted:  Texas  A&M 

0 

0 

0 

2 

0 

Admitted:  Other  Medical 

16 

17 

6.3 

19 

11.8 

Subtotal 

651 

696 

6.9 

765 

9.9 

Other  Applicants:  UT  Systemf 

Admitted:  Baylor 

18 

12 

(33,3) 

19 

58.3 

Admitted:  Texas  Tech 

29 

36 

(24.1) 

35 

(2.8) 

Admitted:  Texas  A&M 

0 

0 

0 

0 

0 

Admitted:  Other  Medical 

38 

30 

(21.1) 

24 

(20.0) 

Subtotal 

85 

78 

(8,2) 

78 

0 

Total  Admitted 

736 

774 

5.2 

843 

8.9 

Percent  of  Applicant  Pool 

39,8 

40.7 

47.3 

'Figures  obtained  from  AAMC  Division  of  Student  Services  Master  Acceptance  Lists. 

tThis  group  includes  many  students  who  withdrew  their  applications  from  UT  prior  to  a decision.  It  is  not  synonymous  with  the  group  of  applicants 
rejected. 
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and  that  the  other  Texas  schools  may  have  additional 
applicants  who  are  Texas  residents. 

Fig  5 includes  a summary  of  the  UT  System  applicant 
pool.  Note  that  40%  of  the  total  applicant  pool  was  ad- 
mitted to  an  American  medical  school  in  1975,  41%  in 

1976,  and  48%  in  1977.  No  attempt  was  made  to  identify 
those  applicants  who  might  have  been  admitted  to  a for- 
eign school  since  they  are  not  accredited  by  US  stan- 
dards. Fig  5 illustrates  that  there  are  not  large  numbers  of 
qualified  applicants  that  do  not  obtain  admission  to  an 
American  school. 

Discussion 

The  data  presented  are  for  local  residents  of  Texas  only 
and  only  for  the  four  medical  schools  of  the  UT  System. 
There  are  several  points  of  both  interest  and  concern  for 
the  future. 

First,  the  applicant  pool  has  decreased  in  size  from 
1975  to1977  by  6.4%,  while  the  class  sizes  have  in- 
creased. One  of  the  common  misconceptions  is  con- 
cerned with  the  volume  of  applicants  for  the  positions 
available.  One  reason  for  this  is  the  multiplicity  of  appli- 
cations submitted  by  each  applicant.  Indeed,  the  very 
existence  of  the  MDAC  enhances  this  possibility.  In  1977, 
47.3%  of  the  available  applicants  actually  enrolled  in  a 
medical  school.  In  a selective  program  like  medicine,  this 
could  be  of  concern,  but  later  data  are  reassuring. 

The  acceptance  rate  for  female  applicants  consistently 
exceeds  that  of  male  applicants  although  the  percentage 
of  the  class  actually  admitted  hovers  around  20%. 

Of  the  three  major  ethnic  groups,  Mexican-Americans 
have  the  highest  acceptance  rate,  yet  the  lowest  admis- 
sion rate,  since  one  out  of  five  accepted  chose  not  to 
enroll  in  a UT  school. 

The  data  related  to  age  group  is  consistent  with  the 
expected  distribution. 

In  general,  the  demographic  characteristics  of  the  ad- 
mitted group  are  quite  consistent  with  those  of  the  appli- 
cant pool,  indicating  the  absence  of  bias. 

Encouraging  is  the  observation  that  the  decrease  in  the 
applicant  pool  results  from  a decrease  in  the  number  of 
applicants  with  poorer  academic  credentials.  Indeed,  the 
number  of  applicants  with  less  than  a “B  ” average  de- 
creased from  400  in  1975  to  278  in  1977,  and  those  with 
an  MCAT  score  of  450  or  less  (considered  by  many  to  be 
a minimum  score)  decreased  from  155  in  1975  to  98  in 

1977.  Meanwhile,  there  has  been  a corresponding  in- 


crease in  those  with  good  to  excellent  credentials.  An- 
other popular  belief  is  that  GPA  and  MCAT  are  the  only 
criteria  used  by  admission  committees.  Fig  3 indicates 
that  in  1977  only  89%  of  the  applicants  with  GPA  of  3.51 
or  better  and  MCAT  of  at  least  600  were  accepted,  and 
less  than  72%  of  those  students  with  a GPA  of  3.31  or 
better  and  an  MCAT  of  551  or  better  were  accepted,  while 
6.5%  of  those  students  with  less  than  a “B”  average  were 
accepted.  These  results  indicate  that  faculty  are  con- 
cerned with  the  total  credentials  of  applicants. 

Summary 

The  process  for  selecting  students  for  medical  school  is, 
at  best,  complex.  Hence,  it  is  of  value  to  evaluate  period- 
ically the  results  of  the  process.  This  report  is  an  analysis 
of  the  UT  System  medical  schools’  admission  of  Texas 
residents.  It  indicates  that  the  applicant  pool  is  decreasing 
in  size,  yet  the  number  of  academically  well-qualified 
applicants  is  increasing. 

These  data  indicate  that  the  admissions  processes 
used  by  the  four  UT  medical  schools  are  resulting  in 
medical  classes  that  are  highly  qualified  and  demograph- 
ically  representative  of  the  applicant  pool.  However,  the 
decreasing  size  of  the  applicant  pool  and  the  increasing 
class  size  emphasize  that  class  sizes  should  not  be  fur- 
ther increased  without  efforts  to  enlarge  the  pool  of  qual- 
ified applicants.  Furthermore,  increasing  the  representa- 
tion of  any  specific  demographic  group  will  require  in- 
creasing the  number  of  well-qualified  applicants  from  that 
group.  This  study  would  indicate  that  no  major  changes  in 
the  admission  process  are  needed  at  present.  The  citi- 
zens of  Texas  can  be  reassured  that  the  intellectual  and 
demographic  characteristics  of  the  students  entering  UT 
medical  schools  are  such  as  to  yield  physicians  capable 
of  serving  them  well. 
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and  Dental  Application  Center,  UT  System,  601  Colorado  St,  Austin,  TX 
78701. 
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Come  on  in . 
We’re  open 
for  business! 


Professional  Liability  Insurance  coverage  for  Texas  physicians  who  are  members 
of  the  Texas  Medical  Association  becomes  available  through  the  Texas  Medical 
Liability  Trust  on  January  1 , 1 979.  The  response  from  the  TMA  membership  to  the 
TMLT  solicitation  has  exceeded  the  $1 ,500,000  necessary  to  begin  issuance  of 
coverage. 


***TMLT  offers  NON-ASSESSABLE  OCCURRENCE  PROFESSIONAL  LIABILITY 
COVERAGE  in  limits  up  to  $750,000/$1 ,500,000. 


***TMLT  offers  PRIOR  ACTS  COVERAGE  for  physicians  desiring  to  be  insured 
by  TMLT  but  currently  have  insurance  from  a company  which  offers  a 
“claims-made”  policy. 

***TMLT  offers,  through  our  reinsurance  broker,  $1 ,250, 000/$1 ,250,000 
EXCESS  COVERAGE  which  is  available  to  those  physicians  who  purchase 
maximum  limits  of  $750,000/$1 ,500,000  from  TMLT. 


WE  ARE  IN  BUSINESS  and  TMLT  congratulates  the  members  of  the  Texas 
Medical  Association  who  have  participated  in  the  program  and  made  it  a reality. 

For  Information  Contact 

“A  health  care  liability  claim  trust 
created  by  the  Texas  Medical  Association" 

mur 

TEXAS  MEDICAL  LIABILITY  TRUST 

21 1 East  7th  • Austin.  Texas  78701  • (512)  472-3322 
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TMA’s  Conference  on 
Medical  Legislation* 
covers  the  Capital 

TMA  Cassette  Tapes  cover 
the  conference 

Watch  for  a tape  order  form 
in  the  February  issue  of 
Texas  Medicine 


ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  ytig/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful =5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 


*scheduled  Jan.  20  in  Austin 
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A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  1(X)17 
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Economical 


AntimintK 

(pyrantel  pamoate) 


equivalent  to  50  mg  pyr^ntel/ml 
ORAL  SUSPENSION 

Please  see  brief  summary  of  prescribing  information  on 


jfacing  page 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ihuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

T4ie  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  G1  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

'The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


© 1978  The  Upiohn  Company 


Motrin 400 itf| 

ibuprofeaUpphn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


The  confidence  that  connes  from  experience- 
one  more  reason  to  prescribe 


otrin 

ibuprofen,Upohn 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 


Contraindications;  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Mofrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers;  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain* 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic;  Decreased  appetite, 
edema  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIDNS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 


Gastrointestinal;  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses; 
Amblyopia  (see  PRECAUTIDNS).  Hematologic;  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal;  Decreased  creatinine  clearance, 
polyuria,  azotemia. 


Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day. 


How  Supplied 

Motrin  Tablets.  300  mg  (white) 
Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 
Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 


NDC  0009-0733-01 
NDC  0009-0733-02 

NDC  0009-0750-01 
NDC  0009-0750-02 
NDC  0009-0750-06 
NDC  0009-0750-26 


Caution:  Federal  law  prohibits  dispensing  without  prescription. 

NIM-3 
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The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Some 
people 
can’t 
see  our 
name. 


Prevent 

Blindness. 


Every  12  minutes  someone  goes 
blind.  Yet,  half  of  all  blindness  is 
needless.  Early  eye  care  for  child- 
ren can  correct  amblyopia.  Glau- 
coma can  be  arrested . . . sight  lost 
to  cataracts,  restored.  Blinding  eye 
injuries  can  be  dramatically  re- 
duced by  safety  precautions.  These 
all  add  up  to  saving  precious  sight. 
For  more  information  write: 
National  Society  for  the  Prevention 
of  Blindness,  79  Madison  Avenue, 
New  York,  NY  10016. 
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PREVENT  BUNONESS® 


DEATHS 


G.  P.  Baker 

Gordon  Pomeroy  Baker,  MD,  Dallas,  died  Sept  15,  1978, 
in  an  automobile  accident.  Dr  Baker,  47,  an  orthopedic 
surgeon,  was  a member  of  Dallas  County  Medical 
Society, 

Born  in  Bastrop,  La,  he  was  graduated  from  Rice  Uni- 
versity in  1952  and  from  UT  Medical  Branch  in  1956. 
During  1956-1958,  he  served  an  internship  at  Jackson 
Memorial  Hospital,  Miami,  Fla,  and  a residency  at  Metho- 
dist Hospital  of  Dallas.  Following  two  years  active  duty 
in  the  Air  Force  at  Laredo  Air  Force  Base,  Tex,  Dr  Baker 
returned  to  Dallas  to  begin  orthopedic  surgery  residency 
training  at  Baylor  University  Medical  Center,  Parkland 
Memorial  Hospital,  and  Texas  Scottish  Rite  Hospital  for 
Crippled  Children.  He  opened  his  office  in  Dallas  in  1964. 

Dr  Baker  is  survived  by  his  wife,  Beverly  Moore  Baker; 
son,  Gordon  Frederick  Baker;  daughter,  Helen  Shannon 
Baker;  and  father,  Gordon  Lee  Baker,  all  of  Dallas;  and  a 
brother,  Walter  Lee  Baker,  San  Antonio. 

J.  R.  Carroll 

James  Ralph  Carroll,  MD,  an  Amarillo  family  physician, 
died  Sept  27,  1978.  Dr  Carroll,  71,  was  a past  president  of 
the  Potter-Randall  Counties  Medical  Society. 

A native  of  Saginaw,  Ark,  he  was  a graduate  of  The 
University  of  Texas  at  Austin  (1928)  and  UT  Medical 
Branch  (1931).  After  serving  an  internship  at  Roper  Hos- 
pital in  Charleston,  SC,  he  practiced  in  Claude,  Tex.  He 
moved  to  Amarillo  in  1938. 

Dr  Carroll  is  survived  by  his  daughters,  Cynthia  Patter- 
son and  Alexis  Wells,  both  of  Amarillo;  and  Carolyn 
Schwartz,  Colorado  Springs,  Colo;  brother.  Perry  B. 
Carroll,  Dallas;  sister,  Roberta  Underwood,  Newport 
Beach,  Calif;  and  seven  grandchildren. 

E.  E.  Garrett 

Edwin  Everett  Garrett,  MD,  a long-time  Houston  resident, 
died  Sept  3,  1978.  The  ophthalmologist  was  a member 
of  Harris  County  Medical  Society.  A past  chairman  of 
The  Texas  Society  for  Prevention  of  Blindness,  Dr  Garrett 
received  the  Distinguished  Service  Award  from  the  Soci- 
ety. 

A native  of  Doland,  SD,  Dr.  Garrett,  62,  attended  Dakota 
Wesleyan  University  in  Mitchell,  SD,  and  Southern  Metho- 
dist University,  Dallas.  He  received  his  medical  degree 
from  UT  Medical  Branch  in  1943.  He  held  an  internship 
and  assistant  residency  at  Barnes  Hospital,  St  Louis,  and 


a residency  in  ophthalmology  at  Jefferson  Davis  Hospital, 
Houston.  He  was  an  assistant  instructor  in  ophthalmology 
at  Washington  University  in  St  Louis  before  moving  to 
Houston  in  1946. 

Dr  Garrett  served  in  the  National  Guard  in  South  Da- 
kota and  in  the  US  Navy.  He  was  a captain  in  the  US 
Air  Force  stationed  in  Wiesbaden,  Germany. 

Survivors  include  his  wife,  Vera  Mae  Garrett,  Houston; 
son,  Edwin  E.  Garrett,  Jr,  Red  Rock,  Tex;  two  sisters; 
one  brother;  two  nephews;  and  one  niece. 

A.  A.  Grebe 

Alfred  A.  Grebe,  MD,  72,  San  Antonio,  a member  of 
Bexar  County  Medical  Society,  died  Sept  16,  1978.  The 
orthopedic  surgeon  was  a retired  US  Army  colonel. 

A native  of  West  Point,  Tex,  Dr  Grebe  was  a 1926 
graduate  of  The  University  of  Texas  College  of  Pharmacy 
and  a 1932  graduate  of  UT  Medical  Branch.  His  intern- 
ships were  at  Robert  B.  Green  Memorial  Hospital,  San 
Antonio,  and  City  County  Hospital,  El  Paso.  He  served 
in  the  US  Army  for  21  years. 

Survivors  include  Dr  Grebe's  wife,  Louise  Lively  Grebe; 
and  stepdaughter,  Lee  Fuller,  both  of  San  Antonio;  a 
sister,  Helen  Sloan,  Houston;  three  stepgrandsons;  and 
a number  of  nieces  and  nephews. 

L.  Hooker 

Lyle  Hooker,  MD,  a retired  Houston  ophthalmologist, 
died  Sept  5,  1978.  A member  of  Harris  County  Medical 
Society,  he  was  a past  president  of  the  Texas  Society 
of  Ophthalmology  and  Otolaryngology. 

Dr  Hooker,  77,  a native  of  Cleburne,  Tex,  moved  to 
Houston  in  1911  and  attended  public  schools  there.  After 
receiving  his  premedical  education  at  The  University  of 
Texas  at  Austin,  he  attended  UT  Medical  Branch.  After 
graduation  in  1925,  he  interned  at  Jefferson  Davis  Hos- 
pital. Houston.  He  completed  postgraduate  studies  in 
ophthalmology  at  St  Louis  University  and  Washington 
University,  St  Louis.  After  returning  to  Houston,  he  prac- 
ticed ophthalmology  until  his  retirement  in  1972. 

Survivors  include  his  wife,  Mary  B.  Hooker,  Houston; 
and  one  sister. 

J.  E.  Rothschild 

Joseph  Eli  Rothschild,  MD,  a Dallas  physician  who  spe- 
cialized in  cardiology  and  internal  medicine,  died  Sept 
15,  1978.  He  was  66. 
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A native  of  Dallas,  Dr  Rothschild  attended  Southern 
Methodist  University  and  Baylor  University  College  of 
Medicine.  He  held  a rotating  internship  at  Touro  Infirmary, 
New  Orleans,  in  1938.  Dr  Rothschild  began  his  residency 
training  at  Tulane  University  School  of  Medicine  where 
he  was  also  an  assistant  instructor  of  pathology  and 
anatomy.  He  completed  a medicine  residency  at  Harlem 
Hospital,  NY,  before  starting  a private  practice  in  Birming- 
ham, Ala.  From  1942  to  1946  he  served  in  the  US  Army 
in  Biloxi,  Miss.  After  completion  of  a medicine  residency 
at  the  McKinney  (Tex)  Veterans  Administration  Hospital, 
he  began  his  practice  of  internal  medicine  in  Dallas  in 
1947. 

Surviving  Dr  Rothschild  are  his  son,  Robert  Rothschild, 
Dallas;  daughters,  Abby  Rothschild,  Portland,  Ore;  Dr 
Jennie  Rothschild,  Oxford,  England;  and  Riki  Zide,  New 
Orleans,  La;  two  sisters;  and  one  grandchild. 

M.  Rottenstein 

Max  Rottenstein,  MD,  a long-time  resident  of  Laredo, 
died  Sept  16,  1978.  A member  of  Webb-Zapata-Jim  Hogg 
Counties  Medical  Society,  he  was  the  former  chief  of 
medical  staff  at  Mercy  Hospital  in  Laredo. 

Dr  Rottenstein,  81,  was  born  in  Kiskunfelegyhza,  Hun- 
gary, and  attended  Pazman  Pater  University  Medical 
School.  During  World  War  I,  he  entered  military  service 
and  rose  to  the  rank  of  captain.  He  served  an  internship 
at  St  Stephen’s  Hospital  in  Budapest  and  a residency  at 
the  Prope  Deutcheschen  Klinik.  He  moved  to  Mexico  in 
1926  to  practice  in  the  mining  communities  of  Aguas- 
calientes  and  Fresnillo.  In  1937  he  moved  to  Laredo  and 
became  the  first  member  in  the  American  Heart  Associa- 
tion from  that  area. 

Survivors  include  Dr  Rottenstein’s  son,  Richard  Rotten- 
stein, Chicago,  III;  daughter.  Carmen  Schneidler,  Laredo; 
sister,  Ilona  Rostas,  Chicago,  III;  four  grandchildren;  and 
several  nieces  and  nephews. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


G.  P.  BAKER 
Dallas,  1930-1978 

J.  R.  CARROLL 
Amarillo,  1907-1978 

E.  E.  GARRETT 
Houston,  1915-1978 


A.  A.  GREBE 

San  Antonio,  1906-1978 

L.  HOOKER 
Houston,  1901-1978 


J.  E.  ROTHSCHILD 
Dallas,  1912-1978 

M.  ROTTENSTEIN 
Laredo,  1897-1978 


N MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME 

ADDRESS 

CITY  AND  STATE 


NAME 

ADDRESS 

CITY  AND  STATE 
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Physicians  and  medical  leaders  in 
Texas  are  paving  the  way  in  health 
care  cost  containment. 

Let  us  show  you  how  we  are  paving 
the  way  in  auto  leasing.  Our  pro- 
gram offers  significant  assists  to 
tax,  cash  flow  and  overhead  prob- 
lems. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


Texas  Medical  Association 
Automobile  Lease  Program 


Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  • Ft.  Worth,  Texas  76101  • 817/335-6471 
Lowell  Lebermann  Lincoln-Mercury  • 900  W.  Sixth  Street  • Austin,  Texas  78763  • 512/472-8401 
Main  Lincoln-Mercury  (Trans-Mountain  Leasing)  • 1123  N.  Main  • San  Antonio,  Texas  78295  • 512/227-5309 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/777-3816 


lOO  mg.  Darvon-N'  (prcpoxyphene  napsylde) 

650  mg.  acetaminophen 


Additional  Information  available 
to  the  profession  on  request  from 
Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Eli  Lilly  and  Company,  Inc. 
Carolina,  Puerto  Rico  00630 


• • 


contains  no  aspirin 

tablets 


Darvocet-N^KX)  cv 


Hie  arfof  the  heai^^^ 

' '^^rt’,’attorig^nal  com- 
position l^the  contemporary 
American  graphic  artist, 
Joseph  Harris. 


Persantine  is  a non-nitrate 
coronary  vasodilator,  with 
no  known  contraindications,^ 
for  the  long-term  therapy  ' 
of  chronic  angina  pectorig^  J 
The  key  to  Persantine  eff^^ 
give  enough  . .long  0OugA 


Peisantine* 

(dcvrdamole) 


‘INDICATIONS— Based  on  a review  of  this 
drug  by  the  National  Academy  of  Science- 
National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indication 
as  follows: 

"Possibly " effective:  For  long-term  therapy 
of  chronic  angina  pectoris.  Prolonged 
therapy  may  reduce  the  frequency  or  elim- 
inate anginal  episodes,  improve  exercise 
tolerance,  and  reduce  nitroglycerin  require- 
ments. The  drug  is  not  intended  to  abort  the 
acute  anginal  attack. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 


CONTRAINDICATIONS— No  specific  contra- 
indications are  known. 

PRECAUTIONS— Since  excessive  doses  can 
produce  peripheral  vasodilation,  the  drug 
should  be  used  cautiously  in  patients  with 
hypotension 

ADVERSE  REACTIONS— Adverse  reactions 
are  minimal  and  transient  at  recommended 
dosages.  Instances  of  headache,  dizziness, 
nausea,  flushing,  weakness  or  syncope,  mild 
gastrointestinal  distress  and  skin  rash  have 
been  noted  during  therapy  Rare  cases  of  what 
appeared  to  be  an  aggravation  of  angina  pec- 
toris have  been  reported,  usually  at  the  initia- 
tion of  therapy.  On  those  uncommon  occasions 
when  adverse  reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medication  has 
been  followed  promptly  by  cessation  of  unde- 
sirable symptoms. 

DOSAGE  AN  D ADM  I N ISTRATI  ON  -The  rec- 
ommended dosage  is  50  mg  (2  tablets)  three 
times  a day,  taken  at  least  one  hour  before 
meals.  In  some  cases  higher  doses  may  be  nec- 
essary but  a significantly  increased  incidence 
of  side  effects  is  associated  with  increased  dos- 
age. Clinical  response  may  not  be  evident 
before  the  second  or  third  month  of  continuous 
therapy 


mimn- 


Announcing  the  6th  Annual 

February  13-17.  1 979  InQ,  Taos,  New  MeKfco 

14  hours  CME  credit  applied  tor  from  AAlF^Vfd 
Topics  covering  Exercise  and  the  Heart  {6  hrs  ) * ^ 

Gastroenterology  (4  hrs  ) New  Drug  Therapy  & TraiimiT - 
Additional  activities  with  special  tour-day  group  rates  sche^ft(||ggT73f^r  Sl^'^lley 

Advance  registration  required  Registration  fee  of  $100  00 1 
two  each  morning  and  two  hosted  receptions.  Registrar 
Limited  to  100  participants 

For  further  information  contact  j. 

Albuquerque  & Bernalillo  County  Medial  Ass&cii 
2650  Yale  Blvd  . SE  Suite  103 
Albuquerque,  New  Mexico  87106  Phon|fc 


nt^greakfast  for 
tniiSy  31.  1979 


THERE  J§  A DIFFERENCE 


EDUCATIONAL  CENTER 
TEST  PREPARATION  SPECIALISTS  SINCE  1938 


Austin  512/458-5433 
Dallas  214/750-0317 
Houston  713/665-4875 


College  Station  713/846-1322 
El  Paso  915/533-0520 
Lubbock  806/799-6104 


Tablets  of  25  mg 

For  complete  details,  please  see  the  full  pre- 
scribing information. 


San  Antonio  512/349-2923 


Boehringer  Ingelheim 

Boehringer  Ingelheim  Ltd 
Ridgefield.  CT  06877 


\ 

Help  gour 
Heart... 

Help  gour 
Heart  Fund 

American  Heart  Association 
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Caruth  Memorial  Hospital 

□ Medical  Rehabilitation  Services  Hemiplegia,  Secondary  to  Stroke^ 


□ Psycho-Social  Service 

□ Vocational  Rehabilitation 
Services 

□ Spinal  Pain  Program 


Spinal  Cord  Injuries  / Head 
Injuries  / Amputations  / 
Orthopedic  and  Neurologic 
Disorders  / Chronic  Pain 
Disorders 


President:  Raymond  L.  Dabney 
Medical  Director:  James  L. 
Johnson,  M.D. 

Asst.  Medical  Director:  Robert  D. 
Bickel,  M.D. 

Dir.  Spinal  Pain  Program: 

David  K.  Selby,  M.D. 


Accredited  by:  Joint  Commission 
on  Accreditation  of  Hospitals 
Commission  on  Accreditation  of 
Rehabilitation  Facilities 


ftEHA0lLlTATtON 

INSTITUTE 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY.  JR,,  M D. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D  , F A C. A. 

DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M D.,  F.A.A.D.- 
J.  D.  SMITH,  M D..  F.A.A.D.* 

FAMILY  PRACTICE 

ENNIS,  TEXAS 

W.  B KINZIE,  M.D.,  D.A.B.F.P, 

BILL  R LEE.  M.D..  D A B.F.P 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.' 

E.  SCOTT  MIDDLETON,  M.D.,  F A C S.' 
ROSS  B.  REAGAN,  M.D.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.' 

JAMES  F,  WITTEN,  M.D..  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 

KENT  ROGERS,  M.D.* 

JACK  B.  BANKHEAD,  M D * 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M D.,  F A.C.O.G.* 

NEAL  GREEN,  M.D.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A  O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F A. A. 0.0. 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D  * 

OTOLARYNGOLOGY 

SONLEY  R.  LEMAY,  JR..  M.D.,  F.A.A.O.O.* 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D  * 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

JAMES  E.  SPEIER.  M.D.,  F A A.P.* 

MASON  P,  GILFOIL,  M.D. 

THORACIC  SURGERY 

ROSS  B REAGAN,  M D * 

UROLOGY 

ALEXANDER  B DOUGLASS,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


*DIPLOMATE  OF  THE  AMERICAN  BOARD 


107 


BLUEBONNET  PSYCHIATRIC 

CENTER 

P.  0.  Box  646 

713/822-7326 

BRYAN,  TEXAS 

John  Kinross-Wright,  M.D. 

Psychiatric  Hospital 

Ann  Hughes,  M.D. 

Outpatient  Department 

Glenn  Hirsch,  M.D. 

Adolescent  Unit 

The  Brown  Schools: 
Specialists  in 
Residential  Treatment 

Residential  treatment  has  be- 
come highly  specialized  in  the 
field  of  mental  health.  It  is  a 
specific  treatment  modality  for 
those  who  need  a totally  planned 
and  structured  environment. 

The  Brown  Schools  has  de- 
veloped a wide  range  of  profes- 
sional services  that  can  be 
utilized  to  implement  an  indi- 
vidually planned  residential 
treatment  program.  The  degree 
of  structure  and  protection,  the 
intensity  of  therapy,  the  methods 


of  education  and  training  are 
controlled  and  modified  with  the 
resident’s  changing  needs. 

Professionals  in  the  areas  of 
psychiatry,  psychology,  nursing, 
social  work,  education,  pre- 
vocational  training,  speech 
pathology,  and  recreation  have 
developed  expertise  in  the  spe- 
cific area  of  residential  treat- 
ment. Each  service  area  is  de- 
signed as  a component  of  an 
integrated  therapeutic  milieu. 

The  three  residential  treatment 
centers  of  The  Brown  Schools 
provide  complete  programming 
for  those  in  need  of  twenty-four 
hour  care.  Services  are  available 


for  children,  adolescents,  and 
adults  with  emotional  distur- 
bance, mental  retardation,  and 
neurological  impaimient.  Two 
small  group  homes  in  Austin 
provide  for  reintegration  into  the 
community  and  complement  the 
services  offered  in  the  other 
centers. 

For  information,  write: 

Director  of  Admissions 
Department  K-1 
The  Brown  Schools 
P.O.  Box  4008, 

Austin,  Texas  78765. 

Toll  Call:  (512)  478-6662 
Out  of  State  Free:  (800)  531-5305 
From  Texas  Free:  (800)  252-5404 


BROWN 

SCHOOLS 

An  equal  opporlunit\  employer . 

All  our  prof^rams  are  accredited  b\ 
the  appropriate  Councils  of  the  Joint 
Commission  on  Accreditation  of 
Hospitals. 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $17.50  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Clinics 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendra  J.  Belli.  MD 
John  M.  Church.  MD 
Thomas  J.  Coleman.  MD 
Robert  R.  Dickey.  MD 
Ferd  E.  Garrison.  Jr.  MD 
Cortell  E.  Holsapple.  MD 
John  E.  Johnson.  Jr,  MD 
O.  M.  (Jack)  Phillips.  MD 


GENERAL  SURGERY 
John  H.  Sewell.  MD 
Robert  L.  Sewell,  MD 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp.  MD 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  MD 
Dixon  Presnall.  MD 
Harry  H.  Whipp,  MD 


FIFTH  AVENUE  CUNIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout.  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Jr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 

RADIOLOGY 
Otto  H.  Grunow,  MD 


MEDICAL  ASSOCIATES  OF  CORPUS  CHRISTL  PA 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 


Telephone  883-7411 

FAMILY  MEDICINE 
Travis  B.  Phelps,  MD,  FAAFP 
T.  D.  Harvey,  MD,  ABFP 
H.  R.  Rose,  MD,  ABFP 
C.  L.  Vernor,  MD 
Frederick  S.  Maurer,  MD 

ORTHOPEDIC  SURGERY 
C.  M.  Yanez,  MD,  FACS 


INTERNAL  MEDICINE 
G.  A.  Reeves,  MD 
Pruett  Moore,  Jr,  MD 
Mark  G.  Strauss,  MD 
James  C.  Hines,  MD 

EXECUTIVE  DIRECTOR 
Gene  Hybner 

DIRECTOR  OF  NURSES 
Pat  Parker,  RN 


MALONE  AND  HOGAN  CUNIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
J.  W.  Tipton,  MD 
W.  B.  Allensworth,  MD 
Joseph  F.  Ruda,  MD 

GENERAL  SURGERY 
C.  B.  Marcum,  MD,  FACS 
J.  E.  Mathews,  MD,  FACS 

GENERAL  AND 
VASCULAR  SURGERY 
N.  Rao,  MD,  FICS 

ORTHOPEDIC  SURGERY 
C.  T.  Moore,  MD 


INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr,  MD 
W.  A.  Riley,  MD 
R.  S.  Grillin,  MD 
D.  M.  Logan,  MD 
V.  T.  Smith,  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall,  MD 


PEDIATRICS 
J.  M.  Woodall,  MD 
B.  R.  Owen,  MD,  FAAP 
R.  Marc  Schwarz,  MD 

PSYCHOLOGY 
Ron  Cohorn,  PhD 

DERMATOLOGY 
Merrill  M.  Cooper,  MD 

RADIOLOGY  & NUCLEAR 

MEDICINE 

Buerk  Williams,  MD 

A.  P,  Goswami,  MD 

UROLOGY 

J,  W.  Cowan,  MD 

PODIATRY 
Bradford  Glass,  DPM 

PATHOLOGY 

B.  A.  Campomanes,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler,  MD 

ADMINISTRATION 

R.  L.  Heith,  Administrator 


RUGELEY  AND  BLASINGAME  CUNIC 


Wharton,  Texas 


2100  North  Fulton  Street, 
Telephone  713  532-1700 

ADMINISTRATION 

C,  H.  "Ham”  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  MD 

D.  W.  Samuelson,  MD 
Janet  L.  Strickland,  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 
C.  E.  Woodson,  MD 

PEDIATRICS 
F.  W.  Kolle,  MD 
F.  F.  Regueira,  MD 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr,  MD 
W.  C.  Yankowsky,  MD 

UROLOGY 

H.  Z.  Fretz,  MD 
GYNECOLOGY 
J.  A.  Wall,  MD 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  MD 
H.  E.  Secor,  MD 
C.  J,  Landivar,  MD 

OPHTHALMOLOGY 

V.  A.  Black,  MD 

OTOLARYNGOLOGY 

J.  L.  Holcomb,  MD 

ORTHOPEDIC  SURGERY 

£.  T.  Smith,  MD 

ANESTHESIOLOGY 

C.  G.  Spears,  MD 

DENTISTRY 

J.  R,  Kieler,  Jr,  DDS 

PATHOLOGY— CONSULTANT 

H.  M.  Perches,  MD 

RADIOLOGY— CONSULTANT 

L.  D.  O'Gorman,  MD 


HOUSTON  HEADACHE  CUNIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 


TMA  Members  Retirement  Trust 


Remind  ■your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians'  Directory." 


. . . Another  service  of  your  association 


TEXAS  MEDICINE 


DIAGNOSTIC  CUNIC  OF  HOUSTON 


McGovern  allergy  cunic 


6448  Fannin,  Houston,  Texas  77030 
Telephone  713  797-9191 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen.  MD 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold/  MD 
Hugh  H.  Hanson.  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland.  MD 
Boguslaw  Godlewski.  MD 

DERMATOLOGY 
Samuel  F.  Bean.  MD 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan.  MD 
Thomas  G.  Vandivier.  MD 
Raymond  L.  Gregory,  MD 
R.  Frederick  Gregory.  MD 
Thomas  J.  Hanson.  MD 
Richard  D.  Jablonski,  MD 

GERIATRICS 
Frederick  G.  Dorsey.  MD 

GASTROENTEROLOGY 
Dolph  L,  Curb.  MD 
W.  Tom  Arnold.  MD 
Belton  G.  Griffin.  MD 
Frederick  R.  Lummis.  Jr.  MD 
Dean  C.  Solcher.  MD 
Michael  Gagliardi.  MD 
Frieder  Wuerth,  MD 

HEMATOLOGY 
Edmund  N.  Gouldin.  MD 
George  T.  Conklin.  MD 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Ir.  MD 
George  Burnazian.  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 
Jeffrey  Zatorski.  MD 
James  V.  Ryan,  MD 
Ronald  R.  Galfione,  MD 
Paul  T.  Forth.  MD 


NEPHROLOGY 
K.  Ronald  Bingman.  MD 
R.  Robert  Durrett.  MD 
Matthew  J.  Godlewski.  MD 
Garry  Hagstrom.  MD 

NEUROLOGY 
Donald  J.  Russell.  MD 
George  Isaacs,  MD 
Ernesto  Infante.  MD 

ONCOLOGY 

Lester  L.  Hoaglin.  Jr,  MD 
Peter  Sullivan.  MD 
Harry  R.  Price.  MD 
Edward  L.  Middleman,  MD 
Martin  J.  Hrgovic,  MD 

PATHOLOGY 

Paul  B.  Radelat.  MD 

Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 
William  M.  Donohue.  MD 
Joel  E.  Reed.  MD 
Gene  R.  Lindley.  MD 
Martin  L.  Kaplan.  MD 
Louis  C.  Waddell,  Jr,  MD 

RADIOLOGY 
William  L,  Hinds.  MD 
Charles  P.  Eldridge,  Jr.  MD 
David  D.  Lawrence.  MD 
Charles  A.  Spain.  MD 
Joe  B.  Wilson.  MD 
Howard  J.  Pollock.  MD 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff.  MD 

RHEUMATOLOGY 
John  E.  Norris.  MD 

ADMINISTRATION 
Robert  B.  Hall, 
Administrator 


Diagnosis  and  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Judith  H.  Marston,  PhD 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 

Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng.  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
James  A.  Ayers,  MD 
Eunice  W.  Chou,  MD 
Albert  Lehmann.  MD 
Gerald  T.  Machinski.  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg,  MD.  PhD 
Calvin  J.  McLerran.  PhD 
Michael  A,  McCormick,  PhD 
Glenna  M.  Kyle,  MS 
Iting  May  Lu,  MS 


IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

Herbert  C.  McKee,  PhD 
Richard  K.  Severs,  PhD 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas.  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
ALLIED  HEALTH  SCIENCES 
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Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025:  713  661-1444 


STUART  ALAN  MASON,  MD,  PA 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 

921  Eighth  Ave,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  MD,  PA  or  C.  David  Meadows,  MD,  PA 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215.  Arlington,  Texas  76012;  817  277-1161 


Allergy 


HOUSTON  ALLERGY  CUNIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Elter,  MD.  FACA,  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD.  FACA.  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD.  FACA.  FAAA,  FAACIA* 

D.  W.  Waddell.  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

*Diplomate  American  Board  of  Allergy  & Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomate  of  the  American  Board  oi  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone;  214  363-7790 


Colon  6t  Rectal  Surgery 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD.  FACA.  Allergy-Dermatology 
W,  A.  Crozier.  MD,  FACA,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


ALVIN  BALDWIN,  JR,  MD 

Diplomate  American  Board  oi  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


HUGH  C .WELSH,  MD 
Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


TMA  Memorial  Library 

. . . Another  service  oi  your  association 
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C.  D.  L.  CROMAR,  MD,  MS,  FRCSE.  FRCSC 

Surgery  of  the  Rectum  and  Colon 

3,  3337  Plainview,  Pasadena,  Texas  77504 

GERALD  A.  CASID,  MD,  PA 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 

Phone  214  272-5451 

FT.  WORTH  PROCTOLOGIC  CUNIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 

Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 

Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7661 

DAVID  S.  PITA,  MD 

Colon  and  Rectal  Surgery 

Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 

3600  Gaston  Ave.,  Suite  411 

Dallas,  Texas  75246 

Telephone  214  821-4300 

WILUS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 

Suite  1154,  Dallas.  Texas  75246;  214  827-5960 

MANUEL  G.  LAGON,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Fort  Worth  Colon  and  Rectal  Clinic,  PA 

Colonoscopy,  Colon  and  Rectal  Surgery 

909  Eighth  Avenue,  Fort  Worth,  Texas  76104;  Telephone  332-1371 

LUCIUS  P.  COOK,  MD 

Diseases  of  the  Skin 

Cancer  of  the  Skin 

Medical  City  II.  Suite  2218,  7777  Forest  Lane 

Dallas,  Texas  75230;  214  661-7655 

L.  C.  PETTA,  MD,  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Endocrinology 

Fiberoptic  Colonoscopy 

Colon  and  Rectal  Surgery 

1556  W.  Magnolia,  Fort  Worth,  Texas  76104;  817  336-2971 

ENDOCRINE  ASSOCIATES  OF  DALLAS, 

Stanley  Feld,  MD 

Richard  Sachson,  MD 

Steven  Dorfman,  MD 

PA 

Dermatology 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

ROGER  W.  MANAR,  MD 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

ZAVEN  H.  CHAKMAKIIAN,  MD 

SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  <S  Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 

Telephone  214  820-2216 

DRS.  PIPKIN  AND  RESSMANN 

I.  Lewis  Pipkin,  MD 

Arthur  C.  Ressmann,  MD 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio.  Texas  78205 

SAM  S.  MILLER,  MD 

Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 

Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur 
San  Antonio,  Texas  78229;  512  696-2700 

Drive. 

JOE  M.  LEHMAN,  MD 

ROBERT  LEHMAN,  MD 

A Professional  Association 

Family  & General  Practice 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 

SAMUEL  SILVA,  MD 

Hair  Transplantation 

DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 

Dallas,  Texas  75230;  Phone  214  661-7460 

4759  South  Freeway,  Fort  Worth,  Texas;  817  923-7374 

CYRIL  H.  SCHULMAN,  MD 

Hair  Transplantation 

TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 

6700  Bellaire  Blvd.,  Suite  F,  Houston,  Texas  77074;  713  771-7293 

TEXAS  MEDICINE 


Gastroenterology 


Gynecology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas.  Texas  75235 
214  358-2545 


RAYMOND  H.  ABRAMS,  MD,  FACOG 

Diplomale  American  Board  of  Obstetrics  and  Gynecology 

Gynecology — Medical  and  Surgical 
Microsurgery 

Breast  Analysis  and  Therapy 

3434  Swiss  Avenue,  Suite  401,  Dallas,  Texas  75204 
Telephone  214  823-1063 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


NISAR  AHMED,  MD 

Gastroenterology,  Gastrointestinal  Endoscopy, 
Gastrointestinal  Oncology 

Twelve  Oaks  Tower.  Suite  930,  4126  Southwest  Freeway, 
Houston.  Texas  77027;  713  961-0115 


General  Surgery 


Hand  Surgery 


L.  Lee  Lankford,  MD  and  Peter  R.  Carter,  MD 
HAND  SURGERY  ASSOCIATION 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower.  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246;  214  823-5351 


ROBERT  E.  BUNATA,  MD,  PA 
B.  I.  WROTEN.  MD 
WILUAM  I.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


BURT  B.  SMITH,  MD.  FACS 
Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025;  523-8323 


BRYAN  V.  WILUAMS,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002;  227-5505 


LeROY  I.  KLEINSASSER,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  821-2356 


Hypnosis 


THE  GLOVER  CUNIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


Neurology 


ROBERT  I.  TURNER,  HI,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth.  Texas  76104;  335-8311 


ROBERT  M.  STECKLER.  MD 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  214  827-9880 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

James  L.  Frey,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J.  Kim,  MD 
Lorenzo  Lorente,  MD 
Ernest  S.  Sears,  Jr,  MD 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4516 
427  West  20th,  Suite  BlOO,  Houston.  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


HOUSTON  SURGICAL  CONSULTANTS 

Robert  Davis,  MD.  FACS,  FRCS,  FICS 
Gail  E.  Burbridge.  MD 

Diplomates  of  the  American  Board  of  Surgery 

General  and  Vascular  Surgery 

430  Park  Plaza  Professional  Building. 

1213  Hermann  Drive,  Houston.  Texas  77004;  713  528-0597 


Texas  Medical  Liability  Trust 


. . . Another  service  of  your  association 
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Neurological  Surgery  Nuclear  Medicine 


jallas  neurosurgical  association 

Neurological  Surgery 

Casey  E.  Patterson.  MD  Phillip  E.  Williams.  Ir.  MD 

Charles  W.  Simpson.  MD  Ira  C.  Denton.  Jr,  MD 

Morris  Sanders.  MD  W.  Robert  Hudgins.  MD 

Jack  Woolf.  MD.  Consultant 

5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg.  Suite  620. 

Dallas.  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905. 
Dallas.  Texas  75231;  214  369-7596 

3600  Gaston  Avenue.  Barnett  Tower.  Baylor  Medical  Plaza.  Suite  310. 
Dallas.  Texas  75246;  214  826-1976 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

G411  South  Main  Street.  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology.  Thyroidology.  Endocrinology. 
Gastroenterology.  Cardiology.  Neurology.  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


JACK  STERN,  MD.  FACS 
GARY  C.  HUTCHISON.  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas.  Texas  75231;  363-8524 


HERBERT  C.  ALLEN,  JR.  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Proiessional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 


Ophthalmology 


Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  I-  Nelson,  MD.  Neurosurgery 
John  T.  O Neal.  MD.  Neurosurgery 

Robert  D.  Schneider,  MD.  Neurology  and  Electroencephalography 
Steven  K.  Crouse.  MD.  Neurology  and  Electroencephalography 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston.  Texas  77030;  713  790-1100 


Richard  S.  Ruiz.  MD,  FACS 
Charles  £.  Russo.  MD.  FACS 
Malcolm  L.  Mazow.  MD,  FACS 
Robert  H.  Stewart,  MD.  FACS 
Robert  B.  Wilkins,  MD.  FACS 


Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen.  MD 
Richard  L.  Kimbrough,  MD 
Charles  A.  Garcia.  MD 


Medical  Plaza  Bldg..  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Raymond  A.  LeBlanc.  MD 
Jack  E.  McCallum.  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD.  DABNS.  FACS 
R.  Gordon  Long,  MD.  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 
3600  Gaston  Avenue — Dallas.  Texas  75246 
Telephone  214  826-7060 


DRS.  ALPAR,  TAYLOR.  HOWELL.  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  MD  Hugh  B.  Currie.  MD 

Coleman  Taylor,  MD  Bruce  L.  Weinberger,  MD 

J.  Franklin  Howell.  Jr,  MD 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo.  Texas 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder.  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  ol  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  PA 


Neurological  Surgery 

James  E.  Bland,  MD 
Martin  L.  Lazar,  MD 

Medical  Neurology 
Electroencephalography 
and  Electromyography 

Ralph  G.  Greenlee.  Jr.  MD 
Allan  L.  Naarden,  MD 
Richard  R.  North,  MD 
William  S.  Woodfin,  MD 


Director.  Pain  Relief  Center 
and  Neuroanesthesiologist 

P.  Prithvi  Raj,  MD 

Consultant  in  Speech 

Josephine  Simonson.  MA 


Neuro-Ophthalmology 

Peter  R.  Bringewald.  MD 

7777  Forest  Lane.  MCD-2,  Suite  2420.  Dallas,  Texas  75230;  214  661-7676 


TMA  International  Travel  Program 


Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  MD 
Robert  A.  Moura.  MD 
Arthur  W.  Willis.  MD 
Robert  W.  Butner,  MD 

6436  Fannin.  Suite  800,  Houston,  Texas  77030 
713  797-1903 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts.  MD 
Gary  Mason,  MD 


. . . Another  service  of  your  association 


7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


TEXAS  MEDICINE 


Orthopedic  Surgery 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 
John  W.  Lewis,  MD 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 
Austin.  Texas  78756;  512  451-8484 


Edward  J.  Petrus,  MD 
Richard  E.  Nieman,  MD 


RETINA  LIMITED  OF  SAN  ANTONIO 
Diseases  and  Surgery  of  the  Retina  and  Vitreous 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CUNIC 

A Prolessional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CUNIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  MD 
Henry  C.  McDonald,  Jr.  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD 


John  Y.  Harper,  Jr.  MD 
Darrell  Willerson,  Jr.  MD 

311  Camden,  Suite  601,  San  Antonio,  Texas  78215;  512  226-2446 


PETER  R.  BRINGEWALD,  MD 
Neuro-Ophthalmology 

Texas  Neurological  Institute  at  Dallas,  PA 
7777  Forest  Lane,  MCD-2.  Suite  2420, 

Dallas,  Texas  75230;  214  661-7676 

By  appointment  only 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


DAVID  H.  SAUNDERS.  MD 

Procedures  limited  to  Ophthalmic  Plastic  and 

Lacrimal  Surgery 

Medical  City  DaIlas-2,  7777  Forest  Lane,  Suite  2214 
Dallas,  Texas  75230;  214  661-7337 


Present  your  ideas  in  Texas  Medicine 

For  details  on  submitting  manuscripts, 
send  for  a copy  oi  "Information  for  Authors." 

Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


Help  Yourself/ Help  Your  Colleagues 
Call  512  477-5575  anytime — 

Confidential  counseling  for  troubled  doctors 

TMA  Physician  Health  Rehabilitation 
Hotline 


Ralph  E.  Donnell,  MD 

F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77076;  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CUNIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 

G.  S.  Gill.  MD 

3702  21st  St.  Suite  9,  Lubbock.  Texas  79410;  806  795-8261 


THE  ARUNGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.  MD 

E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin.  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD 
Dan  R.  Sutherland,  MD 
John  B.  Gunn,  MD 
Richard  A.  Shirley,  MD 
R.  Dan  Loyd,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303 
Dallas,  Texas  75246;  214  823-7090 


WILUAM  M.  OSBORNE,  MD,  PA 

Orthopaedic  Surgery 

Extremity  Trauma  and  Reconstruction 

6161  Harry  Hines  Blvd..  Suite  118,  Dallas,  Texas  75235 
24  Hours  — 214  637-4800 


HOUSTON  ORTHOPEDIC  CUNIC 

Joseph  Barnhart,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 
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ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley.  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd.  MD 

lohn  B.  Gunn,  MD  Huntly  G.  Chapman,  MD 

Announce  the  opening  of  an  additional  oiiice 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


Otolaryngology 


JACK  BLUM.  MD 
LLOYD  F.  RITCHEY,  MD 

^ Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


EL  PASO  EAR,  NOSE  AND  THROAT  ASSOCIATES 
Otolaryngology,  Audiology  and 
Electronystagmography 

Mark  J.  Wegleitner«  MD 

Lyle  D.  Weeks,  MD 

Nancy  Parker,  MS-Audiologist 

First  American  Title  Bldg.,  Suite  160,  5959  Gateway  West 
El  Paso,  Texas  79925;  915  779-5866 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

1400  Pennsylvania  Ave.,  P,  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


ARTHUR  L.  RAINES,  MD  AND  ASSOCIATES 
Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exioliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181,  Ext.  360 

Mailing  Containers  on  Request 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABIUTATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  irom  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLHNI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


SHOAL  CREEK  REHABIUTATION  CENTER 

3501  Mills  Avenue,  Austin,  Texas  78703;  512  452-0361 

Rodney  J.  Simonsen,  MD,  Medical  Director 
Joe  T.  Powell,  MD,  Associate  Director 

Comprehensive  rehabilitation  facilities  for  spinal  cord  injury,  stroke, 
head  injury,  pain  management,  and  related  conditions 


Plastic  Surgery 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 
E.  Hernandez,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology. 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 

George  V.  Miller,  MD 

Walter  G.  Olin,  Jr,  MD 

John  R.  Thomas,  MD 

S.  Joseph  Skinner,  MD 

Joe  B.  Haden,  MD 

Enrique  van  Santen,  MD 

Elaine  V.  Shalek,  MD 

Robert  H.  McNeely,  MD 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittsiruck,  MD,  FCAP 
Walter  Krohn,  MD.  FCAP 
Robert  Wayne  Walter,  MD,  FACP 

Dane  Barber,  MD,  Diplomate  American  Board  of  Pathology 

Clinical  Pathology,  Surgical  Pathology,  Exfoliative  Cytology,  Medico- 
legal Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P,  O.  Box  3160,  Waco,  Texas  76707;  756-7226 

J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 

INC. 

J.  S.  Wilkenfeld,  MD  Ena  E.  Mocega,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Thomas  D.  Cronin,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS 

Laurence  E.  Wolf,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004;  523-8131 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

1103  Medical  Tower,  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue.  Fort  Worth,  Texas  76104; 
335-4751 


VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 


TEXAS  MEDICINE 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  oi  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street.  Suite  207,  Austin,  Texas  78705;  459-3258 


HENRY  A.  BAER,  MD,  FACS 

Diplomate  American  Board  oi  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive,  and  Hand  Surgery 
Cosmetic  Surgery 

1211  S.  Beckham,  Tyler,  Texas  75701;  214  592-3838 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  oi  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 
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JOSEPH  C.  FORD,  MD,  PA,  FACS 

Diplomate  American  Board  oi  Surgery 
Diplomate  American  Board  oi  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215;  224-5509 


BROMLEY  S.  FREEMAN,  MD,  FACS 
D.  ROBERT  WIEMER,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  <S  Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77030 
713  795-5584 


Psychiatry 


Perry  C.  Talkington,  MD 
Howard  M.  Burkett,  MD 
Jerry  M.  Lewis,  MD 
James  K.  Peden,  MD 
Dode  M.  Hanke,  MD 
Doyle  I.  Carson,  MD 
Joe  W.  King,  MD 
Keith  H.  Johansen,  MD 
Charles  G.  Markward,  MD 


Larry  E.  Tripp,  MD 
Gregory  G.  Dimijian,  MD 
Linda  R.  Hughes,  MD 
Roy  H.  Fanoni,  MD 
Byron  Howard,  MD 
Madeline  W.  Harford,  MD 
John  G.  Looney,  MD 
Carol  A.  Lewis,  MD 
Mark  J.  Blotcky,  MD 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas;  855-7359 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch.  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 

ROBERT  L.  CLEMENT,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery 

nil  West  34th  Street,  Suite  205,  Austin,  Texas  78705;  512  459-3101 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


JUDSON  L.  CROW,  MD 

Diplomate,  American  Board  of  Surgery 
Diplomate,  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

730  N.  Main— Suite  716,  San  Antonio,  Texas  78205;  512  224-2075 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 

Frank  H.  Chesky,  MD 
Jose  A.  Gutierrez,  MD 
Harris  M,  Hauser,  MD 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston.  Texas  77008;  713  772-4600 


CHARLES  B.  COVERT,  MD,  PA 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Individual  and  Group  Therapy 
Marital  and  Family  Counseling 

1900  Yorktown,  Suite  314 
Houston.  Texas  77056;  713  627-9988 


TMA  Action /TMA  Legislative  Bulletin 

. . . Another  service  oi  your  association 
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ALCOHOLISM  TREATMENT  PROGRAM 

Comprehensive  Inpatient/Outpatienl  Rehabilitation 

D&carlment  of  Psychiatry 

r.'rtxfJS  Tech  University  School  of  Medicine, 
hubbock.  Texas  79430;  806  743-2804 

HARRY  H.  THOMPSON,  MD 
Psychiatry 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomats  American  Boards  of  Internal  Medicine  and  Rheumatology 

CARLOS  M.  KIER,  MD 

Diplomate  American  Board  oi  Internal  Medicine 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


1040  S.  Fleishel,  Tyler,  Texas  75701;  214  597-3596 


116  BARRY  M.  BROWN,  MD 

Diplomate.  American  Board  ol  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Froslwood,  Suite  187A,  Houston.  Texas  77024;  713-461-6160 


JOEL  E.  RUTSTEIN,  MD 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 
Arthritis  Diagnostic  and  Treatment  Center 

8042  Wurzbach,  Suite  440,  San  Antonio.  Texas  78229;  512  690-8067 


Thoracic  Surgery 


Psychiatry  6t  Neurology 


PASADENA  NEUROPSYCHIATRIC  CUNIC  ASSOC. 

1001  E.  Southmore.  Suite  1103,  Pasadena.  Texas  77502;  713  473-7646 

R.  E.  Hazlewood.  MD.  J.  J.  Leyva,  MD,  PA,  T.  P.  Wallace,  MD,  PA 
Department  of  Psychology  and  Counseling  Center 
Paul  Rothaus,  PhD,  Becky  Britton.  MA 
Counseling  Center 

Marital,  Family  Counseling,  and  Drug  Abuse 

901  E.  Curtis.  Suite  15.  Pasadena.  Texas  77502;  713  473-6289 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building.  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235;  214  688-0344 


HAUSER  CLINIC 
Psychiatry  and  Neurology 

Section  of  Psychiatry 
*Abe  Hauser,  MD 
^Robert  I.  Hauser,  MD 
*H.  James  Stuart.  MD 
*Javier  A.  Zapata,  MD 
*Susan  B.  Darsey.  MD 
*Harvey  A.  Rosenstock,  MD 
*CaI  IC.  Cohn,  MD 

Section  of  Neurology 
*GeraId  Ratinov.  MD 
Diane  S.  Gelfand.  MD 

Section  of  Social  Work 
Pamela  Plimmer.  ACSW 
Marguerite  Papademitriou.  ACSW 
Wendy  Smolins,  MSSW 

Administrator 
Richard  J.  Kurzenberger 

7777  Southwest  Freeway,  Suite  1036,  Houston,  Texas  77074 
Telephone  713  776-8600 

•Diplomate.  American  Board  of  Psychiatry  and  Neurology 


Radiology 


Harvey  M.  Lowry,  MD,  FACR  James  P.  Wills,  MD.  DABR 

James  R.  Gish,  MD,  DABR  Robert  Jacobs,  MD,  DABR 

Edward  A.  Sheldon,  MD.  DABR  Daniel  Karnicki,  MD,  DABR 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital,  833-6421 

Beaumont  Neurological  Center,  835-4921 

Beaumont  Medical  and  Surgical  Hospital,  838-1411 

Beaumont,  Texas 


Harold  C.  Urschel,  Jr,  MD 
Maruf  A.  Razzuk.  MD 

DRS.  URSCHEL,  RAZZUK  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue.  Dallas.  Texas  75246;  824-2503 

JOHN  L.  KEE,  JR,  MD 
Thoracic  Surgery 

The  Doctors  Bldg..  3707  Gaston  Ave.,  Dallas.  Texas  75246;  826-5184 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY,  MD 

Diplomate  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626.  Fort  Worth,  Texas  76104;  332-7878 

HECTOR  O.  YANES,  MD,  PA,  FACS,  FACC 
Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  ol  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104;  332-1947 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower.  3600  Gaston  Avenue, 

Suite  404.  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 

DONALD  L.  PAULSON,  MD,  FACS 
Thoracic  Surgery 

653  Wadley  Tower.  Dallas,  Texas;  824-3660 


TMA  Continuing  Education  Directory 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 


Urology 


ELGIN  W.  WARE.  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue.  Dallas.  Texas  75246 


THE  UROLOGY  CUNIC 

Dolphus  E.  Compere.  MD.  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdori,  MD,  FACS 
Sidney  A.  Worsham.  Ill,  MD 

Box  11340,  1415  Pennsylvania  Ave..  Fort  Worth,  Texas  76109 
817  336-5711 


H.  M.  GIBSON,  JR,  MD.  FACS 
ABEL  GARDUNO,  MD 

Certified  by  American  Board  oi  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg..  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  <S  533-4765 


MARVIN  GREER  RAPE.  MD 
NEWTON  F.  McDonald,  md 
JAMES  E.  MORNEAU,  MD 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


DONALD  J.  NEESE,  MD 

Diplomate  of  American  Board  oi  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive.  Houston,  Texas  77030;  713  524-3931 

400  Medical  Center  Blvd..  Suite  207,  Webster.  Texas  77598;  713  332-2466 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  oi  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Fediotric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue.  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 
Donald  J.  Logan,  MD 
Allen  S.  Plotkin,  MD 
Donald  L.  McKay,  MD 

Diplomates  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 
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TMA’s  1979  MEETING  FEATURES 

• 22  Section  Programs 

• 20  Curbstone  Consultations 

•14  Continental  Breakfast 
Presentations 

• 30  Specialty  Society  Programs 

• 10  Special  Symposiums 

• 175  Technical  and 

Scientific  Exhibits 

• Forum  of  Original  Research 

• Social  & Sports  Events 
MAKE  YOUR  PLANS 
NOW  TO  ATTEND 

May  3-6,  1979  DALLAS 


Do  patients  understand  your  fees? 

Avoid  possible  misunderstandings  about  your  fees  and 
services  by  inviting  open  discussion  with  your  patients. 
This  attractive  plaque,  when  prominently  displayed  in 
your  reception  area,  serves  as  an  open  invitation  to  your 
patients  and  shows  that  you  care.  Suitable  for  wall  or 
desk  display,  it  is  6x9  inches.  Available  at  $5.50  each. 
Send  check  and  request  for  OP  033  to  Order  Unit,  Ameri- 
can Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 
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Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as  oRice 
in  new  clinic  building.  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Taylor  Smith,  MD,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Taylor 
Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  iDuilding  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED;  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIAN  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000  lor  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383, 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with  ex- 
cellent facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Taylor  Smith, 
MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring  Texas 
79720;  telephone  915-267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — maloractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


GENERAL  PRACTITIONER  NEEDED;  To  work  with  general  surgeon  do- 
ing GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  with  salary  of  $45,000  per  year  negotiable.  City 
has  population  of  9,000  with  trade  area  of  25,000  to  30,000.  Contact 
Chris  S.  Cruzcosa,  MD,  300  S.  5th  Street,  Carrizo  Springs,  Texas  78834, 
512-876-5236. 


CARDIOLOGIST-NON  INVASIVE;  Board  certified  or  eligible  to  join  ex- 
panding successful  group.  Busy  hospital  and  office  practice.  Houston 
environs.  Excellent  salary  and  fringe  benefits.  Please  reply  to  Ad-814, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MEDINA  COUNTY  AND  HONDO,  TEXAS.  An  excellent  opportunity  for 
a young  physician  to  establish  a practice.  The  local  physiciarrs  will 
make  you  an  outstanding  offer.  Contact:  John  W.  Meyer,  MD,  Medina 
Medical  Management  Corporation,  602  31st  Street,  Hondo,  Texas  78861; 
telephone  512-426-3054. 

PSYCHIATRIC  RESIDENCY  IN  APPROVED  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  with 
Texas  license  are  $17,000,  $18,000  and  $19,000  per  year  with  additional 
Iringe  benefits.  For  full  information,  write  to:  Anthony  P.  Rousos,  MD, 
Director  of  Residency  Training,  Austin  State  Hospital,  4110  Guadalupe 
Street,  Austin,  Texas  78751. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after  Adult 
Psychiatry  training.  Academic  program  in  child  development,  family 
therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  with  intensive  individual  supervision  in  psy- 
choanalytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  child  development, 
linguistic  anthropology,  community  services,  and  other  fields.  Excel- 
lent opportunities  in  teaching  administration,  inpatient  and  outpatient 
clinical  programs.  New  60-bed  inpatient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  community  programs.  Stipends: 
first  year,  $17,000;  second  year,  $18,000;  third  year,  $19,000;  fourth 
ear,  $20,000  with  additional  fringe  benefits.  Contact  Anthony  P. 
ousos,  MD,  Director  of  Residency  Training,  Austin  State  Hospital, 
4110  Guadalupe,  Austin,  Texas  78751. 


RADIOLOGIST — TRAINED  IN  angiography,  CT  scanning,  and  ultra- 
sound, an  interest  in  nuclear  medicine  would  be  helpful,  to  fill  open- 
ing in  5 man  incorporated  group  with  hospital  and  office  practice  in 
Central  Texas.  Compensation  competitive.  Please  reply  to  Ad-847, 
TEXAS  MEDICAL,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  OPPORTUNITY:  Our  community  of  5K,  40  miles  from  Dallas  soon 
opens  the  doors  of  a new  hospital.  We  need  three  more  GPs  to  join 
MD  group  or  set  up  own  practice.  The  practice/compensation  package 
we  offer  is  excellent.  Send  CV  to  or  call  D.  R.  Flynn,  611  Ryan  Plaza 
Drive,  #537,  Arlington,  Texas  76011;  817-461-1451. 


SEEKING  FAMILY  PRACTITIONER  OR  INTERNIST  for  limited  practice 
in  East  Texas;  55  years  or  older.  Combination  salary  and  production. 
Twenty-eight  physician  multispecialty  group;  two  open  staff  hospitals. 
City  population  58,000;  large  and  small  industry,  forestry  and  agricul- 
tural community.  Personal  interviews  may  be  arranged.  For  additional 
information,  contact  AD-853,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701, 


ORTHOPEDIC  SURGEON  WANTED,  board  eligible  or  board  certified, 
to  join  two  other  orthopedic  surgeons  in  28  physician  multispecialty 
group  in  East  Texas.  Salary  first  year,  equal  compensation  second 
year,  associate  third  year.  Two  open  staff  hospitals.  Population  58,000; 
large  and  small  industry,  forestry  and  agricultural  community.  Per- 
sonal interviews  may  be  arranged.  For  additional  information,  contact 
AD-851,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


EMERGENCY  PHYSICIAN  GROUP  has  full-time  positions  available  in 
Austin,  Texas.  Large  volume  emergency  department.  Fee-for-service. 
Malpractice  insurance  provided.  $30-$40/hour.  Please  contact  John  Stein, 
897  McArthur  Blvd.,  San  Leandro,  California  94577;  415-638-3979. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Craig  Bivins,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850- 


EMERGENCY  DEPARTMENT  DIRECTOR  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD  with  ER  and  administrative  experience.  Malpractice  insur- 
ance supplied.  Fee  for  service  compensation  $72,000  for  20  shifts/month. 
Craig  Bivins,  Emergency  Health  Service  Associates,  3600  Gaston  Ave- 
nue, Suite  503,  Dallas,  Texas  75246;  214-823-6850, 


PHYSICIANS:  You  can  find  the  perfect  practice  opportunity  through 
Medenco  Hospitals,  Inc.  A variety  of  settings  from  rural  to  metropolitan 
plus  an  attractive  financial  package  are  available  with  Medenco.  Con- 
tact Physician  Relations,  Medenco  Hospitals,  Inc.,  P.  O Box  3448  Hous- 
ton, Texas  77001;  Call  collect  in  Texas  713-621-8131. 


HEMATOLOGIST/ONCOLOGIST:  Board  certified  or  eligible  to  join  ex- 
panding successful  group.  Busy  hospital  and  office  practice.  Houston 
environs.  Excellent  salary  and  fringe  benefits.  Please  reply  to  Ad-813, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED;  PEDIATRICIAN.  New  area  in  Houston;  excellent  facilities, 
near  hospital,  etc.  No  other  pediatrician.  Please  reply  to  Ad-850, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  in  cardiology,  obstetrics, 
pediatrics,  family  practice,  neurology  and  radiology.  Enjoy  practicing 
medicine  with  our  28-man  multispecialty  group  located  in  a friendly 
city  of  100,000  people  in  north  central  Texas.  Close  to  everything,  but 
away  from  big  city  problems.  If  you  want  to  know  more  about  this 
long  established  group  (1919)  whose  city  has  a booming  economy,  call 
collect  Dr.  David  M.  Pogue  at  817-766-3551.  Wichita  Falls  Clinic,  501 
Midwestern  Parkway,  Wichita  Falls,  Texas  76302. 


PHYSICIANS  WANTED — progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647.  Telephone  214-845-2281. 


PHYSICIAN  WANTED — Temporary  position  available  from  present  time 
until  July  1,  1979.  Need  a family  practitioner  or  internist  willing  to  do 
family  practice.  Close  to  Houston,  Austin  and  San  Antonio.  (Charter 
member  American  Academy  of  Family  Practice.  Clinic  adjacent  to  hos- 
pital. Contact  Willis  G.  Youens,  Jr.,  MD,  105  N.  Grohmann,  Weimar, 
Texas  78962;  713-725-8545. 


FAMILY  PRACTITIONERS  AND  GENERAL  PRACTITIONERS  opportunities 
in  Midland,  Texas.  Challenging  work  in  a fast  growing  community. 
Colleges,  theatre,  cultural  activities.  Community  of  80,000.  Contact 
Richard  R.  Bell,  Executive  Director,  Parkview  Hospital,  3201  Sage  Street, 
Midland,  Texas  79701;  phone  915-683-5491. 


FAMILY/GENERAL  PRACTICE,  INTERNAL  MEDICINE— Seek  the  addition 
of  a family,  general  practitioner,  and  internist  to  join  14  doctor  multi- 
specialty clinic  located  in  North  Dallas.  Guaranteed  salary  first  year 
with  no  buy-in  agreement.  The  clinic  is  located  within  the  new  Medical 
City  Dallas  complex,  which  encompasses  a 380  bed  hospital  and  leasing 
space  for  approximately  three  hundred  physicians.  Excellent  cultural 
and  educational  opportunities.  If  interested,  please  mail  CV,  c/o  Jay 
K.  Lockhart,  Administrator,  Southwest  Clinic  Association,  7777  Forest 
Lane,  Dallas,  Texas  75230. 


ORTHOPEDIC  SURGEON  WANTED  TO  JOIN  an  expense  sharing  group 
in  a north  Central  Texas  community  of  100,000.  Must  be  at  least  board 
eligible.  For  additional  information  contact  AD-861,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $15.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Txas  78701. 


TEXAS  MEDICINE 


PSYCHIATRIST  NEEDED  FOR  STATE  HOSPITAL,  Progressive  750  resi- 
dent state  institution.  Eligibility  lor  Texas  licenses  required.  Salary  is 
negotiable.  40  hour  work  week,  paid  vacation,  sick  leave,  holidays, 
good  retirement  plan,  and  free  group  insurance.  Kerrville  is  known  as 
a retirement  center.  Please  contact  Luther  W.  Ross,  MD,  Superintendent, 
Kerrville  State  Hospital,  P.O.  Box  1468,  Kerrville,  Texas  78028  or  phone 
512-896-2211.  We  are  an  equal  opportunity  employer. 


ESTABLISHED  DEPARTMENT  OF  FAMILY  MEDICINE  at  The  University 
of  Texas  Medical  Branch  in  Galveston.  Texas  invites  applications  for 
faculty  positions.  Duties  include  graduate  and  undergraduate  te,aching, 
patient  care,  administration  and  research,  depending  on  experience  and 
interest.  Rank  and  salary  commensurate  with  qualifications.  Send  CV 
and  three  references  by  January  1,  1979  to:  Barbara  L.  Thompson,  MD, 
Department  of  Family  Medicine.  The  University  of  Texas  Medical 
Branch,  Substation  No.  1,  P.O.  Box  146,  Galveston,  Texas  77550.  UTMB 
is  an  equal  opportunity/affirmative  action  employer. 


RURAL  COMMUNITY  OF  15,000  people  seeking  a MD  for  family  prac- 
tice. Fully  equipped  clinic  available,  with  waiting  room,  bookkeeping 
room.  2 examining  rooms,  private  office,  lab,  x-ray  facilities,  excellent 
trained  nurse  and  experienced  bookkeeper.  Nice  new  brick  building. 
Government  salaried  approximately  $40,000.  Call  or  write  D.  R.  Domkos, 
109  SW  Johnson,  DeKalb,  Texas  75559  or  214-667-2516. 


ROLLING  PLAINS  MEMORIAL  HOSPITAL,  Sweetwater,  Texas  is  seeking 
the  services  of  an  internist,  ophthalmologist  and  pediatrician.  Guaran- 
tees and  office  space  available.  Sweetwater  is  a growing  community  of 
15,000  with  approximately  20,000  within  Nolan  County.  Please  contact 
Administrator,  915-235-1701. 


LIVE  AND  WORK  WHERE  OTHERS  VACATION:  Port  Aransas,  Mustang 
Island.  Developing  tourist  and  recreational  area  needs  physician. 
5,300  permanent  population;  50,000  transient  population.  Offers  un- 
limited potential.  Excellent  quality  of  life,  leisurely  pace,  unmatched 
recreational  opportunities.  Hospital  within  7 miles,  major  metropolitan 
area,  36  miles.  Reply  to  W.  L.  Gavit,  Box  188,  Port  Aransas,  Texas 
78373. 


PHYSICIAN  NEEDED  for  new  blood  and  plasma  center  in  Lubbock, 
Texas.  Part-time  or  full-time.  Send  resume  to  P.  O.  Box  1417,  Opelousas, 
Louisiana  or  telephone  318-948-3044. 


PEDIATRICIAN  WANTED  to  join  two  others  in  established  18-doctor 
group.  New  clinic  building  adjacent  to  new  hospital  in  growing  city  of 
70,00U.  $40,000  guarantee,  no  buy-in,  liberal  fringes.  Send  CV  to  Ad- 
ministrator, 3555  Knickerbocker  Road,  San  Angelo,  Texas  76901. 


COMMERCE:  Excellent  location  just  outside  the  Dallas-Fort  Worth 
Metroplex.  Community  of  10,000  in  Northeast  Texas  desires  to  attract 
physicians.  High  level  of  middle  income  families  due  to  university 
located  in  the  community.  Facilities  and  medical  staff  include  30  bed 
hospital  and  other  practicing  physicians.  Ideal  climate,  recreation  and 
cultural  opportunities  in  a community  that  cares.  Contact  Ron  Robinson, 
Co-Chairman,  Health  Care  for  Commerce  Committee,  1107  V2  Main 
Street,  Commerce.  Texas  75428;  telephone  214-886-3950. 


FAMILY  PRACTITIONER  NEEDED  immediately  for  small  rapidly  growing 
community  in  South  Central  Texas,  45  miles  from  Houston  on  Interstate 
10.  Practitioner  has  option  of  assuming  ready  built  practice  or  associate 
with  group  in  clinic  owned  by  hospital  foundation.  Hospital  facility 
is  progressive  organization  looking  to  expand.  Guaranteed  moving  ex- 
pense and  other  lucrative  arrangements  are  offered.  Contact  Ron 
Wenglar,  Sealy  Medical  Center  Foundation  Hospital,  713-885-3585.  Call 
collect. 


DEEP  EAST  TEXAS  family  practitioner  or  general  practitioner  to  join 
with  group  of  three  GPs.  Guaranteed  income  until  established  then 
expense  sharing  arrangement.  45,000  trade  area,  modern  90  bed  hos- 
pital. Excellent  area  of  outdoor  recreation.  Contact  J.  B.  Spencer,  MD, 
1276  S.  Peachtree,  Jasper,  Texas  75951.  Phone  713-384-5701. 


LOCUM  TENENS— EMERGENCY  MEDICINE— available  m our  Dallas 
area  hospitals;  monthly  scheduling  is  flexible  and  according  to  your 
preferences;  malpractice  is  paid,  excellent  hourly  income  according  to 
your  flexibility  and  hours  worked.  Call  214-522-5481  for  details. 


GENERAL  PRACTITIONER  NEEDED  for  Zapata,  Texas  (home  of  Falcon 
Lake).  Immediate  partnership.  Complete  medical  facilities:  x-rays, 
laboratory,  emergency  room,  ECG  by  computer,  operating  room,  etc. 
Inquire:  A.  M.  Figueroa,  MD,  Box  326,  Zapata,  Texas  78076,  telephone 
512-765-4333. 


PUBLIC  HEALTH  PHYSICIANS  at  state,  regional  or  local  levels.  Salary 
competitive  based  on  qualifications.  MPH  and/or  board  certification 
qualification  desirable.  Texas  license  to  practice  medicine  required. 
Merit  System  classification  utilized.  Contact  George  Anderson,  MD,  Tex- 
as Department  of  Health,  1100  West  49th  Street,  Austin,  Texas  78756. 
An  equal  opportunity  employer. 


INTERNIST— BOARD  QUALIFIED  OR  CERTIFIED.  Texas  State  Chest 
Hospital,  Harlingen,  Texas.  Hospital  practice  of  pulmonary  and  related 
disease.  Stipend:  $47,000-550, 000/annum.  Excellent  fringe  benefit  pack- 
age includes  retirement,  hospitalization,  salary  savings,  etc.  Inquire 
Paul  W.  Musgrave,  MD,  P.O.  Box  593,  Harlingen,  Texas  78550.  An  equal 
opportunity  employer. 


DALLAS  AREA— EMERGENCY  PHYSICIANS.  Excellent  opportunities 
available  in  May  and  July.  Directorship  and  staff  positions.  Teaching 
hospital.  Remuneration  $45,000  minimum  guarantee/fee-for-service.  Paid 
malpractice  insurance.  Texas  license  required.  Send  CV  to:  Texas 
Emergency  Room  Services,  PA.  3603  Hall  Street,  #102,  Dallas,  Texas 
75219  or  call  toll-free  1-800-325-3982,  ext.  208. 


STAFF  PHYSICIAN — The  University  of  Texas  Health  Center  at  Tyler 
seeks  staff  physician  to  care  for  medical  in-patients  and  out-patients 
in  new  320  bed  facility  Texas  license  required.  Salary  negotiable. 
Excellent  fringe  benefits.  Please  submit  letter  of  interest  and  curriculum 
vitae  to:  P.O.  Box  2003,  Tyler,  Texas  75710.  An  equal  opportunity  em- 
ployer. 


CARDIOLOGIST  to  be  associated  with  established  cardioloaist  in 
private  practice.  City  over  1,000.000.  Please  reply  to  Ad-870,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS  Pediatrician, 
internist,  psychiatrist,  family  practitioner,  solo  practice.  Home  Exxon, 
US  Steel,  Gulf.  Hiqh  income.  Bay  area  near  Houston.  Outstanding 
schools,  colleges.  Contact  Administrator,  1101  Decker  Drive,  Baytown, 
Texas  77520;  713-422-3405. 


FAMILY  PRACTITIONER  OR  GENERAL  INTERNIST  for  primary  care 
group.  Excellent  compensation/benefits:  continuing  education,  malprac- 
tice, health,  life,  and  disability  insurance,  vacation,  pension/profit- 
sharing plan,  potential  shareholdership.  Contact  L.  N.  Dotin,  MD, 
Southwest  Medical  Group,  PA,  4499  Medical  Drive,  Suite  270,  San  An- 
tonio, Texas  78229;  512-690-2010. 


PHYSICIANS  WANTED  to  staff  emergency  medicine  opportunities  in 
Texas  (full  or  part-time)  or  join  established  practices  or  begin  new 
practices.  We  have  the  opportunities — we  need  the  physicians.  Contact 
Vicki  Hay,  Hospital  Resources  Management,  P.O.  Box  45148,  Dallas, 
Texas  75235;  (214-358-4486  collect). 


MATURE  SURGEON.  A "second  career"  opportunity  with  a southwest- 
ern pharmaceutical  company  who  is  seeking  a Director  of  Surgery  in 
the  Research  & Development  Department.  Will  be  involved  in  clinical 
research  of  new  surgical  products,  medical  advisor  to  the  marketing 
department  and  training  consultant.  Excellent  salary  and  personal 
benefits  are  offered.  For  detailed  information,  write  or  call  in  complete 
confidence,  A.  W.  Blendow,  185  Front  Street,  #205,  Danville,  California 
94526;  415-837-8115. 


Situations  Wanted 


CARDIOLOGIST,  board  certified  in  internal  medicine,  board  eligible 
in  cardiology.  Well  trained  in  invasive  (Sones  and  Judkins)  and  non- 
invasive  cardiology.  Seeks  practice  opportunities  in  association  with 
other  cardiologist(s)  in  Dallas  or  Houston  area.  Available  July  1979. 
Contact  Ad-843,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


YOUNG,  BOARD  ELIGIBLE,  FAMILY  PRACTITIONER  looking  for  op- 
portunity in  Texas.  Prefer  group/partnership.  Graduate  of  Texas  A&M 
University  of  Texas  Medical  School,  University  of  Alabama  Family 
Practice  Residency  ('^79).  Available  Fall  1979.  Contact  Randy  Martin, 
MD,  Family  Practice  Center,  700  University  Blvd.,  Tuscaloosa,  Alabama 
35401;  205-349-1770  office;  205-556-1418  home. 


BOARD  ELIGIBLE  GENERAL  AND  VASCULAR  SURGEON  from  Univer- 
sity of  Mass.  Medical  School  Residency  Program  is  seeking  group  or 
hospital  based  practice.  Please  write  to:  Vijay  A.  Mehta,  MD,  14  D 
Brandywine,  Shrewsbury,  MA  01545;  phone  617-791-4621. 


DERMATOLOGIST — 37,  dermatology  board  certified  1971.  Texas  tempo- 
rary license.  Looking  for  practice  in  Houston.  Open  to  all  possibilities. 
Please  reply  to  Ad-831,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


BOARD  ELIGIBLE  INTERNIST  (boaid  examination  taken  9/12/78,  results 
pending)  seeks  relocation  in  Houston,  Austin  area.  Group  or  associate 
practice  preferred.  Available  after  February  1979.  Affiliation  with  teach- 
ing hospital  wanted.  Contact  Luis  Avila,  M.D.,  380  Park  Avenue, 
Paterson,  New  Jersey  07504. 


ANESTHESIOLOGIST — 34  board  eligible,  4 years  training,  FLEX,  avail- 
able July  1979.  Licensed  in  Florida  and  Texas.  Any  kind  of  service  to 
group  or  hospital  full-time,  part-time,  any  kind  of  service.  Contact  A. 
D.  Desai,  MD,  7 Hegman  Avenue,  Apt.  17C,  Brooklyn,  New  York  11212; 
212-485-6835. 


HARVARD-TRAINED  NEPHROLOGIST-INTERNIST,  30,  board  certified  in 
medicine  and  nephrology,  trained  in  all  aspects  of  nephrology  includ- 
ing dialysis  and  transplantation.  Seeks  group,  partnership  or  hospital- 
based  position  in  clinical  nephroloqv.  Will  do  internal  medicine.  Prefers 
areas  in  and  around  Dallas-Fort  Worth,  Houston,  Galveston  and  San 
Antonio.  Available  in  1979.  Please  reply  to  Ad-864,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TWO  INTERNISTS  interested  in  clinic  work — industrial,  outpatient  or 
hospital  based  in  Dallas  Metroplex  area.  Would  also  consider  group 
practice  and  emergency  room.  Available  immediately.  Reply  to  Ad-866, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNIST-ENDOCRINOLOGIST,  30  board  qualified,  Texas  licensed. 
Seeks  group  practice,  hospital  based  practice  in  Houston,  Dallas  area. 
Available  July  1979.  Call  713-774-6683  after  6 p.m.  or  write  Ad-867, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  MEDICINE  RESIDENT — McGill  University,  seeks  opportunity  in 
a family-oriented  group  practice  in  the  Houston  area  to  commence 
July  1979.  Eligible  Tor  certification.  Please  contact  David  Tannenbaum, 
MD,  5505  Snowdon,  #60,  Montreal,  Quebec,  Canada  H3X  1Y7;  514- 
484-3428. 


OB/GYN  (AB) — Graduate  Columbia  College,  New  York  and  Albert 
Einstein  College  of  Medicine.  Five  years  experience  in  Southeast.  Seeks 
move  to  Texas,  with  partnership  or  group.  Sunbelt  Physician  Placement 
Service,  5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096. 


UTMB  (Galveston)  Graduate — Completing  chief  resident  year  in  general 
surgery.  Available  July.  Will  practice  in  medium  size  town  or  relatively 
small  city.  Contact  through  Sunbelt  Physician  Placement  Service,  5500 
N.  Braeswood,  No.  177,  Houston,  Texas  77096. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Our  professional  recruit- 
ing, evaluation  and  screening  can  be  a worthwhile  supplement  to  your 
own  independent  recruiting  efforts.  (We  never  require  a deposit,  re- 
tainer or  exclusion.)  Full  information  will  be  supplied  without  obliga- 
tion to  physicians  or  health  facilitv  administrators.  Please  direct  inquiry 
or  request  to:  Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Place- 
ment Service,  5500  N.  Braeswood,  No.  177,  Houston,  Texas  77069. 


PULMONARY  INTERNIST,  board  eligible,  university  trained.  Seeks  solo, 
group  practice.  FLEX,  NY,  NJ,  CA.  Interested  in  primary  care.  Available 
anytime.  Call  or  write  R.  F.  Damania,  MD,  P.O.  Box  817,  Cedar  Grove, 
New  Jersey  07009;  2(}i-239-0448. 


ORTHOPEDIC  SURGEON:  Board  eligible  July  1979 — seeks  position  with 
group  or  solo  practice.  Well  trained  in  all  aspects  of  general  ortho- 
pedics. Please  contact  Ad-868,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


BOARD  CERTIFIED  ANESTHESIOLOGIST— University  trained,  three 
years  of  extensive  experience  in  all  types  of  anesthesia.  Looking  for 
position  for  private  practice.  Prefer  fee-for-service,  but  will  consider  all 
offers  and  locations.  Contact  Ad-869,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 
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ASSOCIATION  OF  ABIM  INTERNISTS,  all  subspecialties  represented, 
available  ior  weekend  coverage  of  internal  medicine  or  general  medi- 
cine practices  in  the  San  Antonio  area  or  throughout  state.  Subspecialty 
coverage  also  available.  Call  512-684-8108  after  7 pm  or  write  6922 
Foiest  vVay,  San  Antonio,  Texas  78240. 


BOARD  CERTIFIED  OTOLARYNGOLOGIST,  well  trained  and  experi- 
enced in  all  facets  of  otolaryngology,  including  maxillo-facial  trauma 
and  head  and  neck  surgery.  Seeks  practice  in  Texas.  CV  on  request. 
Please  reply  in  full  details  to  Ad-872,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


NEUROSURGEON:  42  with  12  years  of  experience  in  private  solo  prac- 
tice in  Canada  wishes  to  relocate  in  Texas.  FLEX,  LMCC,  FRCS  (Cana- 
da), FACS,  board  eligible.  Possess  immigrant  visa  to  USA.  Prefer 
association  or  partnership.  Please  reply  to  Ad-871,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PULMONARY  INTERNIST,  32,  ABIM  certified,  staff  physician  at  VA  hos- 
pital with  pulmonary  training  program  attached  to  medical  school, 
seeks  internal  medicine  and/or  pulmonary  practice.  Well  trained  in 
bronchoscopy,  ICU,  pulmonary  lab.  Hospital  based  practice  preferred 
but  will  accept  other  suitable  situations.  Available  July  1978  (earlier 
if  necessary).  Please  reply  to  Ad-873,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON — 50,  board  certified,  FACS.  University  trained 
with  academic  background.  Private  practice  or  academic.  Houston  and 
metropolitan  areas  preferred.  Please  reply  to  Ad-874,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN — Board  certified,  8 years  experience.  Seeks  a position  in 
or  around  urban  area.  Desires  partnership,  group  or  solo  practice. 
Please  reply  to  Ad-875,  TEXAS  MEDICINE,  18(11  North  Lamar  Blvd., 
Austin,  Texas  78701, 


For  Sale  or  For  Rent 


NEW  ULTRA-MODERN,  cedar  and  glass  office  space  for  lease  in 
Northwest  San  Antonio  one  block  from  Loop  410  and  one  exit  from  IHIO. 
Across  the  road  from  Park  North  Hospital,  the  building  is  divided  into 
six  separate  office  spaces  which  are  occupied  by  4 general  dentists,  3 
oral  surgeons,  an  orthodontist,  and  a psychologist.  Up  to  2700  sq.  ft. 
available  at  51?  sq.  ft.  with  a very  liberal  allowance  to  finish  out  to 
your  specifications.  Ideal  situation  for  the  family  practitioner  or  pedia- 
trician. Contact  Mossrock  Venture,  2803  Mossrock,  Suite  201,  San  An- 
tonio, Texas  78230. 


OFFICE  SPACE  IN  DALLAS — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy,  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available 
without  cost.  Contact  Joe  Mistrot,  214-328-2761,  or  write  P.  O.  Box  18237, 
Dallas,  Texas  75218. 


PHYSICIANS'  OFFICE  SUITES  available  for  lease  at  Medical  Park 
Tower,  the  most  prestigious,  largest,  professional  medical  office  build- 
ing in  Austin.  Conveniently  located  immediately  adjacent  to  Seton 
Medical  Center  and  near  other  medical  facilities  within  the  city.  Con- 
tact Alan  Guerin,  Vantage  Management  Company,  512-454-3646,  1301 
West  38th  Street,  Suite  206,  Austin,  Texas  78705. 


IDEAL  NE  SAN  ANTONIO  SPACE  AVAILABLE  in  building  with  two 
general  practitioners  in  family  medicine  and  one  general  dentist.  The 
medical  practices  have  been  in  the  same  location  for  10  years.  Lease 
to  start  Feb.  28,  1979.  1012'7  Sahara,  San  Antonio  78216.  C.  J.  Merritt, 
DDS;  512-341-2536. 


FOR  LEASE — Two  clinics,  ideal  for  one  doctor  each,  located  in  Montrose 
area  of  Houston,  one  mile  from  medical  center.  Excellent  condition, 
1,300  sq.  ft.  each  with  3-4  exam  rooms,  laboratory,  consultation  rooms, 
offices.  Offstreet  patient  parking,  covered  doctor  parking.  $550  per 
month  each,  unfurnished;  owner  pays  utilities.  For  additional  informa- 
tion contact  CHELPIN,  8902  Limerick,  Houston,  Texas  77024,  713-688- 
6905  (evening  & weekends),  713-241-3359  (weekdays). 


HOUSTON— OFFICE  SPACE  NEXT  TO  HOSPITAL— Modern  six  story 
atrium  office  building  adjacent  to  expanding  suburban  hospital  in 
North  Houston.  Building  will  have  cat-scan,  x-ray  lab  and  peripheral 
vascular  center.  Contact  D.  R.  Shepherd,  5206  Richmond  Avenue, 
Houston,  Texas  77056:  telephone  713-353-1563. 


FOR  LEASE — Plano,  Texas.  854  square  feet  near  two  area  hospitals. 
Suitable  for  any  physician.  Reception  room  business  office,  two  exam 
rooms,  lab,  office,  restroom,  and  storage.  Available  immediately  with 
or  without  furniture  and  equipment.  Contact  Ms.  M.  M.  White,  214-423- 
2092;  214-596-9269. 


PROFESSIONAL  SUITES  FOR  LEASE  IN  HOUSTON— adjacent  to  Spring 
Branch  Memorial  Hospital.  Modern,  brand  new  2-story  building.  650 
to  2,000  square  feet  offices.  Opportunity  for  ownership.  Call  Mr.  Axel- 
rad,  713-871-0355. 


HOUSTON — New  medical  building  for  lease.  Excellent  residential  loca- 
tion adjacent  to  elementary  schools  with  3500  student  body.  Ideal  for 
pediatric  & family  practice.  Rental  of  75?  per  foot  includes  complete 
fix-up  costs,  no  extra  expenses,  no  common  area  charge.  Contact 
Medical  Construction  Corp,,  17821  Villa  Way  Drive,  Spring,  Texas  77373, 
or  call  713-376-8488. 


DOCTORS  OFFICE  SPACE,  newly  remodeled;  1,250  sq.  ft.;  Main  Street, 
Robstown,  Texas.  Telephone  512-387-3425. 


LAND  INVESTMENT-TAX  SHELTER.  Two  ranches  for  sale.  One  is  8 
miles,  NE,  Georgetown.  257  acres  with  eight  year  old  brick  home, 
paved  road  two  sides,  community  water  line,  co-op  electricity.  Present- 
ly a registered  cattle  operation  with  excellent  improvements,  only  $1500 
per  acre.  Has  qood  development  possibilities.  Assume  a large  i^h.% 
loan.  Owner  will  carry  a second  lien,  if  desired,  with  reasonable  down 
payment.  The  second  is  323  acres  on  North  San  Gabriel  River  in  eastern 
Burnet  County,  6 miles  west  of  U.S.  183.  Owner  will  sell  at  investors 
terms  with  no  down  payment,  interested  only  in  advance  with  long 
term  payout  for  $1,000  per  acre  or  at  $900  per  acre  with  25%  down. 
Has  deer,  quail  and  turkey.  For  information  and  appointment  to  see, 
contact  Temple  Kennedy,  Route  1,  Box  149,  Georgetown,  Texas  78626; 
telephone  512-863-3642. 


SAN  ANTONIO:  Established  21  year  medical  practice  for  lease  or  sale. 
l2  rooms  completely  furnished,  also  medical  x-ray  equipment.  Ready 
for  occupancy.  For  additional  information  call  512-534-8808  or  nights 
512-826-1138. 


FOR  SALE:  Deceased  physician's  practice  and  completely  equipped 
office  located  on  Texas  coast.  Walk  in  and  take  over.  For  further  de- 
tails, call  512-776-2794. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


VACATION  RENTAL — Beach  villa  in  Manzanillo,  Mexico.  Private  pool 
and  maid  service.  Tennis  and  golf.  For  brochure  and  prices  write 
Dixon  Mahon,  Box  949,  Ozona,  Texas  76943. 


TEXAS  ORTHOPEDIC  ORTHOTIC  AND  PROSTHETIC  course  will  be 
presented  on  January  1 1-13,  1979  in  the  Auditorium  of  the  Texas  Scot- 
tish Rite  Hospital  in  Dallas,  Texas,  For  information  please  contact  Vert 
Mooney,  MD,  Professor  and  Chairman,  Division  of  Orthopedic  Surgery, 
The  University  of  Texas  Health  Science  Center  at  Dallas,  5323  Harry 
Hines  Blvd.,  Dallas,  Texas  75235;  214-688-3525. 


Business  and  Financial  Services 


RECORD  MANAGEMENT  SERVICES,  RECORD  CONSULTANTS  services 
available  to  physician  groups,  physician's  offices  and  clinics.  General 
office  management  procedures,  including  outlay  of  office  and  equip- 
ment; purchase  of  supplies  and  forms;  billing  and  collections  of  insur- 
ance claims.  For  information,  contact  Record  Management  Services, 
3120  Southwest  Freeway,  Suite  406,  Houston,  Texas  77098. 


Millions  of  dollars  go  into 
valuable  cancer  research  and 
education. ..but  very  often, 
what  gets  action  is 
a few  words  from  you. 


If  you  are  one  of  the  3 of  4 physicians  who 
do  not  teach  your  patients  how  to  do  breast 
self-examination* . . . do  you  know  that  92% 
of  women  who  receive  personal  instruction 
from  their  doctors,  regularly  practice  breast 
self-examination  ? * 

It's  your  move. 


american 

cancer 

society 


‘Siat'stics  are  (fom  a Gallup  Study  conducted  for  the  American  Cancer  Society 
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PHYSICIANS  WANTED 

West  Memorial — Katy,  Texas 

Immediate  openings  for  Family  Practitioners, 
Pediatricians,  General  Surgeons,  Internists,  etc. 
In  booming  area  few  miles  west  of  Houston. 

Call  713-465-1910 


Sunbelt  Opportunities 

Medenco,  Inc  owns  and  manages  20  hospitals  within  Texas.  Private  practice 
opportunities  await  you  in  settings  Irom  mapr  urban  areas  to  scenic  rural 
communities  Let  our  prolessional  staff  assist  you  in  selecting  the  community  and 
practice  situation  that  fulfill  your  needs 

For  further  information,  submit  your  Curriculum  Vitae  in  strictest  confidence  or 
contact 

Director.  Physician  Relations 

IVDEDEIVCO 

Irric. 

P.O.  Box  3448 
Houston,  Texas  77001 

1-800-231-2855 
(713)  621-8131  (within  Texas) 


PHYSICIANS  WANTED 


Immediate  and  future  openings  for  Family  Practitioners 
(10),  Cardiologists  (3),  Internists  (8),  Pediatricians  (4), 
OB/GYN  (5),  and  a Rheumatologist  in  Austin,  Dallas 
and  other  cities  throughout  the  state.  Excellent  group 
or  solo  opportunities  available.  Send  C.  V.  or  call 

Wellington  Smith 
The  Texas  Doctors  Group 
815  Brazos  P.  O.  Box  177 
Austin,  Texas  78767 
(512)  476-7129 


m 

AMERICAN 
CANCER  „ 

SOCIETY  I 


Advertising  Directory 


American  Physicians  Insurance  Exchange 
Beltone  Electronics  Corp. 

Bluebonnet  Psychiatric  Center 
Boehringer-Ingelheim,  Ltd. 

The  Brown  Schools 
Burroughs  Wellcome 
Comatic  Laboratories 

Dallas  Medical  & Surgical  Clinic  and  Hospital 
Dallas  Rehabilitation  Institute 
Gentec  Hospital  Supply 
Hempel  Financial  Corp. 

Insurance  Corporation  of  America 
Stanley  H.  Kaplan  Educational  Center 
Kelsey-Seybold  Clinic 
Eli  Lilly  and  Company 
MEDENCO  Hospitals,  Inc. 

Medical  Arts  Clinic  of  Corsicana 
The  Medical  Protective  Company 
Medical-Surgical  Clinic  Assn. 

Merrell-National,  Inc. 

Newtron  Sales,  Inc. 

Ortho  Pharmaceutical  Corporation 
The  Prudential  Insurance  Company  of  America 
Roche  Laboratories 
Roerig 

Rucker  Pharmacal  Co.,  Inc. 

Schick  Hospital 
Scott  & White  Clinic 
Smith  Kline  & French 
Starlite  Village  Hospital  21 

Taos  Medical  Symposium  105 

Texas  Bank  & Trust  Company  36 

Texas  Doctors  Group  121 

Texas  Medical  Association 

Annual  Session  47-50 

Automobile  Leasing  Program  102 

Conference  on  Medical  Legislation  30 

Conference  on  Medical  Legislation  Cassette  Tapes  94 

Egypt/Greek  Isles  Adventure  12 

Faith  of  Our  Patients  81 

Memorial  Library  Fund  101 

Timberlawn  Psychiatric  Hospital  Back  Cover 

Torbett,  Hutchings,  Smith  Memorial  Hospital  2nd  Cover 

Upjohn  96,  97,  98 

Wichita  Falls  Clinic  36 


85,  86 

4 
107 

104,  105 
107 
38 

3rd  Cover 
2nd  Cover 
106 
26 
44 

74,  75,  76,  77 

105 
125 
103 
121 
107 

106 
21 

17,  28,  29,  30,  36,  37 

5 

18a,  18b 
9 

1,  2, 18,  35 
94-95 
20,  21 
122 

Back  Cover 
27 


Physician’s  Directory 
Classified  Advertising 


108-117 

118-120 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 


122 


THE 

SCHICK  SHADEL  HOSPITAL 
BASIC  PROGRAM: 


today's  predictable  alcoholism  treatment. 


Schick  Shadel  aversion  therapy  trains  people  to 
avoid  alcohol  — with  an  excellent  success  rate.  With 
Emetine-induced  nausea  experienced  the  moment  the 
patient’s  senses  perceive  alcohol,  nausea  and  all  alcohol 
become  linked  in  the  patient’s  memory. 

There  are  two  Schick  Shadel  Hospitals  — one  in 
Seattle  and  another  in  Fort  Worth.  Both  hospitals  employ 
Aversion  Therapy  and  are  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  and  the 
American  Hospital  Association/ American  Medical 
Association  and  affiliated  societies.  Established  in  1935, 
the  programs  are  staffed  by  physicians,  including 
psychiatrists  and  psychologists.  RN’s  trained  in  alcohol 
withdrawal  are  exclusively  employed. 

Patients  are  admitted  24  hours  a day  with 
limousine  service  provided  from  the  airport.  Most 
medical  insurance  programs  and  individual  plans  afford 
coverage  for  treatment.  Family  and  physicians  may 
inspect  the  facilities  and  confer  with  the  staff  at  any  time 
before  the  patient  decides  to  enter. 

For  more  information  regarding  patient  referral 
send  for  the  Schick  Shadel  Hospital  brochure. 


SchickShodel  Hospital 

4101  Frawley  Drive 
Fort  Worth,  Texas  76228 
(817)  284/9217 
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LETTERS 


of  work?  Because  of  you  1 ,538.  123 

Sincerely, 

Danny  L.  Girton,  Tampico,  Mexico. 

Data  on  lead  poisoning  updated 

Dear  Ms  Baker: 


A question  for  a town 

Dear  Ms  Baker; 

Why  do  some  future  doctors  still  choose  to  practice  in 
relatively  small,  rural  towns  with  large  patient-to-doctor 
ratios,  long  hours,  and  lots  of  work?  After  spending  the 
past  summer  as  a medical  extern  in  Baird,  Tex,  I have 
been  reassured  as  to  the  answer. 

It’s  people  like  Betty  Alldredge  and  her  nursing  staff 
who  patiently  answered  all  my  questions.  It's  people  in 
the  business  office  of  the  hospital  who  type  dictations. 

It's  Ernestine  Moore  and  the  lab  and  Mr.  Villafranca  and 
the  people  in  X-ray.  It’s  the  ladies  in  the  hospital  kitchen 
who  made  me  feel  that  I was  eating  in  someone's  kitchen 
at  home.  It's  a small  hospital  which  tries  its  best  to  give 
the  best. 

It's  folks  in  the  courthouse  who  helped  me  to  register 
my  truck  and  a local  insurance  agent  who  gave  a student, 
proverbially  short  of  cash,  a fair  insurance  policy  with 
no  long-winded  sales  pitch.  It’s  a local  garage  where  the 
owner  and  his  assistant  repaired  my  air  conditioner  and 
thanked  me  for  my  business.  It's  a local  restaurant  that 
serves  good  chicken  fried  steak  and  coffee  after  lunch. 

It's  a post  office  where  the  workers  have  time  to  smile, 
say  "How  you  doing?”  and  mean  it.  It's  a Texas  Ranger 
about  six  and  half  feet  tall  with  a handshake  and  smile 
to  match. 

It’s  a doctor’s  office  staff  who  answered  my  questions 
over  and  over  and  taught  me  some  of  the  practical  as- 
pects and  business  involved  in  running  a practice. 

It’s  surrounding  community  doctors  who  realize  what 
an  enormous  undertaking  it  is  to  learn  enough  to  be  able 
to  take  care  of  your  fellow  man,  and  who  love  their  pro- 
fession so  much  they  will  take  their  valuable  time  to 
teach  youngsters  the  way  to  practice  medicine. 

It's  especially  a man  like  Dr  Raul  N.  Calvo,  Jr,  who 
guided  and  directed  me  this  summer.  We  saw  patients 
and  I asked  questions.  He  answered.  I read  journals  and 
textbooks.  He  explained.  We  talked  and  talked.  He  lis- 
tened. Baird,  you’re  fortunate  to  have  him. 

It’s  people  who  tell  you  the  history  of  the  railroading 
days,  the  school  teachers  who  taught  three  generations, 
a Fourth  of  July  celebration,  and  a junior  rodeo. 

So  Baird,  little  city  in  West  Texas  with  a sign  that  says 
you  have  1 ,538  residents,  why  do  some  future  doctors 
still  choose  to  practice  in  relatively  small  rural  towns 
with  large  patient-to-doctor  ratios,  long  hours,  and  lots 


In  the  November  1978  issue  of  Texas  Medicine,  my 
article,  “Detection,  Evaluation,  and  Management  of  Chil- 
dren Exposed  to  Lead,”  appeared.  Definitions  of  lead 
poisoning,  undue  increased  lead  absorption,  and  toxicity 
as  defined  by  the  Center  for  Disease  ControP'  ^ and  tables 
of  interpretation  of  results  of  blood  tests  for  lead  and  free 
erythrocyte  protoporphyrin  (FEP)’'  ^ were  given. 

In  October  1978,  The  Journal  of  Pediatrics  printed  a 
revised  statement  by  the  CDC  on  preventing  lead  poison- 
ing.^ The  definitions  are  changed  slightly  in  the  ranges  of 
normal  and  mild,  moderate,  and  severe  elevations  of  lead 
and  FEP  blood  levels.  These  new  definitions  are  as 
follows: 

Elevated  blood  lead  level  is  defined  as  a confirmed 
blood  lead  30  MQ/dl  or  greater. 

Lead  toxicity  is  defined  as  biochemical  (eg,  erythro- 
cyte protoporphyrin  (EP)  equal  to  or  greater  than  50  /j.g/ 
dl)  or  functional  derangements  caused  by  lead. 

Undue  lead  absorption  refers  to  excess  lead  in  the 
blood  with  evidence  of  biochemical  derangement  in  the 
absence  of  clinical  symptoms.  It  is  defined  by  confirmed 
blood  lead  levels  of  30  to  69  p^/6\  associated  with  EP 
levels  of  50  to  249  /^tg/dl  whole  blood. 

Lead  poisoning  is  defined  as  existing  whenever  a 
child  has  any  one  or  more  of  the  following:  (1)  Two 
successive  blood  lead  levels  equal  to  or  greater  than 
70  /u,g/dl  with  or  without  symptoms.  (2)  EP  level  equal 
to  or  greater  than  250  /u,g/dl  whole  blood  and  a con- 
firmed elevated  blood  lead  level  equal  to  or  greater  than 
50  /xg/dl  with  or  without  symptoms.  (3)  EP  level  greater 
than  109  /u,g/dl  associated  with  a confirmed  elevated 
blood  lead  level  30  jug/dl)  with  compatible  symp- 
toms. (4)  Confirmed  blood  lead  level  greater  than  49 
^ig/dl  with  compatible  symptoms  and  evidence  of  tox- 
icity (eg,  abnormal  EP,  calcium  disodium  EDTA  mobili- 
zation test,  urinary  aminolevulinic  acid  excretion  or 
urinary  coproporphyin  excretion). 

These  definitions  change  the  table  of  combined  inter- 
pretation as  follows: 
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Test  Results  of  Erythrocyte  Protoporphyrin  (p.g/dl  Whole  Blood) 
Blood  Lead  (/xg/dl)  «49  50-109  110-249  3^250 


Not  done 

1 

* 

* 

• 

S29 

1 

la 

la 

EPPt 

30-49 

lb 

II 

III 

III 

50-69 

t 

III 

III 

IV 

o 

A\ 

t 

t 

IV 

IV 

* Blood  level  necessary  to  estimate  risk. 

t Combination  not  generally  observed.  Retest  with  venous  blood 
immediately, 

t Erythropoietic  protoporphyria. 

Thank  you  for  helping  me  call  this  to  the  attention  of 
Texas  Medicine's  readers. 

Ruth  A.  Dillard,  MD,  Galveston. 

REFERENCES 

1.  Increased  lead  absorption  and  lead  poisoning  in  young  children. 
US  Dept  Health,  Education,  and  Welfare,  Center  for  Disease  Control, 
March  1975. 

2.  Chisholm  JJ.  Jr:  Treatment  of  lead  poisoning.  Modern  Treatment 
8:593,  1971. 

3.  Center  for  Disease  Control:  Preventing  lead  poisoning  in  young 
children,  Pediatr  93:709-720,  1978. 

Eyewitness  to  socialized  medicine 

Dear  Ms  Baker: 

It  is  with  growing  concern  that  I read  about  plans  for  a 
National  Health  Insurance  program  in  the  United  States. 
As  a physician  recently  arrived  from  Canada,  and  having 
been  part  of  such  a plan,  I can  only  say  that  I am  disap- 
pointed in  this  obvious  political  ploy  on  the  part  of  Sena- 
tor Edward  Kennedy.  The  major  reason  for  my  uprooting 
my  family  and  moving  1 ,900  miles  to  the  South  was  so- 
cialized medicine.  I am  certain  that  Sen  Kennedy  did  not 
see  socialized  medicine  at  the  grass  roots  level.  Had  he 
followed  me  through  the  40  office  visits  a day  necessary 
to  just  meet  my  overhead  costs,  he  would  realize  that  this 
is  simply  assembly  line  medicine  with  the  government 
paying  a grossly  inefficient  sum  to  reimburse  the  physi- 
cian. 

Government  intervention  at  every  level  of  medical  prac- 
tice has  caused  Canada  to  lose  some  500  physicians  to 
the  United  States  with  an  estimated  700  to  1 ,000  leaving 
in  the  next  year.  How  can  such  discontent  go  unnoticed? 
Since  I have  been  in  Texas,  medicine  has  once  again 


become  a pleasure  to  practice.  I now  have  ample  time  to 
care  for  my  patients  and  to  carry  out  my  profession  as  I 
was  taught.  In  addition,  the  gross  abuse  of  “free  medical 
care  ’ is  nonexistent  in  my  practice  in  Texas.  Can  you 
imagine  having  one  out  of  five  people  showing  up  in  an 
office  because  they  “think”  they  might  be  ill  and  having 
the  government  pay  the  tab? 

If  cost  containment  is  the  issue,  then  NHI  is  not  the 
way  to  obtain  this.  It  would  only  be  a short  while  before 
local  and  federal  governments  would  be  unable  to  meet 
the  incredibly  spiraling  costs  of  an  NHI  plan  and  the  vast 
bureaucracy  of  paper-pushing  it  creates. 

A lesson  should  be  taken  from  the  British  National 
Health  Service  that  is  presently  on  the  verge  of  collapse. 
For  some  patients  it  has  already  collapsed.  If  you  are  on  a 
three-year  waiting  list  for  an  orthopedic  operation,  that’s 
collapse. 

There  are  almost  five  bureaucrats  administering  each 
British  hospital  bed  today,  each  drawing  a government 
salary.  The  NHS’  head  bureaucrat  has  nearly  8,800  paper 
pushers  on  his  personal  staff  alone.  The  NHS  now  num- 
bers 750,000  workers  making  it  the  largest  single  employ- 
er in  Britain.  Is  this  what  Sen  Kennedy  means  by  cost 
containment? 

Please  open  your  eyes  before  it  is  too  late!  NHI  is 
not  the  answer. 

Sincerely, 

Barton  J.  Romanek,  MD,  Lockhart. 

Health  services  in  South  Texas 

Dear  Ms  Baker: 

I want  to  compliment  the  Texas  Medical  Association  for 
publishing  the  article,  “Improving  the  Delivery  of  Health 
Services  in  South  Texas,”  in  the  October  issue  of  Texas 
Medicine.  Since  its  inception,  this  program  had  strong 
encouragement  from  Floyd  A.  Norman,  MD,  Regional 
Health  Administrator,  PHS,  DHEW.  It  seems  a perfect 
example  of  where  the  federal  and  volunteer  sectors  coop- 
erating together  can  achieve  results  far  in  excess  of  those 
anticipated. 

Sincerely, 

Ferrill  Hamilton,  MD;  Dallas,  Director,  Office  of  Regional 
Health  Planning. 
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INTERNAL  MEDICINE 

Allergy 

C.  W.  Ewing,  M.D.,  F.A.C.A. 

S.  Weakley,  M.D. 

Arthritis  and  Rheumatic  Diseases 
J.  W.  Kemper,  M.D.,  F.A.C.P. 
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F.  S.  O'Neil,  M.D.,  F.A.C.P. 
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G.  G.  Bourianoff,  M.D. 

G.  Crofoot,  M.D. 

J.  R.  Hoverman,  M.D. 

General  Medicine,  Gastroenterology 

R.  D.  Eichhorn,  M.D.,  F.A.C.P. 

Hematology 

J.  B.  Bart,  M.D.,  F.A.C.P. 

Infectious  Diseases 

S.  Riggs,  M.D.,  F.A.C.P. 

Nuclear  Medicine 

D.  E.  Mouton,  M.D.,  F.A.C.N.M. 

Oncology 

E.  N.  Root,  M.D. 

Pulmonary  Diseases,  Bronchoscopy 
S.  P.  Fischer,  M.D.,  F.A.C.P. 

B.  D.  Walker,  M.D. 

DERMATOLOGY 

W.  M.  Fraser,  M.D.,  F.A.A.D. 

D.  W.  Owens,  M.D.,  F.A.A.D. 


GENERAL  & THORACIC  SURGERY 

Surgical  Endoscopy  & Colonoscopy 
W.  D.  Seybold,  M.D.,  F.A.C.S. 

J.  D.  McMurrey,  M.D.,  F.A.C.S. 

J.  L.  Doggett,  M.D.,  F.A.C.S. 

M.  F.  Appel,  M.D.,  F.A.C.S. 

C.  P.  Clericuzio,  M.D. 

NEUROLOGY 

A.  Arana,  M.D. 

OBSTETRICS  & GYNECOLOGY 

M.  L.  Cody,  M.D.,  F.A.C.S., 

F.A.C.O.G. 

W.  A.  Johnson  III,  M.D., 

F.A.C.O.G 

OCCUPATIONAL  & 

PREVENTIVE  MEDICINE 

M.  B.  Johnston,  M.D., 

F.A.C.Pr.M. 

W.  B.  Dye,  M.D.,  F.A.C.Pr.M. 

H.  B.  Elwell,  Jr.,  M.D. 

R.  M.  Fenno,  M.D.,  F.A.C.P. 

F.  A.  Goss,  M.D. 

W.  R.  Hawkins,  M.D.,  F.A.C.Pr.M. 
W.  R.  Hein,  M.D.,  F.A.C.Pr.M. 

L.  A.  Herrmann,  M.D. 

R.  J.  Huebner,  M.D. 

G.  F.  Kelly,  M.D.,  F.A.C.Pr.M. 

T.  K.  Lee,  M.D.,  M.P.H. 

G.  O.  Lewis,  M.D.,  F.A.C.Pr.M. 

W.  V.  Murawsky,  M.D. 

C.  A.  Owen,  M.D.,  F.A.C.S. 

B.  W.  Prior,  M.D.,  F.A.C.Pr.M. 

L.  W.  Sheckles,  M.D.,  F.A.C.P. 

N.  A.  Tadros,  M.D.,  F.A.C.Pr.M. 

A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 
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H.  E.  Wahlen,  M.D.,  D.A.B.O. 
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J.  C.  Hoyle,  Jr.,  M.D. 
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RADIOLOGY 
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J.  F.  Neumann,  M.D. 
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D.  W.  Pranke,  M.D.,  F.A.C.S. 
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House  approval  of  “second-opinion”  guidelines 
encourages  patient-physician  free  choice 

In  molding  formal  guidelines  to  express  TMA’s  stand  on 
second  opinions  for  prospective  elective  surgery  patients, 
Association  representatives  have  again  stood  firm  in  the 
interest  of  good  doctor-patient  relationships,  of  the  individ- 
ual  s right  to  make  personal  decisions  without  interfer- 
ence, and  the  physician’s  continued  role  in  private 
enterprise. 

TMA’s  guidelines  evolved  from  those  basic  tenets  to 
emphasize  respect  for  the  patient-physician  relationship 
that  has  for  so  many  years  proven  its  worth  in  Texas. 

The  first  guideline  again  stresses  the  Association’s 
belief  that  consultations  and  second  opinions  should  be 
sought  whenever  and  wherever  the  patient  or  the  phy- 
sician desires.  In  choosing  a second  physician,  the  patient 
may  approach  county  medical  societies  which  have  been 
encouraged  to  supply  names  of  physicians  who  might  be 
available  to  give  opinions  or  consultations.  However,  the 
guidelines  state  that  patients  should  be  completely  free  to 
consult  with  the  physicians  of  their  choice — or  if  they 
prefer,  to  accept  the  evaluation  and  recommendations  of 
the  doctor  providing  care  and  to  seek  no  second  opinion. 
At  the  same  time,  all  Texas  physicians  should  be  unde- 
terred in  offering  opinions  to  patients  who  seek  them. 

In  urging  physician  autonomy,  TMA’s  guidelines  also 
state  that  physicians  should  retain  the  right  to  set  reason- 
able fees,  as  do  other  professionals,  for  services  rendered 
and  to  deal  directly  with  patients  in  deciding  how  services 
should  be  paid  for. 

By  supporting  these  time-tested  rights,  the  TMA  House 
of  Delegates  has  again  committed  itself  to  the  voluntary 
medical  care  system  which  has  yielded  the  high  quality 
of  care  available  throughout  our  country. 

Likewise,  TMA  delegates  and  officers  have  reiterated 
sound  ideals  to  guide  patients  and  physicians  in  seeking 
and  providing  consultations. 

We  believe  these  policies,  which  grew  out  of  concern 
for  patient-physician  freedoms,  embrace  principles  most 
basic  to  American  medical  care. 

Mylie  E.  Durham,  Jr,  MD,  Houston,  President,  Texas 
Medical  Association. 


United  front  will  help  TMA  achieve 
major  goals  in  legislative  session 

The  Texas  Constitution  provides  that  the  legislative  power 
of  this  state  shall  be  vested  in  a Senate  and  House  of 
Representatives,  which  together  shall  be  styled  “the 
Legislature  of  the  State  of  Texas.’’ 

On  Jan  9,  1979,  “the  legislature”  will  convene  in  Austin 
in  regular  session.  When  the  smoke  is  cleared  and  the 
session  is  adjourned  140  calendar  days  later,  it  is  antici- 
pated that  there  will  have  been  from  4,000  to  5,000  bills 
and  resolutions  which  will  have  been  introduced  and  act- 
ed upon  in  some  manner.  Of  those  bills,  we  anticipate 
that  over  600  of  them  will  relate  to  or  impact  upon  the 
practice  of  medicine  or  the  public  health  of  our  state. 

One  thing  is  abundantly  clear:  In  its  role  as  the  spokes- 
man for  those  licensed  to  practice  medicine  in  Texas, 
TMA’s  resources  will  be  pressed  to  maximum  capacity  in 
order  to  represent  its  members  before  the  legislature. 
There  will  be  unheard  of  pressures,  discussions,  criticism, 
and  little  praise  in  the  halls  of  the  Capitol  for  those  who 
seek  to  have  input  on  behalf  of  the  institution  we  call 
"medicine.”  Few  are  interested  in  hearing  what  may  be 
right  about  medicine,  but  many  are  hell-bent  to  hear  what 
may  be  wrong.  We  must  urge  our  lawmakers  to  soberly 
reappraise  the  realities  of  medicine,  and  to  measure  the 
current  realities  of  medical  care  in  Texas  against  the 
doomsday  demands  that  they  hear  so  frequently. 

To  bring  reality  back  to  the  legislative  decisions,  this 
enormous  number  of  bills  must  be  screened  and  moni- 
tored; positions  must  be  taken  and  policies  implemented. 
The  complexity  of  problems  that  arise  as  a bill  moves 
toward  final  enactment  or  defeat  is  awesome.  The  TMA 
will  need  to  testify  publicly  on  bills,  prepare  amendments, 
and  marshal  support  for  its  position  on  a large  number  of 
those  bills.  In  short,  the  TMA’s  Council  on  Medical  Legis- 
lation, and  its  officers,  boards,  councils,  committees, 
county  medical  societies,  staff,  specialty  societies,  gen- 
eral membership,  and  legislative  representatives  will  be 
called  upon  to  exert  more  effort  on  behalf  of  medicine 
during  this  session  than  in  any  other  time  in  history. 

We  already  know  that  among  the  many  legislative  items 
of  major  interest  to  TMA  will  be  how  to  deal  with  the  Rural 
Health  Clinic  Law  and  questions  about  its  impact  upon  the 
Medical  Practice  Act;  attempts  to  repeal  the  current  anti- 
substitution law;  efforts  to  permit  optometrists  to  use 
diagnostic  and  therapeutic  drugs;  amendments  to  the 
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Nurse  Practice  Act;  some  worthwhile  and  some  ill-advised 
measures  relating  to  medical  schools,  residency  pro- 
grams, loans  to  medical  students,  teaching  hospitals,  and 
new  medical  schools;  measures  relating  to  the  definition 
of  death;  various  drug  law  changes;  bills  relating  to  in- 
surance laws;  efforts  to  license,  register  or  change  laws 
relating  to  podiatrists,  clinical  laboratory  personnel,  emer- 
gency medical  technicians,  midwives,  paraprofessionals, 
social  workers,  speech  pathologists  and  audiologists, 
acupuncturists,  chiropractors,  and  a host  of  others;  and 
bills  which  would  cover  such  subjects  as  abortions,  the 
basic  science  law,  mental  health,  appropriations,  cam- 
paign contributions,  crippled  children,  confidentiality  of 
medical  information,  health  planning,  cost  containment, 
and  products  liability. 

Of  particular  importance  is  the  continuing  subject  of 
improvements  to  the  Medical  Liability  and  Insurance  Im- 
provement Act  of  Texas  passed  in  1977,  as  well  as  a 
laundry  list  of  other  items  which  goes  on  and  on. 

To  get  the  job  done,  the  TMA  Council  on  Medical  Legis- 
lation pledges  its  best  efforts  to  discharge  its  responsi- 
bilities in  representing  the  profession  on  these  important 
matters:  however,  we  cannot  provide  the  totality  of  effort 
alone.  To  implement  the  policy  of  the  Association,  it  will 
take  the  110%  efforts  of  all  of  our  members. 

The  TMA  Council  on  Medical  Legislation  urges  all  who 
wish  to  speak  on  matters  relating  to  legislation  to  let 
their  voices  be  heard  within  the  TMA.  Let’s  fully  debate 
these  matters  and,  through  the  democratic  process,  come 
forth  with  a well-reasoned  and  sound  policy.  Then  let’s  all 
join  hands,  roll  up  our  sleeves,  and  present  a united  front 
to  the  legislature  on  what  is  best  for  the  institution  of 
medicine,  and  as  advocates  for  those  we  serve — our 
patients. 

Ed  W.  Schmidt,  MD,  Pecos,  Chairman, 

TMA  Council  on  Medical  Legislation. 

Second  opinion  and  unnecessary  surgery 

The  pot  continues  to  boil  regarding  the  controversial 
subjects  of  the  second  opinion  programs  and  unneces- 
sary surgery.  On  Feb  27,  1978,  the  Today  Show  (NBC- 
TV),  New  York  Daily  News,  and  the  New  York  Times 
commented  on  the  recent  study  of  Blue  Cross  and  Blue 
Shield  of  Greater  New  York. 

The  purpose  of  the  second  opinion  program  was  to 
reduce  the  number  of  unnecessary  operations.  The  pro- 


gram covered  nearly  4.5  million  subscribers  and  their 
dependents.  Second  opinions  were  offered  to  those  who 
were  advised  to  have  elective  surgery  during  the  past  two 
years  (18  months  for  the  entire  4.5  million  subscribers). 
Only  1,500  persons  requested  a free  ‘‘second  opinion.” 
The  initial  recommendation  for  surgery  was  contradicted 
in  27%  of  the  cases  with  an  estimated  savings  of 
$700,000  in  Blue  Cross  hospital  reimbursement. 

Let  us  analyze  these  general  statistics:  Blue  Cross 
estimates  400,000  operations  a year  from  their  data; 
this  would  approximate  600,000  operations  for  the  18 
months  of  coverage  for  the  full  4.5  million  subscribers 
and  their  dependents.  Only  1 ,500  requested  a ‘‘second 
opinion  ” which  is  a small  fraction  of  1%.  The  other  99.75% 
either  had  confidence  in  their  physician,  or  their  subjective 
symptoms  were  sufficient  to  convince  them  that  corrective 
measures  were  necessary,  or  they  were  fearful  of  offend- 
ing their  own  physician.  The  last  does  not  appear  to  be  a 
dominant  factor,  as  New  Yorkers  are  not  known  to  be 
bashful  in  expressing  a dissenting  view.  Blue  Cross  is 
attempting  to  study  this  attitudinal  factor  to  explain  the 
poor  response.  At  this  point  the  patients  are  not  clamoring 
for  a “second  opinion,  ” but  if  the  patient  or  the  physician 
desires  one,  they  should  be  encouraged  to  have  one. 

The  1 ,500  persons  who  requested  the  ‘‘second  opin- 
ion” are  probably  those  individuals  who  had  doubts  about 
the  need  for  the  operation  or  were  fearful  of  the  opera- 
tive procedure  and  do  not  reflect  the  attitude  of  the  entire 
600,000  who  had  surgery.  According  to  Blue  Cross  the 
27.3%  contradicted  opinions  represented  only  414  indi- 
viduals. No  pathology  was  noted  by  physical  examination 
in  60,  or  4%  of  the  1 ,500.  We  do  not  condone  a 4%  error 
in  diagnosis,  even  in  a weighted  group.  Of  course  it  is 
not  good  enough.  However,  it  does  represent  96%  accu- 
racy in  diagnosis,  even  though  there  was  a difference  of 
opinion  as  to  the  extent  of  the  pathology  and  appropriate 
treatment.  Wouldn’t  it  be  refreshing  and  reassuring  if  our 
legal  colleagues,  economists,  legislators,  business  lead- 
ers, and  politicians  attained  a 96%  accuracy  in  judgmental 
decisions? 

Blue  Cross  estimated  a corporation  savings  of 
$700,000*  during  the  two  years,  but  this  well  may  be  an 
illusion.  You  may  recall  McCarthy  also  estimated  a sav- 
ings of  $581,873  in  his  original  study  with  335  noncon- 


‘This  figure  has  since  been  revised  downward  to  about  $250,000  for 
PRESSO's  first  20  months. 
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128  firmed  cases  representing  24%.  In  1977  he  revised  his 
statistics  to  11%  as  one  half  of  his  nonconfirmed  cases 
did  have  surgery  in  the  interim,  but  at  inflated  prices 
eroding  80%  of  the  savings.  The  “long  tail”  effect  of  in- 
flation, concurrent  medial  care,  and  administrative  over- 
head may  wipe  out  the  potential  savings. 

The  main  purpose  of  the  “second  opinion”  programs 
was  to  eliminate  unnecessary  or  unjustified  surgery,  and 
we  support  this  objective.  We  believe  the  program  should 
be  voluntary.  We  urge  the  physician  to  spend  time  with  his 
patient  explaining  the  pros  and  cons  of  surgery.  If  the 
patient  is  still  uncertain  as  to  his  course  of  action,  by 
all  means  have  a consultation.  A difference  of  opinion 
does  not  necessarily  mean  the  operation  is  unnecessary 
or  unjustified.  It  may  reflect  an  honest  difference  between 
a liberal  and  conservative  opinion  of  indications  for 
surgery. 

Unfortunately,  the  news  media  have  equated  any  dif- 
ference of  opinion  as  reflecting  a high  incidence  of  un- 
necessary surgery  and  have  done  so  on  very  question- 
able statistics.  Our  own  studies,  based  on  preset  criteria 
in  screening  utilizing  the  pathological  findings  and  peer 
review  of  questionable  cases,  indicated  a low  incidence  of 
unjustified  surgery.  A government  consultant  questioned 
our  hysterectomy  study  at  a medical  center  alleging  eight 
cases  as  unjustified.  On  review  a panel  of  board  certified 
obstetricians  and  gynecologists  concluded  that  all  of  the 
questioned  operations  were  based  on  sound  medical 
indications  and  were  justified.  Seventy-five  percent  of  the 
cases  were  reviewed  by  consultants  from  another  hospi- 
tal. Irrespective  of  an  individual’s  expertise,  his  judgment 
is  only  as  good  as  his  information.  A difference  of  opinion 
by  one  person  is  not  by  itself  a sound  criteria  for  unnec- 
essary surgery;  to  the  extent  that  a “second  opinion  ” 
gives  comfort  to  a patient  and  detects  the  occasional 
unjustified  case,  it  has  a place  in  the  mosaic  of  medical 
care  evaluation. 

We  believe  there  is  a better  way.  The  JCAH  (Joint 
Commission  on  Accreditation  of  Hospitals)  methodology 
using  preset  criterias  as  screens  for  filtering  out  the  ques- 
tionable or  exceptional  cases  for  further  review,  utilizing 
pathology  reports  and  departmental  conference  review, 
seems  to  be  the  best  procedure  at  this  time.  PSRO  “on 
site”  review  provides  an  outside  disinterested  surveillance 


and  an  additional  control  mechanism.  This  was  my  rec- 
ommendation to  the  Moss  Subcommittee  on  Oversight 
and  Investigation.  We  hope  they  will  be  receptive  to  the 
suggestion. 

It  is  our  responsibility  and  obligation  to  make  the  system 
work.  We  must  document  clearly  and  precisely  the  indica- 
tions for  surgery  and  the  plan  of  treatment,  so  reviewers 
will  be  able  to  evaluate  the  chart  accurately.  We  also  have 
a responsibility  to  the  patient  to  explain  the  necessity  of 
certain  procedures,  the  alternatives,  and  the  risks.  Better 
patient  rapport  and  documentations  of  pertinent  informa- 
tion would  be  a major  step  in  decreasing  malpractice  and 
the  stigma  of  unjustified  surgery. 

The  Blue  Cross  and  Blue  Shield  of  Greater  New  York 
are  conducting  a well  controlled  study  on  the  “second 
opinion.”  We  are  most  grateful  for  their  cooperation  in 
providing  us  with  their  statistics.  We  hope  their  final  anal- 
ysis will  reflect  a broad  perspective  of  the  role  of  the 
“second  opinion”  in  the  medical  care  evaluation  process. 

Ralph  S.  Emerson,  MD,  Roslyn  Heights,  NY. 


Reprinted  with  permission  from  the  editors  of  New  York  State  Journal 
of  Medicine  (May  1978). 
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Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torhett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torhett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torhett,  Sr.,  in  1898. 


•Expired  May  17th.  1977. 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is,  more  than 
4 months,  has  not  been  assessed  by  systematic  clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient 

Contraindications:  Tablets  in  children  under  6 months  of  age,  known 
hypersensitivity,  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness  {e  g.,  operating  machinery, 
driving).  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal/muscle  cramps,  vomiting,  sweating).  Keep  addiction-prone  indi- 
viduals (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
predisposition  to  habituation,'dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants. 

Not  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in 
lieu  of  appropriate  treatment  When  using  oral  form  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of  seizures 
INJECTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and.  rarely,  vascular  impairment  when  used  I V:  inject 
slowly,  taking  at  least  one  minute  lor  each  5 mg  (1  ml)  given,  do  not  use 
small  veins,  l e , dorsum  of  hand  or  wrist:  use  extreme  care  to  avoid  intra- 
arterial administration  or  extravasation.  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  I.V.  it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion. 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
nary reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  con- 
comitant use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
able When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
age at  least  1/3,  administer  in  small  increments  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
vital  signs 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminister 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures,  use  topical  anesthetic,  have  necessary  coun- 
termeasures available  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness. fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  contu- 
sion, coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures,  LV  fluids,  adequate  airway  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg.  bottles  of  100  and  500, 
Tel-E-Dose’  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10.  Prescription 
Paks  of  50.  available  singly  and  in  trays  of  10  Ampuls,  2 ml,  boxes  of  10, 
Vials.  10  ml,  boxes  of  1,  Tel-E-Ject‘  (disposable  syringes).  2 ml.  boxes  of 
10,  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buf  ■ 
ers,  and  1 5%  benzyl  alcohol  as  preservative 
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ONCr\ALIUM‘(diazepam) 


Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status 

Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
curred following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  predisposition  to  habituation/ 
dependence  Not  recommended  for  OB  use 

Etficacy/safety  not  established  in  neonates  (age  30  days  or  less),  pro- 
longed CNS  depression  observed  In  children,  give  slowly  (up  to  0.25 
mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
repeated  after  15  to  30  minutes  If  no  relief  after  third  administration, 
appropriate  adjunctive  therapy  is  recommended 
Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam),  i.e  . 
phenothiazines,  narcotics,  barbiturates.  MAO  inhibitors  and  antidepres- 
sants, Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
companying depression  who  may  have  suicidal  tendencies  Observe  usual 
precautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2y2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
tolerated). 
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Each  gram 
contains:  Aerosporin®’ 
(Polymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs.  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  ofitis 
externa:  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  fhe  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  thaf  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 

Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


iOMDSfe  accurate 
litafl^n  of  dosage  to 
orient  angina  attacks 

I^RDtejlTRADOSE*t 

Oral  Tablets  with  E.Z.  Split®  scoring: 
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(isosorbide  dinitrate) 

HELPS  THE  HEART 
IH  THE  COHTROL  OF 
AH6IHA  PECTORIS* 


The  established  use  of  Isordil  in  the  manage- 
ment of  angina  pectoris  for  more  than  two 
decades  has  often  been  ascribed  only  to  the  vaso- 
dilatation it  produces  in  the  coronary  arteries. 
Recent  investigations,  however,  suggest  that  an 
even  more  important  effect  of  this  agent  is  to 
dilate  peripheral  arteries  and  veins.  Arterial  dila- 
tation lowers  impedance  to  left  ventricular  ejec- 
tion, reducing  afterload.  Venous  dilatation  leads 
to  venous  pooling  and  a fall  in  right  and  left  ven- 
tricular filling  pressure,  thus  reducing  preload. 

With  afterload  and  preload  reduced,  the 
amount  of  energy  expended  and  oxygen  con- 
sumed by  the  heart  should  be  decreased.  Isordil 
canthus  reduce  myocardial  oxygen  requirements 
and  relieve  or  prevent  attacks  of  angina  pectoris. 


, . jnsT^ased  on^  rSview  of  this  drug  by  the  National  Academy.of 
Scie|c^s?-Naifanal  Rei&ircmCouncil  and/or  other  informat^n,  FDA  has 
cl^4if{dd:-the  irttiications  ks  follows: 

''Pr(fcab|y".efffe:tive:  When  taken  by  the  sublingual  or  chewable  route, 
Isorc^Sdblingual  and  Chewable  Tablets  are  indicated  for  the  treatment  of 
acute'^Wginal  attacks  and  for  prophylgmin  situations  likely  to  provoke 
such  amcks,  \ ' 

"PossiblyX  effective:  Wheiv  taroh  byj^  oral  route,  Isordil  is  indicated  for 
the  relief  of  an0na  pectoris  (paiiw^eronafy  aAtefy,disease).  It  is  not  in- 
tended to  abdtt  the  acuLt  angfriw  episode,  blit  iS’widely  regarded  as 
useful  in  the  prophylactic  treatment  ^ angina  pectoris. 

Final  classificatiori  pf  the  less-than-effective  indications  requires  further 
investigation.  \ 


Contraindication:  Idiosyncrasy  to  this  drug;' 

Warnings:  Data  supporting  the  ui^Lnitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (tn^period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficieriTtb  establish  safety. 
Precautions;  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites  and 
nitrates  may  occur. 
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TMLT  attains  goals;  liability 
insurance  available 

The  Texas  Medical  Liability  Trust  officially  became  an 
effective  operating  business  entity  as  of  Jan  1,  1979,  pro- 
viding professional  liability  and  office  premises  liability 
insurance  to  TMA  members  who  have  applied  and  been 
accepted. 

The  Trust  met  its  minimum  surplus  goal  of  $1 .5  million 
with  a reported  amount  in  excess  of  $1.6  million  and 
acquired  a reinsurance  agreement  from  brokers,  Alex- 
ander & Alexander  of  Texas,  Inc.  Reinsurance  is  available 
in  amounts  of  $1 ,250,000/1 ,250,000  to  physicians  who 
purchase  the  maximum  limits  of  $750,000/1 .5  million  from 
TMLT. 

TMLT  also  offers  “prior  acts”  coverage  which  is  com- 
patible to  “reporting  endorsement”  or  “tail”  coverage  for 
physicians  currently  holding  a “claims  made”  policy.  This 
coverage  is  being  offered  at  a rate  lower  than  similar 
coverage  offered  by  Texas  carriers. 

Recently  elected  TMLT  Governing  Board  officials  are: 
Richard  L.  Vardy,  MD,  Lubbock,  chairman;  Presley  H. 
Chalmers,  MD,  Houston,  vice  chairman;  and  Ed  W. 
Schmidt,  MD,  Pecos,  secretary-treasurer. 

AMA  House  of  Delegates 
approves  5 Texas  resolutions 

The  AMA  House  of  Delegates  considered  seven  Texas 
resolutions  during  the  1978  interim  meeting  December 
3-6  in  Chicago. 

More  than  50  physicians,  residents,  medical  students, 
and  medical  society  executives  participated  in  the  caucus 
sessions  of  the  Texas  Delegation. 

The  TMA  House  of  Delegates  took  a new  stand  on 
national  health  insurance  and  adopted  a Florida  resolution 
which  recommended  modifications  to  the  present  health 
care  system  rather  than  AMA’s  proposed  comprehensive 
package  which  embodied  a mandatory  feature  for  pur- 
chase of  health  insurance  by  employers  for  their  em- 
ployees. The  Texas  delegation  was  unanimous  in  voting 
for  the  Florida  resolution. 

The  House  of  Delegates  adopted  a Texas  resolution 
which  placed  the  AMA  on  record  in  recognizing  major 
causes  for  increased  medical  and  health  care  costs. 

The  Texas  delegates  noted  an  absence  in  the  Report  of 


the  National  Commission  on  the  Cost  of  Medical  Care  on 
what  physicians  believe  are  the  causes  for  increased 
medical  costs.  The  AMA  now  recognizes  major  causes  as 
being  an  increased  demand  for  services  resulting  from 
third-party  payment,  the  number  of  regulations  generated 
by  federal  and  state  agencies,  professional  liability  in- 
surance premiums  and  inflation. 

The  Texas  resolution  concerning  second  surgical  opin- 
ions was  not  approved,  although  the  Texas  delegation 
contributed  to  discussions  on  the  issue.  The  AMA  sup- 
ports the  concept  that  when  a second  opinion  is  required 
by  a third  party,  that  second  opinion  should  be  at  no  cost 
to  the  patient.  While  TMA  supports  the  right  of  a patient 
and  physician  to  seek  consultation  freely,  the  TMA  also 
respects  the  right  of  insurance  companies  to  establish  the 
level  of  benefits  under  policies  and  programs  which  they 
offer.  In  addition,  TMA  respects  the  rights  of  a physician 
to  establish  fees  for  second  opinions  which  are  reason- 
able for  professional  services  rendered.  Thus,  the  physi- 
cian should  have  the  option  of  billing  a patient  directly  or 
acccepting  assignment  for  payment  of  those  services. 

The  House  of  Delegates  adopted  a Texas  resolution 
stating  a policy  position  for  the  AMA  on  physician-patient 
relationships.  In  a related  action,  the  AMA  has  agreed  to 
seek  cooperation  of  medical  societies  involved  in  chiro- 
practic lawsuits. 

Favorable  action  was  given  to  two  other  Texas  resolu- 
tions, one  of  which  encouraged  medical  societies  to 
develop  voluntary  procedures  to  resolve  disputes  be- 
tween specialty  societies  and  the  AMA.  The  Texas  resolu- 
tion stated  that  it  has  been  traditional  for  physicians  to 
accept  self  discipline  of  medicine  and  handle  differences 
of  opinion  on  ethical  matters  in  medical  tribunals. 

The  House  of  Delegates  also  approved  a resolution 
commending  the  AMA  for  publication  of  the  American 
Medical  News,  a weekly  newspaper. 

The  AMA  House  of  Delegates  did  not  approve  a Texas 
resolution  which  urged  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  to  reevaluate  all  surveys  and  inspec- 
tions which  result  in  duplication,  and  increase  costs  at 
health  care  institutions.  While  the  AMA  delegates  sup- 
ported the  elimination  of  duplication  of  inspections  and 
surveys,  they  pointed  out  the  Joint  Commission  is  being 
reorganized  to  reduce  duplication.  Also,  in  June  1978,  the 
AMA  had  adopted  a report  calling  for  the  elimination  of 
duplicate  surveys  and  inspections. 
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NIH  awards  $170,000 
to  Texas  A&M  researcher 

NIH  has  awarded  a $170,000  grant  to  a Texas  A&M  Uni- 
versity College  of  Medicine  researcher  investigating  the 
surgical  removal  of  certain  sympathetic  coronary  ner\-es 
to  reduce  tissue  damage  following  coronary  occlusion,  the 
University  has  announced. 

Physiologist  Carl  Jones  explained  that  surgical  removal 
of  certain  nerves — which  normally  stimulate  heart  action 
just  before  coronary  occlusion — decreases  blood  flow  re- 
quirements in  the  heart  and  induces  flow  in  peripheral, 
unblocked  vessels. 

Changes  in  small  coronary  vessels  following  the  sur- 
gery may  implicate  protein  production  in  the  reduction  of 
damage,  Jones  and  anatomy  researcher  Marvin  Cannon 
said. 

“Findings  might  provide  improved  techniques  for  treat- 
ing human  heart  patients  and  increasing  their  chances  of 
survival,”  Jones  said. 

Jones  reported  his  findings  to  the  American  Physiologi- 
cal Society,  a constituent  of  the  Federation  of  American 
Societies  for  Experimental  Biology. 

NIH  and  American  Heart  Association  monies  have 
funded  Jones’  studies  during  the  past  two  years. 

Lung  cancer  deaths 
rank  high  in  Texas 

Lung  cancer  deaths  in  Texas  are  reaching  epidemic 
proportions  according  to  a study  done  by  The  University 
of  Texas  System  Cancer  Center  in  Houston.  During  the 
period  between  1969-1976,  lung  cancer  deaths  rose 
53%,  more  than  twice  the  rate  of  deaths  from  all  forms  of 
cancer  as  a group. 

The  study,  published  in  a 110-page  book  entitled  “Im- 
pact of  Cancer  on  Texas”  and  released  by  the  Texas 
Department  of  Health  and  the  UT  System  Cancer  Center, 
noted  that  the  situation  in  Texas  is  significantly  higher 
than  in  other  states.  Begun  in  1977,  the  study  gathered 
demographic  information  and  comparative  cancer  inci- 
dence statistics  and  supplied  data  on  resources  available 
for  specialized  cancer  diagnosis  and  treatment  facilities. 
The  report  also  notes  resources  needed  for  better  care  of 
patients  with  cancer. 

Charts  and  graphs  illustrate  how  the  population  in 
Texas  increased  9%  and  deaths  due  to  cancer  increased 


26%  from  1969-1976;  by  1990,  deaths  from  cancer  are 
projected  to  increase  38%.  According  to  the  report,  90% 
of  the  deaths  occur  in  the  major  population  areas  of  Har- 
ris, Galveston,  Jefferson,  Montgomery  and  Tarrant 
counties.  For  lung  cancer,  there  is  a higher  mortality  rate 
along  the  gulf  coast. 

Apparently,  cancer  “affects  ethnic  populations  in  differ- 
ent ways.”  White  people  had  a higher  incidence  of  lung, 
colon,  and  breast  cancer  than  did  other  groups;  black  in- 
dividuals, however,  showed  a higher  occurrence  of  pros- 
tate, stomach,  cervical  and  uterine  cancer;  Spanish- 
surnamed  individuals  showed  a greater  incidence  of 
stomach,  cervical  and  thyroid  cancer. 

To  underline  the  seriousness  of  cancer  in  the  state,  the 
study  points  out  that  in  1969,  one  out  of  every  five  deaths 
was  cancer  related.  In  1976,  one  out  of  every  four  deaths 
was  cancer  related. 

As  a result  of  the  report,  a new  Interagency  Center  for 
Cancer  Prevention  and  Control  will  be  created  to  imple- 
ment a state  cancer  plan. 

Specialized  training  center 
planned  for  Dallas 

A model  training  center  for  sexually  transmitted  diseases 
(STD)  is  planned  to  open  in  Dallas  by  early  Spring,  1979. 

The  center,  supported  jointly  by  the  Texas  Department 
of  Health,  the  Dallas  City/County  Health  Dept,  The  Uni- 
versity of  Texas  Southwestern  Medical  School  and  the 
Venereal  Disease  Control  Division  of  the  Center  for  Dis- 
ease Control,  will  provide  training  facilities  for  VD  clinic 
professionals  as  well  as  provide  space  for  the  Dallas 
City/County  VD  clinic. 

At  present,  there  is  no  facility  offering  specialized  VD 
training  in  Texas  or  in  the  United  States.  Training  centers 
are  also  scheduled  to  open  this  year  in  Denver,  Chicago, 
Los  Angeles  and  Cincinnati. 

Dallas  was  chosen  as  the  site  for  the  Texas  clinic  be- 
cause of  the  increasing  demand  for  treatment  at  the  pres- 
ent Dallas  clinic  (a  20%  increase  in  1977  over  1976)  with 
no  corresponding  increase  in  space  for  clinic  examina- 
tion or  epidemiology  services.  As  many  as  200  patients 
are  being  turned  away  monthly  from  the  clinic  according 
to  a report  issued  by  the  Venereal  Disease  Program. 

Educating  physicians  and  upgrading  the  clinical  compe- 
tence of  clinic  professionals  to  better  control  sexually 
transmitted  diseases  is  one  of  the  purposes  for  opening 
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the  Dallas  clinic.  Courses  will  be  offered  to  physicians, 
medical  students,  and  VD  clinic  personnel  in  basic  and 
advanced  VD  training. 

The  courses,  prepared  and  presented  by  Southwestern 
Medical  School,  are  available  with  78  credit  hours  pos- 
sible. These  include  STD  Clinician  Training  Course, 
Levels  1 and  2,  encompassing  an  introduction  to  STDs, 
STD  diagnosis  and  management,  patient-clinician  inter- 
action, clinic  record,  laboratory,  therapeutics,  epidemi- 
ology, clinic  management  and  health  education. 

The  Center  for  Disease  Control  has  contracted  approxi- 
mately $158,000  for  the  first  year  in  Dallas,  and  agreed  to 
fund  the  project  through  1983. 

Syphilis  and  gonorrhea 
increasing  in  Texas 

Major  increases  in  early  syphilis  are  occurring  in  the 
metropolitan  areas  of  Texas  with  approximately  80%  of 
the  reported  cases  in  syphilis  and  gonorrhea  between  the 
ages  of  20-29  according  to  Joey  Peck,  health  specialist 
for  the  Texas  Department  of  Health,  Venereal  Disease 
Program. 

After  a 4%  increase  for  primary  and  secondary  stages 
of  syphilis,  and  a 3%  increase  for  gonorrhea  reported  in 
Texas  for  1977,  both  diseases  started  an  upward  swing 
during  1978.  As  of  Nov  30,  1978,  primary  and  secondary 
stages  of  syphilis  showed  a 22%  increase  over  the  4% 
increase  noted  in  1977,  and  gonorrhea  showed  a 6%  in- 
crease over  the  3%  increase  noted  in  1977.  The  4,700 
reported  total  cases  of  syphilis  for  January-November 
period  in  1 977  jumped  to  5,1 55  cases  for  the  same  period 
in  1978.  Gonorrhea  jumped  from  77,268  cases  in  1977 
to  81,678  reported  in  1978. 

Ms  Peck  cited  the  growing  population  in  Texas  along 
with  the  increasing  incidence  of  cases  among  homo- 
sexuals and  in  Spanish-surnamed  patients,  for  the  rise  in 
the  state.  She  also  noted  the  cooperation  among  homo- 
sexuals in  reporting  the  disease  has  enabled  better  treat- 
ment while  increasing  the  number  of  reported  cases. 

In  an  effort  to  reduce  the  incidence  of  VD,  the  Venereal 
Disease  Action  Council  of  Texas  in  conjunction  with  TMA 
and  the  Texas  Department  of  Health  have  co-sponsored 
a venereal  disease  patient  education  initiative.  Doctors 
have  been  urged  to  distribute  patient-information  pam- 
phlets on  venereal  disease.  Thus  far,  75  physicians  have 
requested  pamphlets  for  their  practices. 


UT  pediatrics  residents 
participate  in  new  program 

Pediatric  residents  at  The  University  of  Texas  Medical 
Branch  are  learning  firsthand  the  professional  and  admin- 
istrative requirements  of  private  medical  practice  in  a 
new  continuity-based  training  program. 

All  pediatric  residents  may  participate  in  the  office 
based,  family-oriented  group  practice.  The  experience 
begins  at  the  outset  of  the  residents’  graduate  medical 
training.  During  the  first  year  ten  trainees  are  assigned  to 
two  groups  and  work  one-half  day  each  week  seeing  a 
small  panel  of  patients.  The  second  year  consists  of  a six- 
month  intensive  group  practice  experience  where  trainees 
work  half  days,  six  days  per  week,  with  a larger  panel  of 
patients. 

The  problem  of  dealing  with  only  uncommon  child  ill- 
nesses and  a single  exposure  to  a child  and  family  during 
residency  is  solved  here  with  the  frequent  exposure  to 
common  problems,  such  as  colic,  in  a clinic  setting. 

Weekly  meetings  with  the  clinic  staff  allow  trainees  to 
discuss  the  clinic  operation,  including  medical  questions 
as  well  as  management. 

The  program,  which  began  in  July  1978,  now  handles 
2,100  patients  and  will  be  expanded  to  2,500-3,000  per 
group,  the  average  number  of  children  for  which  two 
pediatricians  can  adequately  care. 

The  program  is  funded  in  part  by  a grant  from  the 


Tom  Petrusick,  MD,  left,  and  Mike  Bayer,  MD,  pediatrics  resident, 
discuss  a patient's  chart. 
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Department  of  Health,  Education  and  Welfare  bureau  of 
health  manpower. 

Change  needed  in  rubella 
vaccine  delivery 

Delivery  of  rubella  vaccine  should  focus  more  on  older 
individuals,  particularly  women  in  the  childbearing  age 
group,  according  to  the  Morbidity  and  Mortality  Weekly 
Report  issued  by  HEW. 

Before  the  rubella  vaccine  [HPV-77  DE5  (Mervaux)  and 
RA  27/3  (Mervaux  II)]  was  available  in  1969,  most  cases 
of  the  disease  occurred  in  school  age  children.  Now,  most 
cases  are  found  in  adolescents  and  young  adults.  In  1977, 
70%  of  the  cases  in  the  US  occurred  in  persons  15  years 
and  older.  In  this  age  group,  10-20%  of  these  individuals 
are  susceptible. 

Texas  statistics  from  the  Bureau  of  Communicable 
Disease  Services  support  the  national  findings  with  a total 
of  777  state-reported  cases  of  rubella  in  1977,  467  or  60% 
of  which  occurred  in  persons  15  years  old  and  older.  In 
1973,  the  state  reported  382  cases  in  that  age  group  out 
of  a total  of  1 , 1 36  cases;  that  figure  could  be  larger  for  the 
15  and  older  age  group  due  to  a number  of  unknown 
age  cases. 

Since  vaccine  licensure  in  1969,  the  incidence  of  ru- 
bella in  this  age  group  has  not  declined  appreciably 
because  the  vaccine  was  used  for  preschoolers  and 
elementary  school  children.  Outbreaks  of  the  disease 
continue  to  be  reported  in  junior  and  senior  high  schools, 
colleges,  the  military,  and  places  of  employment,  most 
notably  in  hospitals. 

A single  dose  of  rubella  vaccine  at  12  months  of  age  or 
older  induces  antibodies  in  approximately  95%  of  suscep- 
tible persons.  Although  antibody  titers  are  generally 
lower  than  those  following  rubella  infection,  vaccine- 
induced  immunity  protects  against  clinical  illness  from 
natural  exposure.  Antibody  levels  have  declined  little  dur- 
ing the  more  than  nine  years  of  follow-up  in  children. 
Long-term,  even  lifelong  protection  against  both  clinical 
and  subclinical  viremia  is  expected. 

Rubella  vaccine  is  recommended  for  all  children  12 
months  or  older,  many  adolescents,  and  some  adults, 
particularly  women  in  the  childbearing  age  group,  unless 
it  is  otherwise  contraindicated.  Vaccinating  adolescents 
in  population  groups  such  as  colleges,  places  of  employ- 
ment, or  military  bases  protects  them  against  rubella  and 


reduces  the  incidence  of  epidemics  in  partially  immune 
groups. 

Increased  emphasis  should  be  placed  on  vaccinating 
unimmunized  prepubertal  girls  and  susceptible  adoles- 
cent and  adult  females  in  the  childbearing  group.  Women 
should  receive  the  vaccine  only  if  they  are  not  pregnant. 

The  report  recommended  that  educational  and  training 
institutions  seek  proof  of  rubella  immunization  (a  positive 
serologic  test  or  documentation  of  previous  rubella  vac- 
cination) from  all  female  students  and  employees  in  the 
childbearing  age  group.  Nonpregnant  females  who  lack 
proof  of  immunity  should  be  vaccinated  unless  contra- 
indications exist. 

CPT,  other  publications 
available  from  AMA 

An  AMA-published  update  to  the  physician’s  Current 
Procedural  Terminology  includes  revised  and  new  ter- 
minology in  the  fields  of  surgery,  vascular  studies,  medi- 
cal service  procedures,  and  biofeedback,  and  may  be 
ordered  on  a prepaid  mailer  at  the  back  of  the  CPT,  the 
AMA  has  announced. 

The  AMA  also  has  said  the  National  Commission  on 
the  Cost  of  Medical  Care  report  can  be  ordered  from  the 
AMA  Order  Dept  at  PO  Box  821,  Monroe,  Wl  53566. 

Cost  of  the  three-volume  report  is  $25.  Volumes  pur- 
chased individually  cost  $10. 

AMA  says  the  first  volume  contains  the  commission’s 
summary  report,  task  force  reports,  comments  by  mem- 
bers, and  a research  agenda.  Volume  2 contains  collected 
papers  presented  by  the  commissioners  and  their  guests 
during  commission  meetings;  the  third  volume  provides 
literature  reviews  by  commission  staff  on  health  services 
demand;  supply,  and  availability  of  health  services;  the 
medical  care  marketplace;  and  medical  technology. 

The  27-member  commission  was  organized  two  years 
ago,  under  AMA  auspices,  to  study  health  care  costs. 

Postpayment  review  sets 
Medicare  refunds 

Some  physicians  are  being  asked  to  partially  refund  their 
Medicare  reimbursement  as  a result  of  postpayment 
utilization  review,  according  to  a paper  authored  by 
C.  Thrasher  Allen,  former  director  of  the  Department  of 
Physicians  Fees  and  Profiles  at  TMA.  This  review  per- 
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formed  only  in  Part  B Medicare  studies  the  necessity  of 
medical  services  performed  by  physicians.  Prepayment 
utilization  is  performed  in  both  Part  A and  Part  B Medi- 
care. 

The  paper,  distributed  to  executive  members  of  county 
medical  societies,  explained  that  the  Medicare  law  pro- 
vides payment  only  for  those  services  which  are  deter- 
mined to  be  medically  necessary  for  the  diagnosis  and 
treatment  of  a disease  or  injury,  or  to  improve  the  function 
of  a malformed  body  member.  Medical  necessity  as 
defined  by  Medicare  Part  B is  “usage  generally  accepted 
by  a peer  professional  group,”  and  is  determined  by 
prepayment  and  postpayment  utilization  reviews. 

A prepayment  utilization  review  is  accomplished  by  a 
combination  of  automated  parameters  based  on  statistical 
comparisons  among  physicians,  and  a manual  claim  re- 
view. Claims  are  reviewed  manually  by  claims  examiners 
for  medical  necessity  when  a provider  is  determined  by 
Medicare  to  have  overutilized  certain  services.  This  re- 
view is  based  entirely  on  the  medical  information  provided 
on  the  individual  claim.  No  medical  history  is  maintained. 
Thus,  each  service  must  be  supported  by  information  on 
the  claim. 

Since  Medicare  does  not  provide  coverage  for  screen- 
ing procedures,  diagnostic  services  supported  by  com- 
ments such  as  “rule  out,”  “possible,”  etc,  are  interpreted 
as  reflecting  screening.  Use  of  symptoms  in  lieu  of  such 
statements  will  frequently  allow  coverage. 

Prepayment  claim  review  for  medical  necessity  on  a 
claim-by-claim  basis  does  not  always  identify  variations  in 
patterns  of  utilizations  on  an  aggregate  basis. 

In  order  to  determine  medical  necessity,  the  carrier 
performs  postpayment  utilization  review.  This  consists  of 
statistical  comparisons  of  practice  patterns  of  physicians 
of  like  specialty  in  similar  geographic  localities  on  services 
they  perform  per  100  patients.  This  procedure  permits  a 
more  uniform  comparison  of  practices  which  may  vary 
significantly  in  size. 

The  utilization  of  each  service  per  100  patients  of  all 
physicians  is  compared  to  that  of  the  peer  group  using  as 
a norm  the  mean  plus  two  standard  deviations.  Only  those 
physicians  whose  utilization  exceeds  the  95th  percentile 
on  services  per  100  patients  will  be  further  reviewed. 

A further  review  includes  the  random  sampling  of 
individual  claims  and  other  information  by  a physician. 

If  this  review  fails  to  identify  the  basis  for  this  practice 
variation,  the  physician  is  contacted  by  a provider  rela- 


tions representative.  This  allows  him  to  review  the  infor- 
mation available  and  explain  any  significant  practice 
variation. 

If  there  is  no  satisfactory  explanation  for  the  practice 
pattern  variation,  Medicare  will  implement  one  or  more  of 
the  following:  (1)  educational  visit,  (2)  manual  prepayment 
review  of  each  claim  for  medical  necessity,  (3)  quarterly 
monitoring  of  practice  patterns,  or  (4)  refund  calculation. 

After  receiving  the  refund  request,  the  physician  has  the 
following  alternatives:  (1)  a personal  conference  with  the 
utilization  review  manager  or  a staff  physician,  (2)  peer 
review  by  the  county  medical  society,  (3)  request  that 
Medicare  Part  B reimbursement  be  withheld  up  to  the 
amount  of  the  refund,  or  (4)  make  the  refund  payment 
as  requested. 

The  physician  may  request  that  the  refund  be  calcu- 
lated on  the  basis  of  a 100%  claims  review  for  medical 
necessity  of  each  service.  This  method  may  result  in  a 
larger  refund;  in  addition,  once  a 100%  claims  review  for 
refund  is  begun,  payments  under  Medicare  are  sus- 
pended until  the  review  is  complete. 

When  “medical  necessity”  is  considered  in  an  allega- 
tion of  possible  overutilization,  the  carrier's  manual  limits 
refund  requests  to  the  last  four  years,  except  in  cases 
involving  fraud  or  similar  actions. 

All  Part  B Medicare  claims  are  considered  in  postpay- 
ment utilization  review.  However,  only  assigned  claims 
are  used  in  refund  calculations.  The  TMA  House  of  Dele- 
gates has  urged  all  physicians  where  practical  or  feasible, 
to  direct  bill  rather  than  to  accept  assignment,  for  profes- 
sional services  rendered  to  the  patient.  By  utilizing  direct 
billing,  the  physician  does  not  receive  government  funds 
and,  therefore,  is  not  liable  for  refund. 

Government  declared  liable 
for  swine  flu  vaccine 

The  Supreme  Court  recently  backed  a law  that  protects 
drug  manufacturers  from  suits  seeking  damages  for 
alleged  injuries  suffered  in  the  swine  flu  vaccination 
program  of  1976. 

The  justices  turned  down  a Louisiana  couple’s  appeal 
challenging  the  liability  of  the  law  as  unconstitutional.  The 
law  passed  by  Congress  in  August  1976  shields  the 
vaccine’s  manufacturers  and  distributors  from  liability. 

Persons  seeking  to  collect  damages  for  injuries  suf- 
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fered  from  the  swine  flu  vaccine  must  sue  the  govern- 
ment in  federal  court.  There,  suits  will  be  tried  with  a single 
judge,  not  a jury. 

There  were  reports  that  persons  who  took  the  shots 
later  suffered  acute  febrile  polyneuritis  (Guillain-Barre 
syndrome).  Several  persons  died  shortly  after  receiving 
the  shots. 

Physician  discipline  actions 
show  small  increase  in  Texas 

Texas  disciplinary  actions  against  physicians  have  not 
increased  much  during  1971-1977,  although  nationwide 
there  has  been  a six-fold  increase  in  the  past  six  years. 

According  to  a survey  conducted  by  the  American 
Medical  Association,  much  of  this  increase  can  be  attrib- 
uted to  the  increasing  number  of  states  providing  im- 
munity from  civil  liability  for  persons  reporting  errant 
physicians  to  state  medical  disciplinary  agencies. 

The  Texas  Board  of  Medical  Examiners  "has  always 
been  active"  in  this  area,  said  John  Sortore,  chief  investi- 
gator for  the  board.  Sortore  attributes  the  increase  in 
actions  to  better  cooperation  between  the  board  and 
physicians,  which  has  resulted  in  a more  reliable  reporting 
system. 

In  1971,  the  Texas  board  acted  against  eight  physi- 
cians, with  seven  actions  in  1977.  (Over  the  six-year  span, 
the  number  fluctuated  between  7-12  actions.)  Although 
the  numbers  have  not  increased  dramatically,  Sortore 
noted  that  the  disciplinary  actions  have  become  stricter. 

In  1971,  a physician  might  have  faced  probation.  In  1977, 
his  license  would  have  been  cancelled. 

Reprimands,  on  the  other  hand,  have  increased  during 
the  six-year  study.  While  nine  Texas  physicians  were 
reprimanded  in  1971,  the  number  jumped  to  29  in  1977. 

The  AMA  study  covered  the  years  1971  through  1977, 
and  was  participated  in  by  55  of  the  60  state  medical 
disciplinary  boards.  There  are  more  than  50  state  boards 
because  some  states  have  separate  osteopathic  boards. 

The  study  shows  that  in  1971,  there  were  119  actions 
which  revoked  licenses,  suspended  narcotic  permits, 
censured  a physician,  or  denied  license  reciprocity  from 
one  state  to  another.  In  1 977,  there  were  685  such 
actions. 

Because  of  the  variety  of  disciplinary  measures  taken, 
only  those  four  actions  were  studied.  In  terms  of  total 
actions  initiated  against  physicians,  the  number  rose  from 


1 ,275  in  1 971  to  3,662  in  1 977. 

These  actions  were  all  taken  by  state  disciplinary 
boards.  Voluntary  medical  organizations — the  AMA  or 
state  or  local  medical  societies — do  not  have  the  power 
to  revoke  or  otherwise  affect  the  license  of  a physician. 
The  only  types  of  disciplinary  action  a medical  society 
can  take  are  expulsion  or  suspension  from  membership, 
or  censure,  which  do  not  affect  a physician's  ability  to 
practice.  Actual  proceedings  to  revoke  or  otherwise  affect 
a physician’s  licensure  must  be  taken  by  the  medical 
licensing  boards  of  each  state. 

One  of  the  problems  in  medical  discipline  has  been  the 
absence  of  a scale  of  disciplinary  measures  that  would 
give  the  board  the  ability  to  impose  a penalty  other  than 
license  revocation  or  suspension. 

In  1976,  the  AMA  prepared  model  state  legislation 
which  created  a broad  range  of  flexible  disciplinary  actions, 
including  outright  revocation  of  a physician’s  license, 
suspension  or  limitation  of  license,  submission  to  counsel- 
ing or  treatment,  supervision  of  practice,  requiring  con- 
tinuing medical  education,  and  censure  and  reprimand. 
The  AMA  model  legislation  also  provides  for  mandatory 
reporting  to  state  boards  physicians  who  are  unqualified 
because  of  gross  or  repeated  malpractice  or  professional 
incompetence. 

Texas  is  one  of  fifteen  states  which  have  enacted  all  or 
part  of  the  AMA  model  legislation,  with  the  only  difference 
being  in  the  AMA  model  providing  for  mandatory  reporting 
of  incompetent  physicians.  Texas  House  Bill  1048  states 
that  physicians  may  report  any  relevant  facts  to  the 
Board. 

While  the  AMA  notes  a trend  in  the  presence  of  lay- 
persons on  Medical  Examining  Boards,  Texas  maintains 
a solid  12-member  board  composed  of  physicians  only 
(nine  MDs  and  three  DOs). 

President  Carter  signs 
$164  million  HMO  bill 

The  Health  Maintenance  Organization  (HMO)  program, 
one  of  the  few  major  health  bills  of  the  1 978  congressional 
session  to  secure  enactment,  has  been  signed  into  law 
by  President  Carter. 

The  bill  authorizes  $31  million,  $65  million,  and  $68 
million  for  the  next  three  fiscal  years. 

The  maximum  amount  of  an  initial  development  grant 
that  can  be  made  was  increased  from  $1  million  to  $2 
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million  beginning  in  fiscal  year  1980. 

The  government  can  make  loans  and  loan  guarantees 
for  amounts  up  to  $2.5  million  for  acquisition  or  construc- 
tion, or  both,  of  ambulatory  health  care  facilities  and 
equipment.  Loan  guarantees  to  private  HMOs  can  only 
be  for  projects  that  will  serve  medically  underserved 
populations. 

According  to  the  report  issued  by  the  AMA,  an  ambula- 
tory health  care  facility  was  defined  to  mean  a health  care 
facility  for  diagnostic,  treatment,  and  prevention  services 
to  ambulatory  patients. 

TMA  offers  testimony  on 
Rural  Health  Clinic  Services  Act 

Proper  medical  supervision  of  paramedical  personnel 
is  very  important,  TMA's  president-elect  told  a state  sen- 
ate subcommittee  examining  rural  health  care.  He  said 
that  such  supervision  should  be  “meaningful" — not 
“theoretical  paper  power.” 

Mario  E.  Ramirez,  MD,  and  TMA  counsel  Ace  Pickens 
testified  for  the  Association  at  the  subcommittee's  two-day 
Austin  meeting,  beginning  Dec  1.  That  session  marked 
the  subcommittee’s  fourth  and  final  hearing.  Earlier  hear- 
ings were  held  at  Kingsville,  Corsicana,  and  El  Paso. 

In  remarks  prepared  for  the  Subcommittee  on  Rural 
Health  Care  Services,  Dr  Ramirez  stated  that  TMA  "sup- 
ports a multiplicity  of  approaches  to  organization  of  medi- 
cal and  health  care  delivery,  believing  that  this  pluralistic 
system  with  freedom  of  choice  for  both  physician  and 
patient  offers  the  greatest  incentive  for  improvement  and 
for  checks  and  balances.”  But,  he  emphasized,  the  Asso- 
ciation “does  not  recommend  that  physicians'  assistants 
and  nurse  practitioners  be  employed  to  provide  primary 
medical  care  unless  they  are  under  the  direct  and  respon- 
sible supervision  of  a competent  physician — regardless 
of  the  setting,  be  it  urban  or  rural.” 

While  agreeing  that  a problem  exists.  Dr  Ramirez 
questioned  “the  criteria  which  are  used  by  computers  to 
rigidly  designate  "medically  underserved’  counties,”  and 
said  “we  do  not  believe  that  these  areas’  health  vital  sta- 
tistics affirm  that  the  problem  is  of  such  great  magnitude.” 

TMA,  he  told  the  panel,  approves  and  accepts  physi- 
cians’ assistants,  again  provided  that  they  are  physician- 
supervised,  and  in  principle  has  endorsed  the  nurse 
practitioner  concept.  The  Association,  he  said,  supports 
the  training  and  use  of  supervised  certified  nurse  mid- 
wives, but  believes  that  lay  midwives  “cannot  deliver  high 
quality  maternity  services  and  that  there  is  much  risk  in 
promoting  their  services.” 

Dr  Ramirez,  himself  a veteran  of  rural  medical  practice 
in  Starr  County,  cited  “increasing  disparity  between  pre- 
vailing fee  profiles  of  rural  and  urban  areas”  as  one  cause 
of  physician  maldistribution  in  Texas. 

Methods  to  correct  maldistribution  have  “ranged  from 
courtship  to  coercion,”  but  he  argued  that  “there  is  no 
assurance  that  changes  in  our  Medical  Practice  Act  will 


create  an  exodus  of  nurse  practitioners  and  physicians’ 
assistants  into  rural  Texas.  ” 

Texas  licensed  a record  2,361  physicians  this  past 
year,  and  the  number  of  Texas  physicians  is  increasing 
three  times  as  fast,  percentage-wise,  as  the  state’s 
population,  he  noted,  adding  that  “indications  are  that 
today  over  half  of  our  graduates  are  going  into  primary 
care  . . .” 

TMA  shares  the  concern  about  shortages  of  rural  health 
care  providers.  Dr  Ramirez  reported  to  the  senators,  but 
“we  are  not  convinced  that  paramedical  professionals, 
without  proper  supervision,  can  resolve  the  problem.  . . . 
We  do  not  believe  that,  in  all  cases,  some  care  is  better 
than  no  care  at  all.” 

He  concluded  that  TMA  "is  not  opposed  to  the  estab- 
lishment of  certain  rural  health  clinics”  provided  in  the 
Rural  Health  Clinic  Services  Act.  However,  he  insisted 
that  “proper  medical  supervision  of  paramedical  person- 
nel should  be  mandatory.  " By  proper  supervision  we 
mean  that  it  needs  to  be  meaningful  and  that  theoretical 
paper  power  is  not  sufficient.  . . .” 

“The  physician  need  not  be  constantly  physically  pres- 
ent . . . ; he  needs  to  be  reasonably  available  at  all  times 
to  see  that  the  acts  are  properly  performed,  and  he  has 
to  remain  legally  responsible  for  the  care  of  patients.” 

Panelists  on  the  three-person  subcommittee  were  Sen 
Carlos  F.  Truan  (chairman).  Sen  Ron  Clower,  and  Sen 
Lloyd  Doggett.  (See  related  article  in  Capital  Comments.) 

Coming  next  month 

Articles  scheduled  for  publication  in  the  March  issue  of 
Texas  Medicine  include  reports  on  neonatal  seizures  and 
fetal  monitoring;  a discussion  of  health  education  as  a 
cost  containment  measure;  a report  entitled,  " Hyperten- 
sion, Proteinuria,  and  Segmental  Renal  Parenchymal  Fi- 
brosis with  Sickle  Cell  Trait”;  an  assessment  of  mental 
health  services  within  the  Texas  Department  of  Mental 
Health  and  Mental  Retardation;  and  a historical  account  of 
political  roles  of  selected  Texas  physicians. 
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PKU — Newborn  screening  program 

All  physicians  responsible  for  the  care  of  newborns  and 
all  hospitals  delivering  newborns  are  reminded  that  a 
satisfactory  heel  stick  specimen  now  requires  one  speci- 
men prior  to  discharge  from  the  hospital,  regardless  of 
time  of  first  milk  or  breast  feeding,  and  one  heel  stick 
specimen  at  age  two  to  four  weeks.  No  urine  specimen 
will  be  satisfactory  for  screening  purposes  and  should  not 
be  submitted.  These  specimens  will  be  tested  not  only  for 
PKU,  but  also  for  homocystinuria  and  galactosemia.  The 
Health  Department  also  hopes  to  begin  hypothyroid  test- 
ing in  1979  if  funds  are  approved  by  the  Texas  Legisla- 
ture and  the  Governor.  Address  inquiries  to  the  Texas 
Department  of  Health,  Division  of  Maternal  and  Child 
Health. 

Toll-free  legislative  number 

The  TMA  toll-free  legislative  number  went  back  into  ser- 
vice Jan  8.  For  those  wishing  information  concerning 


Texas  legislative  news,  national  legislation  affecting  Tex- 
as or  any  other  fast  breaking  news,  call  1-800-252-9357 
to  listen  in  on  the  recorded  message,  updated  daily. 

TRIMS  accreditation 

The  Liaison  Committee  on  Continuing  Medical  Education 
has  approved  four-year  accreditation  of  Texas  Research 
Institute  of  Mental  Sciences  (TRIMS),  in  Houston.  Accred- 
itation means  that  TRIMS  can  offer  continuing  medical 
education  programs  for  category  1 credit  under  the  AMA 
Physician’s  Recognition  Award.  The  LCCME  approval 
was  based  on  a recommendation  from  TMA’s  Committee 
on  Continuing  Education.  Dr  Michael  M.  Warren,  Galves- 
ton, and  Dr  Charles  G.  Markward,  Dallas,  surveyed  the 
Institute  in  July  1978.  This  brings  to  six  the  total  number 
of  institutions  surveyed  and  accredited  by  TMA.  Institu- 
tions and  organizations  interested  in  accreditation  may 
contact  the  Committee  on  Continuing  Education,  Texas 
Medical  Association,  1905  N Lamar  Blvd,  Austin,  78705. 


Investment  performance 

for  TMA  Members’  Retirement  Plan  and  Trust 


(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling  in  the  program,  comparative  perfor- 
mances for  investments  are  listed  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  news- 
papers list  up-to-the  minute  values  on  mutual  funds.) 


Investment  Media^ 

1978 

through 

12/31/79 

3 Years 

Ended 

12/31/77 

5 Years 

Ended 

12/31/77 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+ 21.5 

+ 38.0% 

-23.1% 

1 .4% 

Loomis-Sayles  Mutual  Fund 

- 0.4 

+ 25.3% 

-18.2% 

4.1 

'Mercantile  Bank  FIR-10  Equity  Fund 

+ 5.1 

+ 56.0% 

-16.6% 

— 

"Mercantile  Bank  FIR-10  Fixed  Income  Fund 

+ 1.4 

+ 34.6% 

+ 26.9% 

— 

T.  Rowe  Price  Growth  Stock  Fund 

+ 8.5 

+ 33.9% 

-33.8% 

2.0 

T Rowe  Price  New  Income  Fund 

- 3.5 

+ 6.6% 

N/A 

8.0 

Stein,  Roe  & Farnham  Balanced  Fund 

+ 2.3 

+ 25.8% 

-23.8% 

3.5 

Standard  & Poor  500  Stock  Average 

+ 1.1 

+ 38.8% 

-19.4% 

— 

Dow  Jones  Industrial  Average 

- 3.1 

-34.8% 

-18.5% 

— 

a.  Mutual  Fund  performances  include  reinvested  capital  gain  distributions. 

b.  Mercantile  FIR-10  Equity  and  Fixed  Income  Funds  make  no  distributions.  All  earnings  are  retained  in  the  respective  funds. 
* estimated 
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Our  Contribution  to 
Cost  Containment 


Physicians  and  medical  leaders  in 
Texas  are  paving  the  way  in  health 
care  cost  containment. 

Let  us  show  you  how  we  are  paving 
the  way  in  auto  leasing.  Our  pro- 
gram offers  significant  assists  to 
tax,  cash  flow  and  overhead  prob- 
lems. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


Texas  Medical  Association 
Automobile  Lease  Program 


Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  • Ft.  Worth,  Texas  76101  • 817/335-6471 
Lowell  Lebermann  Lincoln-Mercury  • 900  W.  Sixth  Street  • Austin,  Texas  78763  • 512/472-8401 
Main  Lincoln-Mercury  (Trans-Mountain  Leasing)  • 1123  N.  Main  • San  Antonio,  Texas  78295  • 512/227-5309 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/777-3816 


For  hemorrhoids  f 

and  other  ! 

anorectal  conditions  i 

1 

i 

External  hemorrhoids 


Internal  Pruritus  ani 

hemorrhoids 


Proctitis  Anal  fissures 


Easy  to  handle.  Easy  to  apply, 

easy  to  insert,  nonstaining— 

comfortably  shaped—  Rx  only 
Rx  only 


Prescribe 

Anusol-  HC 

Su  ppositori  es  /Crea  m 

for  symptomatic  relief 

Effectively  reduces  inflammation  and  edema 
Rapidly  relieves  pain  and  itching 


ANUSOL-HC-  SUPPOSITORIES 

Hemorrhoidol  Suppositories 

ANUSOL-HC"  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

CAUTION:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contoins 
hydrocortisone  acetote,  10  0 mg,  bismuth  subgallote, 

2 25%,  bismuth  resorcin  compound,  1.75%,  benzyl 
benzoate,  1 2%,  Peruvian  balsam,  1 8%,  zinc  oxide, 

1 1 0%,  also  contains  the  lollowing  inactive  ingredients 
bismuth  subiodide,  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base 
Each  grom  ot  Anusol-HC  Cream  contains 
hydrocortisone  acetate,  5 0 mg,  bismuth  subgallote, 

22  5 mg,  bismuth  resorcin  compound.  17  5 mg,  benzyl 
benzoate,  12  0 mg,  Peruvian  balsam,  18  0 mg,  zinc 
oxide,  110  0 mg.  also  contoins  the  following  inactive 
ingredients  propylene  glycol,  bismuth  subiodide, 
propylparoben,  methylparaben,  polysorbate  60  and 
sorbitan  monoslearate  in  a woter-miscible  base  ot 
mineral  oil.  glyceryl  stearate  and  woter 
Indications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  ore  adjunctive  therapy  lor  the  symptomatic  relief  of 
pain  and  discomfort  in  external  and  internal 
hemorrhoids,  proctitis,  papillitis,  cryplitis,  anal  fissures, 
incomplete  tistulos  and  relief  ot  local  pom  ond  discomfort 
following  onorectol  surgery 


Anusol-HC  Cream  is  also  indicated  for  pruritus  ani 
Anusol-HC  IS  especially  indicated  when  inflammation 
IS  present  After  acute  symptoms  subside,  most  patients 
can  be  maintained  on  regular  Anusol*  Suppositories  or 
Ointment 

Contraindications:  Anusol-HC'  Suppositones  and 
Anusol-HC"  Cream  ore  contraindicated  in  those  patients 
with  a history  of  hypersensitivity  to  any  of  the  components 
of  the  preparation 

Wornings:  The  sate  use  ot  topical  steroids  during 
pregnancy  has  not  been  fully  established  Therefore, 
during  pregnancy,  they  should  not  be  used  unnecessarily 
on  extensive  areas,  in  large  amounts,  or  for  prolonged 
periods  of  time 

Precautions:  Symptomatic  relief  should  not  delay 
definitive  diognoses  or  treiflmenl  If  imtotion  develops, 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  should 
be  discontinued  and  appropriate  therapy  instituted 
In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection 
has  been  adequotely  controlled 
Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 
Anusol-HC  IS  not  for  ophthalmic  use 
Dosoge  and  Administration:  Anusol-HC 
Suppositories— Adults.  Remove  toll  wrapper  and  insert 
suppository  into  the  anus  One  suppository  in  the  morning 


ond  one  ot  bedtime,  tor  3 to  6 days  or  until  inflammation 
subsides  Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories 

Anusol-HC  Cream— Adults  After  gentle  bathing  and 
drying  ot  the  anal  area,  remove  tube  cop  ond  apply  to  the 
exterior  surface  and  gently  rub  in  For  internal  use,  attach 
the  plostic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure  Then  squeeze  the  tube  to 
deliver  medication  Cream  should  be  opplied  3 or  4 times 
0 day  tor  3 to  6 days  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Ointment 
NOTE  It  staining  from  either  ot  the  above  products 
occurs,  the  stain  may  be  removed  from  fabric  by  hand  or 
machine  washing  with  household  detergent 
How  Supptied:  Anusol-HC  Suppositories— boxes  of  12 
(N  0047-0089-12)  and  24  (N  0047-0089-24),  in  silver 
toil  strips  with  Anusol-HC  W C printed  in  block 
Anusol-HC  Cream— one-ounce  tubeCN  0047-0090-01), 
with  plastic  applicator,  detachable  label 
Store  between  15”-30°  C(59°-86‘  F) 

Full  information  is  ovailoble  on  request 

warner/Chllcott 

Division , Warner-Lambert  Company 
Morris  Plains,  N J 07950 


AN-GP-91 


The  professional  source  of  anorectal  comfort 
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MEDICAL  NEWSMAKERS 


N.C.  HIGHTOWER,  JR,  MD,  Temple,  has  received  the 
Southern  Medical  Association’s  1978  Distinguished  Ser- 
vice Award.  Dr  Hightower,  director  of  the  division  of 
research  and  education  at  the  Scott  and  White  Clinic,  is 
a member  of  the  American  Gastroenterological  Associa- 
tion, the  American  Physiological  Society,  American  Asso- 
ciation of  Medical  Clinics,  American  Association  for  the 
Advancement  of  Science,  and  the  Gastroenterology 
Research  Group. 

JOHN  J.  ANDUJAR,  MD,  Fort  Worth,  has  received  the 
Ernst  Fromm  Distinguished  Service  Medal  from  the  Ger- 
man Association  of  Clinical  Pathology.  Past  president  of 
the  Texas  Society  of  Pathologists,  Inc,  Dr  Andujar  serves 
as  president  of  the  American  Society  of  Clinical  Patholo- 
gists and  the  American  Board  of  Pathology. 

JOHN  P.  COUGHLIN,  MD,  San  Angelo,  has  been 
appointed  to  the  AMA  Ad  Hoc  Committee  on  Health 
Planning. 


LONNIE  ZELTZER,  MD,  has  been  named  to  head  the 
new  division  of  adolescent  medicine  in  the  department  of 
pediatrics  at  The  University  of  Texas  Health  Science 
Center  at  San  Antonio.  Dr.  Zeltzer  is  formerly  director  of 
the  adolescent  inpatient  service  at  Children’s  Hospital 
in  Los  Angeles  and  medical  director  of  the  Los  Angeles 
Job  Corps. 

MAY  OWEN,  MD,  and  LOUIS  J.  LEVY,  MD,  both  of  Fort 
Worth,  have  received  the  National  Humanitarian  Award 
presented  by  the  National  Jewish  Hospital/National 
Asthma  Center.  Dr  Owen,  a pathologist,  serves  as  chair- 
man of  the  Tarrant  County  Unit  of  the  American  Cancer 
Society  and  consultant  to  the  TMA  Council  on  Medical 
Education  and  Hospitals.  She  is  past  president  of  the 
Tarrant  County  Medical  Society,  the  Texas  Society  of 
Clinical  Pathologists,  and  the  Texas  Medical  Association. 
Dr  Levy,  an  orthopedist,  is  past  president  of  the  Tarrant 
County  Medical  Society,  the  Texas  Society  of  Athletic 


May  Owen,  MD 


Louis  J.  Levy.  MD 
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Team  Physicians,  and  the  Texas  Orthopedic  Association. 

DAVID  L.  OLIVE,  a medical  student  from  Houston,  has 
been  appointed  to  the  AMA  Advisory  Committee  on 
Undergraduate  Medical  Education.  Mr  Olive  is  chairman 
of  the  TMA  Medical  Student  Section. 

ALVIN  L.  LEBLANC,  MD,  has  been  appointed  associate 
dean  for  graduate  medical  education  at  UT  Medical 
Branch.  Other  appointments  made  at  UT  Medical  Branch 
include  DAVID  C.  EILAND,  MD,  as  associate  dean  for 
student  affairs,  and  SPENCER  G.  THOMPSON,  MD,  as 
associate  dean  for  sponsored  research. 

MILTON  V.  DAVIS,  MD,  Dallas,  is  the  new  chairman  of 
the  AMA  Council  on  Constitution  and  Bylaws. 

WILLIAM  F.  ROSS,  MD,  Dallas,  has  been  appointed  to 
the  AMA  Advisory  Committee  on  Graduate  Medical  Edu- 
cation. Dr  Ross,  chairman  of  the  division  of  family  practice 
at  UT  Southwestern  Medical  School,  is  also  chairman  of 


Milton  V.  Davis,  MD 


the  TMA  Council  on  Medical  Education  and  Hospitals. 

JEAN  MOBLEY,  CMA-AC,  is  the  new  president-elect  of 
the  American  Association  of  Medical  Assistants  (AAMA). 
Ms  Mobley  is  employed  by  JOHN  H.  SELBY,  MD, 
Lubbock.  RITA  PARIS,  RT,  LVN,  CMA-AC,  head  of  the 
x-ray  and  laboratory  departments  at  Coffey  Clinic  in  Fort 
Worth,  is  the  new  vice  speaker  of  the  house  of  AAMA. 

The  Board  of  Regents  of  The  University  of  Texas  System 
has  designated  new  titles  for  system  administrators. 

The  new  title  for  EDWARD  N.  BRANDT,  JR,  MD,  is  vice 
chancellor  of  health  affairs,  replacing  the  title  of  vice  presi- 
dent of  health  affairs. 

GOLDIE  HAM,  MD,  and  RUTH  HARTGRAVES,  MD, 
veteran  specialists  in  the  field  of  gynecology  and  obstet- 
rics, were  the  co-recipients  of  the  1978  Houstonian  of  the 
Year  award.  Retired  since  1967,  Dr  Ham  is  a member 
of  the  board  of  the  Foundation  for  Children,  Inc,  a life 
member  of  the  American  Medical  Women’s  Association, 
and  a charter  member  of  the  Museum  of  Medical  Science. 
Dr  Hartgraves,  past  president  of  the  American  Medical 
Women’s  Association  and  a board  member  of  the  Foun- 
dation for  Children,  Inc,  is  beginning  her  44th  year  of 
service  in  Houston. 

BILLIE  L.  ARONOFF,  MD,  Dallas,  has  been  awarded  the 
National  Volunteer  Leadership  Award  by  the  American 
Cancer  Society  (ACS).  Dr  Aronoff,  director  of  surgical 
oncology  of  the  Charles  A.  Sammons  Cancer  Institute, 
is  a member  of  the  TMA  Council  on  Scientific  Advance- 
ment, past  chairman  of  the  TMA  Committee  on  Cancer, 
and  past  president  of  ACS. 

CAPT  MILLARD  F.  TANNER,  USN,  has  been  named 
deputy  director  of  the  Denver  CHAMPUS  office  and 
acting  director  of  the  recently  realigned  organization  that 
administers  CHAMPUS.  Capt  Tanner  served  for  30  years 
in  Navy  health  care  assignments:  before  accepting  the 
CHAMPUS  directorships,  he  was  chief  of  military  liaison 
and  staff  assistant  to  the  OCHAMPUS  director. 
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contains  no  aspirin 


700565 


tablets 

Darvocet-N  KX)  cv 


100  mg.  Darvon-N'  (propoxyphene  napsylote) 

650  mg.  acetaminophen 


Additional  Information  available 
to  the  profession  on  request  from 
Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Eli  Lilly  and  Company,  Inc. 
Carolina,  Puerto  Rico  00630  • 
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T^arfbf  theireartT^ 

“f^rt’.’gpo'nginal  com- 
posifen^^ithe  contemporary 
America'n  graphic  artist, 
Joseph  Harris. 


Persantine  is  a non-nitrate 
coronary  vasodilator,  with 
no  known  contraindications,/ 
for  the  long-term  therapy  / 
of  chronic  angina  pectori^ 
The  key  to  Persantine  ^c^icy 
give  enough  Jong  ^gugh. 


pontine* 

(dicvridamole) 


‘INDICATIONS— Based  on  a review  of  this 
drug  by  the  National  Academy  of  Science- 
National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indication 
as  follows: 

' Possibly " effective:  For  long-term  therapy 
of  chronic  angina  pectoris.  Prolonged 
therapy  may  reduce  the  frequency  or  el  im- 
inate  anginal  episodes,  improve  exercise 
tolerance,  and  reduce  nitroglycerin  require- 
ments. The  drug  is  not  intended  to  abort  the 
acute  anginal  attack. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 


CONTRAINDICATIONS-No  specific  contra- 
indications are  known. 

PRECAUTIONS— Since  excessive  doses  can 
produce  peripheral  vasodilation,  the  drug 
should  be  used  cautiously  in  patients  with 
hypotension. 

ADVERSE  REACTIONS— Adverse  reactions 
are  minimal  and  transient  at  recommended 
dosages.  Instances  of  headache,  dizziness, 
nausea,  flushing,  weakness  or  syncope,  mild 
gastrointestinal  distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases  of  what 
appeared  to  be  an  aggravation  of  angina  pec- 
toris have  been  reported,  usually  at  the  initia- 
tion of  therapy.  On  those  uncommon  occasions 
when  adverse  reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medication  has 
been  followed  promptly  by  cessation  of  unde- 
sirable symptoms 

DOSAGE  AN  D ADM  I N ISTRATION  -The  rec- 
ommended dosage  is  50  mg  {2  tablets)  three 
times  a day,  taken  at  least  one  hour  before 
meals.  In  some  cases  higher  doses  may  be  nec- 
essary but  a significantly  increased  incidence 
of  side  effects  is  associated  with  increased  dos- 
age. Clinical  response  may  not  be  evident 
before  the  second  or  third  month  of  continuous 
therapy. 

Tablets  of  25  mg 

For  complete  details,  please  see  the  full  pre- 
scribing information. 


Boehringer  ingelheim 

Boehringer  Ingelheim  Ltd. 

Ridgefield.  CT  06877 


Cassettes 
now  available 
on  Legislative 
Conference 

Order  handy  cassettes  of  important  speeches  at 
TMA’s  late  January  Conference  on  Medical 
Legislation; 

Tape  A:  “Medical  Issues  Facing  the  Texas 
Legislature”  (a  panel  on  malpractice  insurance, 
public  health,  drug,  medical  education  and  other 
legislation). 

Tape  B;  “Issues  Facing  the  96th  Congress” 

by  U.S.  Rep.  Richard  White  of  El  Paso;  “Drug 
Issues  and  the  Physician”  by  C.  Joseph  Stetler, 
Pharmaceutical  Manufacturers  Association 
president. 

Tape  C:  “Issues  before  the  66th  Texas 
Legislature”  by  Bill  Clayton,  Texas  House 
speaker:  “Our  AMA”  by  Dr.  Hoyt  Gardner,  AMA 
president-elect. 

Tape  D:  “Enhancing  Physicians’  Effective- 
ness in  the  Legislative  Arena”  (a  panel  from 
the  viewpoints  of  legislator,  physician  and  lobby- 
ist). 

Tape  E:  “Cost  Control:  Are  We  Shooting  at 
the  Wrong  Targets”  by  Dr.  Carlos  Pestana,  LIT 
Health  Science  Center  at  San  Antonio;  “Volun- 
tary Cost  Efforts  or  Mandatory  Government 
Controls”  by  R.  Bruce  Andrews,  American 
Medical  International  vice  president. 

Order  Today 


Please  send  me  the  following  tapes  at  $5  apiece  when  they  are 
available  In  February: 

Tape  A Tape  B Tape  C Tape  D Tape  E 

(no.)  (no.)  (no.)  (no.)  (no.) 

Total  number  of  tapes: 

Total  $: 

Check  enclosed: 

Bill  me: 


Name  

Address  

City  State Zip 

Send  to:  Communication  Department,  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Approaches  to  rural  health  care  delivery 

A report  by  the  TMA  Task  Force  on  Access  to  Health  Care 


Editor’s  note:  In  an  attempt  to  alleviate  the  physician 
shortages  in  many  rural  Texas  areas,  TMA’s  Task  Force 
on  Access  to  Health  Care  has  developed  a brochure 
using  portions  of  the  examples  included  in  this  article.  The 
brochure  is  scheduled  for  publication  in  the  near  future. 


For  many  years,  TMA  has  supported  the  Physicians 
Placement  Service  which  offers  information  to  physicians 
looking  for  places  to  establish  their  practices  and  to  com- 
munities needing  physicians.  More  recently,  a special 
TMA  task  force  set  out  to  identify  and  propose  solutions 
to  the  problems  Texans  face  in  obtaining  health  care. 
Task  force  members  include  physicians,  a hospital  admin- 
istrator, medical  school  representatives,  and  consumers. 

Task  force  members  were  Edward  N.  Brandt,  MD, 
chairman,  Austin;  Mrs  David  Britt,  Wheeler;  Mr  Edward  G. 
Clark,  Madisonville;  Vernon  B.  Glenn,  MD,  Linden;  Ronald 
E.  Goelzer,  MD,  El  Campo;  R.  M.  Hampton,  MD,  Pampa; 
Donald  M.  Hayes,  MD,  Houston;  Thomas  A.  Nicholas, 
MD,  Lubbock  (now  of  Kansas  City);  Christian  N.  Ramsey, 
MD,  Waco;  William  F.  Ross,  MD,  Dallas;  Mrs  Elmer  B. 
Vogelpohl,  Galveston;  Marion  R.  Zetzman,  DPH,  Dallas. 

During  the  course  of  a thorough  study,  TMA’s  Task 
Force  on  Access  to  Health  Care  compiled  a list  of  ob- 
stacles to  health  care  delivery,  then  developed  a plan  to 
overcome  those  obstacles — bearing  in  mind  that  com- 
munities have  different  needs. 

The  task  force  now  has  proposed  a plan  to  assist  com- 
munities in  improving  their  access  to  health  care.  A steer- 
ing committee  has  been  named  to  initiate  the  plan.  The 
goal  is  to  develop  a program  enabling  physicians,  citizens 

Mexia  physicians— Dr  Rodney  Ryan,  left.  Dr  Cecil  Edgar,  center,  and 
Dr  Carl  Williford,  right— with  a patient. 


groups,  and  communities  to  evaluate  more  effectively 
their  health  care  needs  and  to  help  themselves. 

Special  funding  is  being  sought  for  the  program.  Under 
the  program,  TMA  hopes  to  assist  communities  in  defining 
methods  for  attracting  and  retaining  physicians,  including 
necessary  financing. 

This  article  is  based  primarily  on  information  from  a task 
force  brochure.  The  following  examples  embrace  many  of 
the  task  force  recommendations  and  will  be  part  of  the 
soon-to-be-published  brochure  designed  to  help  rural 
communities  develop  practical  health  care  delivery 
systems. 

A Plan  for  Nine  Counties 

This  success  story  begins  more  than  a quarter  century 
ago  when  four  Corsicana  physicians  decided  to  find  a 
workable  medical  service  area — one  not  confined  by  city 
or  county  limits.' 

The  results? 

Planning  processes  began,  eventually  leading  clinic 
organizers  to  The  University  of  Texas  Health  Science 
Center  at  Dallas  where  experts  suggested  more  detailed 
examination — including  surveys  and  in  some  instances 
personal  interviews — of  local  households,  physicians, 
medical  students,  hospital  administrators,  and  political 
leaders.' 

The  profile  derived  from  the  resulting  research  revealed 
a vicious  cycle;  The  area’s  medical  shortcomings  perpetu- 
ated themselves.  That  is,  physicians  were  reluctant  to 
settle  in  an  area  lacking  adequate  medical  facilities  and 
professional  support.' 

The  affiliation  with  the  UTHSC  at  Dallas  included  faculty 

Mexia  Family  Medicine  Clinic. 
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participation  in  the  clinic,  thereby  adding  manpower  while 
introducing  students  to  rural,  clinical  medicine. 

Evaluations  of  the  area's  health  needs  continued,  and 
clinic  planners,  anticipating  future  public  health  planning 
regulations,  worked  with  the  local  planning  agencies  and 
formed  relationships  with  several  hospitals  in  the  nine 
counties. 

Today  the  clinic,  in  cooperation  with  the  UT  medical 
center  in  Dallas,  hospitals,  allied  health  programs,  and 
satellite  clinics,  performs  a pivotal  role  in  coordinating 
the  network's  numerous  internal  relationships. 

In  an  attempt  to  cut  costly  duplication,  the  Medical  Arts 
Clinic  plan  covers  continuing  medical  education,  cen- 
tralized business  management  for  outlying  clinics,  a 
shared  computer  base,  medical-legal  consultation  ser- 
vices, laboratory  and  technical  support,  an  employee 
profit-sharing  plan,  and  greater  primary  care  infiltration 
of  rural  areas.' 

Louis  E.  Gibson,  one  of  the  four  physicians  who  estab- 
lished the  Corsicana  clinic,  estimates  the  annual  number 
of  patient  visits  increased  from  50,000  in  1 969,  to  1 30,000, 
or  more,  in  1978. 

The  physician  staff  grew  to  30  in  1978,  clinical  facilities 
continue  to  expand,  and  business  routines  have  been 
streamlined.  Dr  Gibson  says  a computer  system  saves 
approximately  $800,000  in  business  management  costs 
yearly  and  has  virtually  eliminated  delays  in  completing 
important  transactions. 

A Unique  Marriage  at  Mexia 

Planted  in  a “critical  health  manpower  shortage  area,’’ 
the  Mexia  Family  Medicine  Clinic  has  grown  quickly  from 
unique  origins. 

The  clinic,  through  its  interaction  with  its  parent 
foundation  and  the  community,  attempts  to  make  avail- 
able medical  services  and  “a  model  type  of  private  prac- 
tice which  can  be  used  for  research  and  demonstration 
purposes  . . 

Superficially,  those  goals  sound  familiar,  but  the  orga- 
nizational framework  is  atypical. 

Funded  through  the  McLennan  County  Medical  Edu- 
cation and  Research  Foundation  (MCMERF),  the  clinic 
plan  was  designed  and  established  by  the  Foundation  at 
the  request  of  the  General  Mexia  Memorial  Hospital. 
MCMERF,  the  innovative  product  of  the  McLennan  Coun- 
ty Medical  Society  Inc.,  recruited  four  physicians,  who 
primarily  practice  at  General  Mexia  Memorial  Hospital, 
to  staff  the  clinic. 

Because  the  medical  society  supplies  the  board  of 
directors  to  manage  the  clinic  and  because  the  founda- 
tion physicians  hold  Baylor  College  of  Medicine  faculty 
positions,  the  clinic  has  broad  medical  support — in  terms 
of  manpower,  medical  consultation,  continuing  education, 
and  secondary  and  tertiary  care. 

The  Mexia  Family  Medicine  Clinic  was  organized  and 
operational — in  refurbished  quarters — in  less  than  two 
years  after  its  1976  conception. 


Organizing  at  Wheeler 

Lester  Leonard,  a long-time  businessman  in  the  Texas 
Panhandle’s  Mobeetie  community,  has  been  a board 
member  of  the  North  Wheeler  County  Hospital  District 
since  it  was  established  in  the  early  60’s. 

An  estimated  45  miles  from  the  nearest  sizeable  hos- 
pital, and  nearly  100  from  Amarillo’s  urban  medical  facili- 
ties, Wheeler  County  lies  in  oil,  wheat,  cattle,  and  cotton 


Nursing  station  at  Parkview  Hospital,  Wheeler. 


Staff  on  duty  at  Parkview  Hospital. 
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country,  at  the  Oklahoma  edge  of  the  Texas  Panhandle. 

There  were  “a  lot  of  elderly  people  " in  the  area  and 
occasionally  a need  for  immediate  help,  Mr  Leonard  says; 
so  when  the  area’s  doctor  retired,  residents  of  the  sparse- 
ly populated  flatlands  began  to  meet,  “most  times  in 
school  gyms,”  he  recalls,  to  find  a solution  to  their  doctor 
shortage. 

Something  had  to  be  done. 

Mr  Leonard  summarizes  the  Wheeler  County  solution 
with,  “the  closer,  the  better.’’ 

The  hospital  district  was  formed  with  a board  member 
from  each  of  five  participating  communities — Wheeler, 
where  the  district  placed  a $200,000  hospital,  and 
Mobeetie,  Allison,  Briscoe,  and  Kelton. 

Mrs  David  Britt,  an  elementary  school  teacher  and 
president  of  the  district's  hospital  board,  says  the  hospital 
alone  failed  to  resolve  the  area’s  physician  shortage. 

During  its  first  years,  the  district  secured  several  doc- 
tors “who  came  and  went’’  for  various  reasons,  Mrs  Britt 
explains.  When  the  district  was  left  with  a hospital  and 
medical  support  staff — but  no  physician — board  mem- 
bers agreed  they  would  have  to  create  a financially  attrac- 
tive situation  to  recruit  and  retain  physicians. 

In  the  meantime,  hospital  costs — including  salaries  and 
taxes — continued. 

As  recruitment  processes  began  again,  the  community 
decided  to  build  a clinic,  to  pay  clinic  bills  and  staff  sala- 
ries, and  to  offer  prospective  practitioners  a guaranteed 
income  for  a limited  period. 

“We  offered  a good  deal  to  the  doctor  who  came,”  Mrs 
Britt  says.  ‘We  really  did.  It's  not  just  the  money,  though,” 
she  adds,  explaining  that  rural  physicians  typically  have 
been  overworked  and  professionally  isolated.  Eventually, 
however,  the  district  secured  two  physicians. 

“There  is  never,  never  going  to  be  a solo  practice  in 
small  towns  anymore,”  Mrs  Britt  predicts.  “That’s  from 
the  horse-and-buggy  era.  Some  incentive  is  going  to  have 
to  be  offered  because  they  (physicians)  are  deprived  of 
many  things  . . .” 

“If  you  want  to  have  local  help  in  a rural  community, 
you’re  going  to  have  to  pay  for  it,”  she  concludes.  “We 
feel  that  our  doctors  here  in  this  little  town  are  just  top- 
notch.” 

“We  not  only  need,  but  we  deserve,  the  (primary)  care 
provided  in  metropolitan  areas,”  Mrs  Britt  says  of  rural 
areas.  Certain  cases  in  the  Panhandle  are  referred  to 
Amarillo  for  specialized  care,  but  rural  Emergency  Medi- 


cal Technicians  can  expedite  transfers,  and  helicopter 
support  from  Amarillo  can  speed  some  cases  to  the  city. 

Additionally,  some  rural  health  personnel  from  the 
Wheeler  area  are  undergoing  paramedic  training  in 
Amarillo. 

The  Wheeler  approach  apparently  has  overcome  a 
problem  common  to  many  rural  areas.  The  three  physi- 
cians there  have  invested  a total  of  18  years  in  the  district, 
and,  Mrs  Britt  adds,  the  clinic  there  now  attracts  patients 
from  outlying  areas,  including  Oklahoma. 

A West  Texas  Network 

The  people  of  Shallowater  know  what  the  12  miles  to  Lub- 
bock can  mean  to  a critically  injured  person.  Agriculturally 
supported,  the  community  knows  that  icy  northers  can 
ride  onto  the  South  Plains  on  bitter  winds,  glazing  farm 
roads  and  interstates,  grounding  aircraft,  cutting  tele- 
phone lines  . . . lengthening  the  distances  to  help. 

South  Plains  people,  and  those  farther  north  and  west, 
are  not  unaware  of  adversity.  From  this  rugged  terrain 
they  have  etched  their  homes  and  clung  strongly  to  them. 
Many  of  their  towns  reflect  the  character  of  the  land  and 
its  history:  Muleshoe,  Happy,  Justiceburg,  Canyon,  Earth, 
Plains,  Whiteface,  Hereford,  White  Deer,  Sundown, 
Goodnight,  and  Dawn. 

In  1976,  Shallowater  civic  leaders  approached  the 
Texas  Tech  University  School  of  Medicine  (TTUSM)  for 
help.  How  could  a rural  community  best  provide  access  to 
health  care  for  its  inhabitants? 

They  had  asked  a question  the  new  medical  school  had 
been  mandated  to  answer. 

That  first  conference  led  to  others.  Soon  the  community 
began  to  organize  and  to  raise  money  to  purchase  a 
suitable  building  for  a local  clinic.  A town-gown  agreement 
provided  that  the  community  would  pay  for  clinic  facilities, 
and  clerical  and  nursing  staff;  TTUSM,  funded  by  a spe- 
cial projects  grant,  agreed  to  supply  the  medical  support. 

The  resulting  Shallowater  clinic  was  the  first  of  three 
satellite  clinics  that  will  form  a web  of  programs  in  the 
South  Plains,  Panhandle,  and  far  West  Texas.  Planners 
hope  to  evaluate  the  clinic’s  long-range  effectiveness 
while  offering  rural  experience  to  medical  students  and 
immediate  solutions  to  the  rural  medical  manpower 
shortages. 

Next  in  the  TTUSM  medical  support  chain  came  Cros- 
byton,  a 2,200-person  town  already  occupied  by  two 
physicians  and  equipped  with  a 50-bed  hospital.  Working 
with  those  physicians,  the  medical  school  hopes  to  de- 
velop a comprehensive  primary  care  center. 

A program  at  Claude,  opened  in  July  1978  about  30 
miles  from  the  TTUSM  Regional  Academic  Health  Center 
at  Amarillo,  is  the  most  recently  established  TTUSM 
cooperative  satellite.  That  clinic,  also  staffed  by  family 
practitioners  and  medical  students,  promotes  the  dual 
training-received,  service-offered  approach. 

The  only  medical  facility  in  Armstrong  County,  the 
Claude  clinic  was  built  with  funds  from  the  Sears  Roebuck 
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TTUSM  family  practice  clinic  at  Claude 


Foundation.  However,  during  one  12-month  period,  “five 
physicians  had  come  and  gone,  reflecting,  ' as  Dr 
Lawrence  W.  Patzkowsky  states,  “the  problem  of  physi- 
cian retention  experienced  by  nearly  all  small  population 
centers.”  Dr  Patzkowsky  is  associate  dean  of  the  TTUSM- 
RAHC  at  Amarillo. 

Dr  Patzkowsky  describes  the  Claude  clinic  as  “a  joint 
project  of  the  Armstrong  County  Medical  Center  (a  non- 
profit corporation  formed  by  residents)  and  TTUSM.” 

About  1,000  persons  live  in  Claude  and  approximately 
4,000  to  5,000  live  in  the  clinic’s  service  area. 

Virginia  Kennedy,  PhD,  TTUSM  health  systems  re- 
search coordinator  and  assistant  professor  in  the 
school’s  preventive  medicine  and  community  health  de- 
partment, says  evaluations  of  the  rural  clinics  show  that 
the  “clinical  content  is  different”  from  training  received  by 
students  in  urban  settings.  Students  at  the  small-town 
clinics,  therefore,  are  “not  just  duplicating  their  urban 
experience.” 

The  TTUSM  system  revolves  about  the  Health  Sci- 
ences Center  in  Lubbock  and  regional  academic  health 
centers  in  Amarillo  and  El  Paso.  A third  regional  center 
has  begun  operation  in  the  Odessa  area.  Dr  Kennedy 
describes  the  outreach  programs  near  Lubbock  and 
Amarillo  as  a “joint  process”  born  of  “community  initia- 
tive” and  says  the  medical  school  may  develop  similar 
agreements  later. 

Further,  the  TTUSM  has  begun  recruitment  of  a nursing 
school  dean  and  plans  to  use  outreach  programs  in  nurse 
training.  Dr  Kennedy  reports. 

Essentially,  the  broad  TTUSM  system  will  try  to  “syn- 
thesize what  appears  to  have  worked  elsewhere”  and  to 
“very  carefully  document  everything  that  we’re  doing”  to 
create  a reproducible  model,  she  says. 

Life  in  Linden 

Country  life  calls  for  a different  kind  of  doctor.  Dr  Vernon 
B.  Glenn  knows  that  well.  Rural  practice,  he  believes, 
requires  a physician  who  can  deal  with  “abstractions  and 
a lot  of  the  close  personal  and  nonscientific  encounters” 
and  involves  “studying  people”  and  “listening  to  other 
people’s  problems.  . . . This  is  the  kind  of  person  who’d 
be  happy  out  here  where  I am,”  he  says. 

He’s  lived  in  little  Linden,  Texas  since  1955  when  he 
and  a partner,  both  just  out  of  their  medical  internships 
and  determined  to  establish  a “full-service”  practice, 
opened  a 10-bed  inpatient  facility  there.  Within  a year  of 


their  arrival,  they  moved  to  a larger,  makeshift  hospital- 
clinic — a three-story  hotel  “that  was  going  out  of  business 
because  of  the  boom  on  motels  at  that  time.” 

Work  weeks  for  the  two  doctors  were  “66  hours  and 
up,”  with  “every  other  night  and  every  other  weekend  on 
call,”  Dr  Glenn  recalls. 

Things  have  changed,  though.  Today,  Dr  Glenn,  three 
other  family  practitioners,  and  a surgeon  staff  the  town’s 
only  clinic  and  adjacent  68-bed  hospital.  The  work  week  is 
closer  to  48  hours,  and  Dr  Glenn  says  he  takes  four  to  six 
weeks’  annual  vacation  and  educational  leave.  He  aver- 
ages one  night  of  work  each  week  and  on-call  duty  once 
every  five  weekends. 

The  hospital,  operated  by  the  Linden  Hospital  Authority, 
shares  with  the  clinic  a computer  system  for  maintaining 


Dr  David  Hodgson,  third-year  family  practice  resident  on  rotation  at 
the  TTUSM  Family  Practice  clinic  at  Claude,  and  Dr  Gary  Patzkowsky. 
medical  director  of  the  clinic. 


The  TTUSM  clinic  at  Claude. 
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financial  records  and  claims  about  100  employees.  The 
town’s  five  physicians,  each  affiliated  with  the  clinic  and 
hospital,  care  for  about  20,000  patients  and  carry  clinical 
appointments  with  the  Louisiana  State  University  medical 
school  at  Shreveport;  two  hold  part-time  paid  positions 
there. 

A senior-level  course  in  ‘rural  medicine " has  become 
“the  most  popular  senior  elective”  in  the  Louisiana  medi- 
cal school,  Dr  Glenn  says.  Students  attend  the  one-month 
course  while  living  in  quarters  furnished  by  the  Linden 
hospital,  and  study  a “full  range  of  practice  that's  per- 
formed by  the  clinic  group.  ” 

“What  these  kids  are  learning  is  that  you  don't  have  to 
go  to  a metropolitan  area  or  a suburb  to  find  the  kind  of 
practice  you  want,  and  that,  really,  you  can  look  for  a 
place  you  want  to  live,  and  the  practice  can  be  what  you 
want  it  to  be.” 

“We’ve  been  told  that  10%  of  the  students  who’ve  been 
over  here  have  changed  their  minds  and  gone  into  family 
medicine  as  a result  of  the  elective  here.  Most  of  them 
who  came  to  begin  with  were  interested  in  family  medicine 
when  they  came.” 

Linden  is  ensconced  in  East  Texas  pine  forests  and 
rolling  hills.  Many  of  the  people  there  rely  on  ranching  and 
timber-related  employment. 

Dr  Glenn  describes  his  home  of  more  than  25  years  as 
"a  small  country  town”  of  2,400  residents — 36  miles  from 
Marshall,  40  from  Mount  Pleasant,  and  70  from  Shreve- 
port. 

A member  of  TMA’s  Task  Force  on  Access  to  Health 
Care,  Dr  Glenn  offers  suggestions  to  alleviate  physician 
maldistribution  in  Texas;  “The  answer  to  the  problem  is 


Leisure  time  in  the  country ^ 


not  every  town  having  a doctor,  but  every  area  having  a 
group,  a consolidation  of  services  . . . The  reason  two  of 
us  came  to  Linden  to  start  with  was  so  we  could  lean  on 
each  other,”  he  admits.  “I  wouldn’t  have  stayed  if  I’d  been 
by  myself.” 

“I  think  the  answer  is  in  group  practices,  and  I think 
there  is  a . . . key  man  in  every  successful  operation  of 
this  kind.  There  is  one  person  who  has  been  there  to 
drive,  to  put  it  together,  to  get  it  started,  and  to  keep  it 
on  track.  ” 

“A  lot  of  times  this  is  not  a physician.  It  might  be  a 
banker;  it  might  be  a druggist,  but  I believe  there  is  some- 
body in  every  area  who  has  the  capability  of  driving  and 
pushing  in  this  direction.  If  the  communities  can  be  helped 
to  identify  the  key  man  and  somebody  to  start  the  ball 
rolling,  they’ll  have  more  success  In  developing  regional 
medical  units.” 

The  Linden  clinic  and  hospital  participate  in  a 12-mem- 
ber, non-profit  corporation  sharing  audiovisual  and  post- 
graduate aids.  Dr  Glenn  estimates  that  purchasing  by  a 
27-hospital  group  has  stopped  inflation  rates  at  less  than 
10%  during  the  last  two  years. 

The  advantages  of  group  practice  are  apparent.  As  Dr 
Glenn  puts  it,  “Group  practice  like  this  allows  us  to  control 
the  practice  instead  of  it  controlling  us,  like  happens  in  so 
many  rural  areas.” 

“I  think  the  same  thing  that  has  happened  here  can 
happen  in  other  places — that  is,  a concentration  of  medi- 
cal services.  . . .” 

Each  of  the  five  Linden  doctors  were  raised  in  rural 
homes.  Dr  Glenn  says.  “.  . . Of  the  people  here,  all  were 
from  small  towns,  and  they  all  married  small-town  girls.” 

“We  have  a tremendous  esprit  de  corps  here.”  The 
years  speak  for  themselves:  Dr  Glenn’s  partners  have 
practiced  at  the  clinic  for  1 5,  11,  and  seven  years. 

“The  major  considerations  of  rural  practice,”  he  con- 
cludes, “are  having  good  facilities,  backup,  time  off,  ac- 
cess to  certain  cultural  advantages.  . . . Primarily  one  of 
the  big  selling  points  to  practice  in  such  an  area  as  we 
have  is  the  low  crime  rate,  the  low  rate  of  juvenile 
delinquency,  the  rural  atmosphere,  the  easy-going  back- 
to-nature  type  of  life  that  we  live.” 


A country  greeting. 
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“I  get  to  the  office  in  four  minutes.  I get  to  come  home 
every  day  and  eat  lunch  with  my  wife.  ...  If  I want  to  go 
to  work  in  blue  jeans,  I'm  accepted  that  way.  That’s  what 
we  like  about  it.” 

“I  think  that  small-town  doctors  are  people  managers 
who  are  capable  of  treating  the  diseases  that  people  get.” 

“My  partner  and  I all  along  said  we  would  never  leave 
this  town  without  medical  coverage.  And  in  25  years, 
there's  never  been  a night  there  wasn't  a doctor  in 
Linden.  . . .” 

The  Task  Force 

Created  in  May  of  1976  by  the  TMA  Council  on  Medical 
Education  and  Hospitals,  the  Task  Force  on  Access  to 
Health  Care  has  analyzed  primary  obstacles  to  health 
care  delivery  in  Texas  and  developed  objectives  from  that 
analysis.  The  task  force  and  the  council  focused  on  more 
efficient  use  of  existing  medical  resources  and  noted  “that 
producing  more  physicians  would  not  necessarily  mean 
a better  distribution  of  services.” 

The  task  force  has  recommended  that  TMA  develop 
methods  to  assist  communities  in  defining  and  fulfilling 
their  health  care  needs,  provide  a list  of  consultants  to 
assist  communities,  and  assess  deterrents  and  recom- 
mend solutions  to  specific  types  of  medical  shortages.  A 
specific  task  force  recommendation  was  the  development 
of  a brochure  to  assist  communities  in  solving  their  health 
care  problems. 

The  task  force  suggested  that  communities  establish 
committees  “composed  of  interested  citizens”  which 
could  evaluate  community  “health  needs  and  resources.” 

“The  committee  must  compare,”  the  brochure  states, 
“what  is  known  about  the  existing  health  delivery  system 
in  the  community  with  what  might  be  a desirable  or  ideal 
system,”  and  urges  such  citizen  committees  to  “solicit  the 
opinions  of  providers  and  citizens”  in  order  to  develop  an 
ideal,  but  realistic,  health  care  delivery  system. 

The  task  force  advised  that  the  community  committees 
tap  the  expertise  of  medical  societies,  medical  schools, 
commercial  concerns,  and  other  qualified  consultants. 

“To  provide  the  full  range  of  health  services  in  every 
community  is  unrealistic  in  economic  terms,”  the  task 
force  brochure  states,  and  therefore  concludes  that  “co- 
operative planning  is  absolutely  essential.” 

Finally,  the  brochure  lists  and  describes  briefly  “sources 
of  potential  assistance”  for  communities:  TMA’s  Physi- 
cians Placement  Service;  medical  school  deans,  family 


practice  department  chairmen,  and  residency  program 
directors;  medical  journal  “classified”  sections;  commer- 
cial medical  placement  bureaus;  the  Rural  Medical  Edu- 
cation Board;  and  the  National  Health  Service  Corps. 

The  task  force  noted  that,  while  “state  and  area  health 
planning  organizations  are  attempting  to  develop  a long- 
range  plan  for  meeting  health  care  needs,  the  task  force 
has  concerned  itself  with  immediate  needs  and  methods 
for  responding  to  those  needs.” 

The  examples  shown  here  basically  are  variations  on  a 
theme,  namely  the  joining  of  complementary  strengths.  In 
so  doing,  the  clinics  hope  to  avoid  problems  commonly 
credited  with  medical  manpower  shortages  in  rural  areas: 
unwieldy  work  loads,  financial  uncertainty,  inadequate 
numbers  of  support  personnel,  a lack  of  accessible 
continuing  education,  and  the  absence  of  medical 
consultation. 
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A recent  TMA  conference  on  alcoholism  and 
drug  abuse  drew  more  than  100  participants  to 
hear  nationally  recognized  speakers.  The  con- 
ference used  physician  alcoholism  problems  as  a 
main  example  of  ailment  and  treatment  possi- 
bilities for  people  with  problems. 

Now  you  can  hear  this  important  conference 
in  the  convenience  of  your  office,  home  or  car. 
Just  clip  the  handy  order  form  and  order  today. 
Tape  A: 

“The  Disease  Concept  of  Alcoholism”  by 
Stanley  Gitlow,  M.D.,  of  New  York’s  Mt.  Sinai 
Medical  School; 

“Comprehensive  Rehabilitation  Systems;  a Multi- 
model Therapeutic  Approach”  by  K.  D.  Chara- 
lampous,  M.D.,  of  Texas  Tech  University’s 
Medical  School. 

Tape  B: 

“Effective  Therapeutic  Intervention:  Physician  to 
Physician;  Physician  to  Patient”  by  G.  Douglas 
Talbott,  M.D.,  of  the  Ridgeview  Institute  in 
Georgia  and  by  Leslie  Ansley,  M.D.,  chairman 
of  TMA’s  Physician  Health  Rehabilitation 
Committee. 


Please  send  me  the  following  tape(s)  at  $5  each: 

Tape  A; Tape  B 

(No.)  (No.) 

Total  tapes  ordered: 

Total  $: 

Check  enclosed  . 

Bill  me: 

Please  print 

Name  

Address  

City  State Zip 

Send  to:  Tapes  Offer  DA,  Texas  Medical  Association, 

1801  N.  Lamar,  Austin,  Tex  78701. 


Tenuate’'® 

(diethylproplon  hydrochloride  NF) 

Tenuate  Dospan"" 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INOICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  in  a regimen  ot  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below. 

CONTRAINOICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect : rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  anif related  drugs  may 
be  associated  with  varying  degrees  ot  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  EEG.  Manifestations  ot 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  ot  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  ot  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  ot  guanethidine.  The  least  amount  feasible  shoulrl  be 
prescribed  or  dispensedat  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  caretully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  In  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System:  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine: 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
lopoietic  System:  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  : A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended (or  use  In  children  under  12  years  of  age. 

OVERDDSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states.  Fatigueanddepressionusually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxicatfon  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine®)  has  been  suggesterf  on  pharmacologic 
grounds  (or  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to: 

MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U.S.A. 

Licensor  of  Merrell® 

References:  1,  Citations  available  on  request- Medical  Research 
Oepartment,  MERRELL  RESEARCR  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215.  2.  Hoekenga,  M.T, 
O'Dillon,  R.R  ,.  and  Leyland,  R .M  ,:  A Comprehensive  Review  of  Dieth- 
ylpfopion  Hydrochloride.  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy,  Jan.  20-21, 1977. 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


Ihnuate  Dospan  ^ 

(diethylpropion  hydrocAoride  NF) 


A useful  short-term  adjunct 


in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  ' ! , 

require  strict  obesity  control.  Diethylpropion  hydrochloride  has  ■ ^ ' 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension:  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 

In  uncomplicated  obesity; 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
Well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.’’^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Ibnuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

TTie  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


© 1978  Ihe  Upiohn  Company 


Motrin 

ibuproferiUpphn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


J-6857^ 


The  confidence  that  connes  fronn  experience- 
one  more  reason  to  prescribe 


Indications  and  Usage;  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  nof  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications;  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings;  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastroinfestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS, 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions;  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation, 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gam,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspmn  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumann.  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%)  This  includes  nausea*  epigastric  pain*, 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion. abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*  headache,  nervousness  Dermatologic;  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus  Melabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%:  *3%  to  9%. 

Incidence  less  than  I in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena 
Central  Nervous  System:  Depression,  Insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Flepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Flemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage;  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  Tbe  drug 
IS  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t i d or  q i d Do 
not  exceed  2400  mg  per  day. 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets,  400  mg  (orange) 

Bottles  of  60 
Botfles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution:  Federal  law  prohibits  dispensing  without  prescription, 

NIM-3 


NDC  0009-0733-01 
NDC  0009-0733-02 

NDC  0009-0750-01 
NDC  0009-0750-02 
NDC  0009-0750-06 
NDC  0009-0750-26 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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MEDICAL  INFORMATION  CARDS 


Fill  a proper  medical  history  in  your  patient’s  pocket. 

Industry  has  distributed  these  cards  to  employees  since 
1950.  Now  you  too  have  an  opportunity  to  make  sure 
patients  have  essential  medical  information  on  them  in 
case  of  emergency. 

This  compact  card  also  saves  administrative  time  for 
your  staff.  It  combines  facts  that  usually  have  to  be  found 
by  fumbling  through  a whole  wad  of  documents — if  the 
patient  has  them  at  all. 

Now  one  card  serves  as  a handy  reference  for  more  than 
30  medical  and  administrative  facts  including: 

How  to  contact  personal  physician,  ophthalmologist, 
insurer,  etc. 

Insurance  information 

Nearest  relative 

Allergies 

Chronic  conditions 

Blood  type,  serology,  Rh  factor 

Corrected  and  uncorrected  vision 

Positive  identification 

and  other  unique  features  on  a sun,  water  and  stain 
resistant  card  encased  in  clear  plastic. 

Order  some  today  for  your  patients,  family  and  friends. 

Prices  range  from  $153.50  (150  each)  for  1,000  cards 
(plus  tax  and  mailing)  to  40  each  for  40,000.  Smaller 
quantities  are  available.  Contact  Pervise  L.  Webb, 

P.O.  Box  235,  Austin,  Texas  78767. 
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ALCOHOL  ADDICTION:  Few  excessive  drinkers  live 
long  enough  to  die  from  it. 


37 


Throughout  the  overt  and  deteriorating 
stages,  the  excessive  drinker’s  death  rate  from 
accident,  heart  attack,  stroke  and  other  mortal 
disease  is  much  higher  than  normal.  Nonetheless, 
excessive  drinking  is  fatal  unless  arrested. 

Medical  treatment  is  available  and  the 
majority  of  patients  recover.  Please  write  or  call: 


SchickShodel 

Hospital 


4101  Frawley  Drive/ Fort  Worth.  Texas  76118/(817)  284-9217 
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TEXAS  MEDICAL  DISCLOSURE  PANEL  SEEKS 
COMMENT  ON  INFORMED  CONSENT  PROPOSALS 

After  more  than  a year  of  study,  hearings,  and  delibera- 
tions, the  Texas  Medical  Disclosure  Panel  has  published 
for  comment  its  first  proposed  disclosure  guidelines.  In- 
cluded in  the  guidelines  are  treatments  and  procedures 
that  require  no  disclosure,  those  that  require  disclosure, 
and  a proposed  form  to  be  used  in  connection  with  dis- 
closures. The  proposed  lists  and  form  are  reproduced  in 
full  at  the  end  of  this  article. 

Physicians  currently  have  a duty  to  patients  to  provide 
a reasonable  disclosure  of  risks  related  to  the  medical 
diagnosis  and  treatment.  This  duty  is  based  upon  the 
patient's  right  to  adequate  information  in  order  to  give  an 
informed  consent  or  refusal  of  the  procedure. 

When  a patient  testifies  at  a trial  that  a procedure  per- 
formed was  unauthorized,  the  physician,  in  order  to  avoid 
liability,  is  often  forced  to  convince  the  jury  that  the  pa- 
tient's consent  was  obtained.  Proof  of  consent  becomes 
important  and  difficult.  Should  the  physician  and  patient 
agree  on  the  content  of  the  disclosure  made,  the  issue 
then  becomes  whether  the  disclosure  was  sufficient  for 
the  patient  to  understand  the  nature  of  the  choices  avail- 
able, and  the  risks  and  consequences  of  the  proposed 
procedure.  In  most  cases,  at  that  time  there  is  not  agree- 
ment and  the  context  surrounding  the  patient’s  expression 
of  consent  becomes  the  issue. 

Other  articles  in  Texas  Medicine  have  gone  into  more 
detail  about  the  doctrine  of  informed  consent  and  this 
growing  source  of  litigation. 

Recognizing  the  inherent  problems,  the  Texas  Medical 
Professional  Liability  Study  Commission  and  the  65th 
Legislature  agreed  that  a workable  system  should  be 
developed  to  insure  (1)  that  a patient  has  enough  informa- 
tion to  choose  between  two  or  more  acceptable  means  of 
treatment  in  proper  cases  and  (2)  to  provide  guidance  and 
protection  to  physicians  who  provide  information.  The 
information  to  be  furnished  by  physicians  will  be  based 
upon  determinations  made  by  the  Medical  Disclosure 
Panel,  which  has  been  delegated  the  responsibility  by  the 
Texas  Legislature. 

The  Texas  Medical  Disclosure  Panel'  was  created  to 
determine  which  risks  and  hazards  related  to  medical  and 
surgical  procedures  must  be  disclosed  by  physicians  and 
their  patients  and  to  establish  the  general  form  and  sub- 
stance of  such  disclosures.  The  statute  calls  for  a sepa- 


rate list  of  those  procedures  and  treatment  that  do  not 
require  disclosure  and  those  which  do  require  disclosure. 
Should  the  panel  place  a medical  or  surgical  procedure 
on  the  list  not  requiring  disclosure,  then  no  patient  would 
be  permitted  to  recover  against  a physician  on  the  theory 
of  failure  to  render  information  upon  which  to  make  an 
informed  consent. 

Should  the  panel  place  a medical  or  surgical  procedure 
on  the  list  requiring  disclosure,  then  the  panel  also  will 
provide  information,  such  as  risks  and  hazards  involved 
in  the  procedure.  If  the  physician  gives  this  information 
in  writing,  signed  by  the  patient  or  person  qualified  to  give 
consent,  and  witnessed,  then  a rebuttable  presumption  is 
created  that  the  physician  has  given  sufficient  information 
to  his  patient  of  such  risks.  Unless  there  are  unusual 
circumstances,  recovery  would  not  be  allowed  against 
the  physician. 

Should  the  panel  make  no  determination  with  respect 
to  a procedure,  then  the  current  common  law  would 
prevail. 

Texas  Medical  Disclosure  Panel 

The  Texas  Commissioner  of  Health,  as  directed  by  the 
statute,  appointed  members  of  the  panel,  who  are  James 
H.  Duke,  MD,  Houston;  Ronald  C.  Jones,  MD,  Dallas; 
Drue  O.  D.  Ware,  MD,  Fort  Worth;  John  D.  Bonnet,  MD, 
Temple;  Richard  E.  Leigh,  Jr,  MD,  Houston;  Mickie 
Holcomb,  DO,  El  Paso;  Mark  Martin,  Dallas;  James  Mark 
McLaughlin,  San  Angelo;  and  Lloyd  Lochridge,  Austin. 

Dr  James  H.  Duke  was  elected  chairman  of  the  panel 
and  Lloyd  Lochridge  was  elected  vice-chairman. 

The  panel  has  met  many  hours  in  their  deliberations, 
and  has  attempted  to  obtain  maximum  input  from  medical 
organizations,  specialty  societies,  and  other  groups  in 
the  consideration  of  their  charge. 

The  panel  has  requested  all  interested  physicians, 
groups,  and  the  public  to  review  their  proposals  and  to 
make  appropriate  comments  for  improvement.  After 
review  of  the  comments,  the  panel  will  publish  its  first 
permanent  determinations  after  April  of  1979.  Until  that 
time,  the  following  proposals  are  published  only  for  com- 
ment and  no  requirements  or  protections  of  the  law  will 
be  effective  meanwhile. 

The  proposed  form  is  only  suggested  for  use  by  physi- 
cians on  procedures  which  require  disclosure.  The  blanks 
would  be  filled  in  appropriately  as  to  the  condition  and 
proposed  procedures.  The  blank  for  risk  and  hazards 
would  be  filled  in  as  to  the  appropriate  matters  listed  by 
the  panel  in  List  A for  the  specific  procedure.  Risk  for 
anesthesia  already  is  defined  in  the  form. 

Each  physician  in  Texas  is  urged  to  review  the  tentative 
recommendations  and  to  make  appropriate  comments. 
Specialty  societies  are  encouraged  to  consider  the  items 
relating  to  their  specialty  and  to  make  appropriate 
comment. 

Texas  Medical  Association  councils  and  committees  al- 
ready have  the  proposals  under  study,  and  the  TMA  Com- 
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mittee  on  Professional  Liability  will  file  an  appropriate 
response  to  the  panel. 

Summary 

The  goal  of  the  legislation  and  the  panel  is  to  provide  a 
system  in  which  the  patient  will  have  sufficient  information 
to  know  the  facts  affecting  medical  risks,  the  physician  will 
have  the  benefit  of  expert  guidance  as  to  what  minimal 
disclosure  is  proper  and  reasonable,  and  the  public  will  be 
served  in  reducing  or  avoiding  litigation  over  this  subject. 


Physicians  should  avail  themselves,  while  adequate  and 
reasonable  time  is  available,  of  the  opportunity  to  have 
meaningful  input  on  this  important  matter. 

Ace  Pickens, 

Brown,  Maroney,  Rose,  Baker  & Barber 
REFERENCE 

1.  Chapter  817  (HB  1048),  Acts  of  the  65th  Legislature,  VATS. 

Art  4590i. 


Texas  Department  of  Health 

Texas  Board  of  Health 

Medical  Treatment  and  Surgical 
Procedures  Established  by  the  Texas 
Medical  Disclosure  Panel  301.01.03 

The  Texas  Medical  Disclosure  Panel  was 
established  by  the  65th  Legislature,  1977,  to 
determine  which  risks  and  hazards  related  to 
medical  care  and  surgical  procedures  must 
be  disclosed  by  health  care  providers  or 
physicians  to  their  patients  or  persons 
authorized  to  consent  for  their  patients  and  to 
establish  the  general  form  and  substance  of 
such  disclosure. 

To  the  extent  feasible,  the  panel  shall  identify 
and  make  a thorough  examination  of  all  medi- 
cal treatments  and  surgical  procedures  in 
which  physicians  and  health  care  providers 
may  be  involved  in  order  to  determine  which 
of  those  treatments  and  procedures  do  and 
do  not  require  disclosure  of  the  risks  and 
hazards  to  the  patient  or  person  authorized  to 
consent  for  the  patient. 

The  panel  shall  prepare  separate  lists  of 
those  medical  treatments  and  surgical  pro- 
cedures that  do  and  do  not  require  disclosure, 
shall  establish  the  degree  of  disclosure 
required  and  the  form  in  which  the  disclosure 
will  be  made. 

The  rules  that  are  being  presented  contain 
only  a partial  list  of  the  procedures  and  their 
risks  and  hazards  that  require  full  disclosure 
(List  A)  (Rule  .001 ),  a partial  list  of  the  pro- 
cedures that  do  not  require  disclosure  (List  B) 
(Rule  .002)  and  the  form  in  which  the  dis- 
closure will  be  made  (Rule  .003).  The  panel 
will  be  publishing  other  such  procedures  in 
the  future. 

The  Medical  Disclosure  Panel  has  deter- 
mined that  these  proposed  rules  will  have  no 
fiscal  implications  on  the  State  of  Texas  or 
units  of  local  government. 

Written  comments  on  the  proposed  rules  may 
be  submitted  no  later  than  120  days  from  the 
date  of  this  issue  of  the  Texas  Register  to 
E.  P.  Tottenham,  M.D.,  Texas  Medical 
Disclosure  Panel,  Texas  Department  of 


These  proposed  rules  were  published  in  the 
Dec  12,  1978,  issue  of  the  Texas  Register. 


Health,  1 100  West  49th  Street,  Austin,  Texas 
78756,  telephone  (512)  458-7528. 

These  rules  are  being  proposed  under  au- 
thority of  Article  4590i,  Texas  Revised  Civil 
Statutes. 

.001.  Procedures  Requiring  Full  Disclo- 
sure (List  A).  The  following  treatments  and 
procedures  require  full  disclosure  by  the 
physician  or  health  care  provider  to  the 
patient  or  person  authorized  to  consent  for 
the  patient. 

(1 ) Anesthesia. 

(A)  Epidural. 

(/)  Risks  are  enumerated  in  the  in- 
formed consent  form. 

(B)  General. 

(/)  Risks  are  enumerated  in  the  in- 
formed consent  form. 

(C)  Spinal. 

(/)  Risks  are  enumerated  in  the  in- 
formed consent  form. 

(2)  Digestive  system  treatments  and 
procedures. 

(A)  Cholecystectomy  with  or  without 
common  bile  duct  exploration. 

(/)  Pancreatitis. 

(//)  Injury  to  the  tube  between  the  liver 
and  the  bowel. 

(Hi)  Retained  stones  in  the  tube  be- 
tween the  liver  and  the  bowel. 

(/V)  Stricture  to  the  tube  between  the 
liver  and  the  bowel. 

(v)  Injury  to  the  bowel. 

(3)  Ear  treatments  and  procedures. 

(A)  Stapedectomy. 

(/)  Partial  or  complete  loss  of  hearing. 

(//)  Dizziness  or  loss  of  balance. 

(Hi)  Constant  ringing  in  the  ears. 

(4)  Endocrine  system  treatments  and 
procedures. 

(A)  Thyroidectomy. 

(/)  Injury  to  nerves  resulting  in  horase- 
ness  or  impairment  of  speech. 

(//)  Possible  injury  to  parathyroid 
glands  resulting  in  low  blood  calcium  levels 
that  require  extensive  medication  to  avoid 
serious  degenerative  conditions,  such  as 
cataracts,  brittle  bones,  muscle  weakness, 
and  muscle  irritability. 

(Hi)  Possible  lifelong  requirement  of 
thyroid  medication. 

(5)  Eye  treatments  and  procedures. 

(A)  Advancement  or  recession  of  eye 


muscles  (correction  of  strabismus). 

(i)  Possible  poor  vision. 

(//)  Possible  poor  appearance. 

(B)  Extraction  of  lens  (intracapsular  and 
extracapsular). 

(/)  Blindness  or  difficulty  with  vision. 
(/■/)  Need  of  some  type  of  device  to 
supplement  vision,  such  as  glasses. 

(Hi)  Possible  removal  of  implanted 

lens. 

(C)  Photocoagulation  for  reattachment 
of  retina. 

(/)  Possible  recurrence  of  detachment 
(//)  Decreased  vision  or  blindness. 

(6)  Female  genital  system  treatments  and 
procedures. 

(A)  Abdominal  hysterectomy  (total). 

(/)  Difficulty  in  passing  urine. 

(//)  Injury  to  bladder. 

(Hi)  Sterility. 

(iv)  Injury  to  the  tube  between  the 
kidney  and  the  bladder. 

(v)  Intestinal  obstruction. 

(B)  Vaginal  hysterectomy. 

(/)  Difficulty  in  passing  urine. 

(//)  Injury  to  bladder. 

(Hi)  Sterility. 

(;V)  Injury  to  the  tube  between  the 
kidney  and  the  bladder. 

(v)  Intestinal  obstruction. 

(7)  Integumentary  system  treatments  and 
procedures. 

(A)  Mastectomy. 

(/)  Limitation  of  movement  of  the 
shoulder  and  arm. 

(//)  Swelling  of  the  arm. 

(Hi)  Loss  of  the  skin  of  the  chest  requir- 
ing skin  graft. 

(/V)  Possible  recurrence  of  malignancy, 
(v)  Decreased  sensation  or  numbness 
of  the  inner  aspect  of  the  arm  and  chest  wall. 

(8)  Male  genital  system  treatments  and 
procedures. 

(A)  Prostatectomy  (transurethral). 

(/)  Continued  failure  to  control  urine. 

(ii)  Failure  to  achieve  erection. 

(Hi)  Semen  passing  backward  into  the 
bladder  with  ejaculation. 

(/V)  Perforation  of  bladder. 

(v)  Chronic  urinary  tract  infection. 

(9)  Musculoskeletal  system  treatments 
and  procedures. 

(A)  Arthroplasty  of  the  hip  with  mechani- 
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cal  device. 

(/)  Impaired  function  of  the  leg,  such  as 
shortening  of  the  leg  or  foot  drop, 

(//)  Possible  need  at  a later  date  to 
remove  the  artificial  joint. 

(Hi)  Possible  injury  to  adjacent  blood 
vessels  or  nerves. 

(iv)  Continuing  pain. 

(B)  Excision  of  intervertebral  cartilage. 

(/)  Continued  pain. 

(//)  Nerve  injury  \«ith  resulting  numb- 
ness or  paralysis  and  impairment  of  bowel, 
bladder,  and  sexual  function. 

(///)  Injury  to  major  blood  vessels. 

(iv)  Possibility  of  another  disc  problem 
at  the  same  or  different  location. 

(C)  Mechanical  internal  prosthetic 
device. 

(/)  Continued  pain. 

(//)  Removal  of  artificial  device. 

(Hi)  Injury  to  adjacent  blood  vessels 
or  nerves. 

(/V)  Possible  impaired  function  of  the 
extremity. 

(D)  Open  reduction  with  internal  fixation. 

(;)  Failure  of  bone  to  heal. 

(ii  Impaired  function  of  the  part,  such 
as  shortening  of  the  extremity  or  foot  drop. 

(Hi)  Possible  need  at  a later  date  to 
remove  internal  fixation  device. 

(/V)  Possible  injury  to  adjacent  blood 
vessels  or  nerves. 

(v)  Bone  infection. 

(E)  Osteotomy. 

(/)  Possible  failure  of  the  bone  to  heal. 

(ii)  Possible  impairment  of  function  of 
the  extremity. 

(Hi)  Possible  injury  to  adjacent  blood 
vessels  or  nerves. 

(iv)  Posssible  deformity  or  shortening 
of  the  extremity. 

(v)  Possible  infection  of  the  bone. 

(10)  Nervous  system  treatments  and 

procedures. 

(A)  Craniotomy. 

(i)  Increased  numbness  or  impaired 
muscle  function  or  paralysis. 

(H)  Recurrence  of  the  condition  that  re- 
quired this  operation, 

(Hi)  Stroke  and,  depending  on  location, 
blindness,  deafness,  inability  to  smell,  double 
vision,  coordination  impairment,  seizures, 
and  pain. 

(B)  Excision  of  brain  tissue. 

(/)  Increased  numbness  or  impaired 
muscle  function  or  paralysis. 

(ii)  Recurrence  of  the  condition  that 
required  this  operation. 

(Hi)  Stroke  and,  depending  on  location, 
blindness,  deafness,  inability  to  smell,  double 
vision,  coordination  impairment,  seizures, 
and  pain. 

(C)  Laminectomy. 

(/')  Continued  pain. 

(ii)  Nerve  injury  with  resulting  numb- 
ness or  paralysis  and  impairment  of  bowel, 
bladder,  and  sexual  function. 

(Hi)  Injury  to  major  blood  vessels. 

(/V)  Possibility  of  another  or  similar 
problem  at  the  same  or  different  location. 


(D)  Spinal  fusion — cervical  spine. 

(/)  Failure  of  bone  to  heal. 

(ii)  Continuing  pain. 

(Hi)  Limitation  of  motion  of  the  spine. 

(iv)  Increased  numbness  with  weak- 
ness or  paralysis. 

(v)  Recurrence  of  similar  problem  at 
same  or  different  location  that  required  this 
operation, 

(vi)  Injury  to  major  blood  vessels. 

(vH)  Injury  to  nerve  resulting  in  hoarse- 
ness or  loss  of  speech. 

(E)  Spinal  fusion — thoracolumbar  spine. 

(/)  Failure  of  bone  to  heal. 

(ii)  Continuing  pain. 

(Hi)  Limitation  of  motion  of  the  spine. 

(;v)  Increased  numbness  with  weak- 
ness or  paralysis. 

(v)  Recurrence  of  similar  problem  at 
same  or  different  location  that  required  this 
operation. 

(vi)  Injury  to  major  blood  vessels. 

(F)  Surgery  on  peripheral  nerves. 

{/)  Possible  long-term  pain. 

(ii)  Possible  long-term  numbness. 

(Hi)  Possible  long-term  paralysis. 

(11)  Respiratory  system  treatments  and 
procedures. 

(A)  Excision  of  lesion  of  larynx,  vocal 
cords,  trachea. 

(/)  No  risks  or  hazards  assigned  at 
this  time, 

.002.  Procedures  Requiring  No  Disclosure 
(List  B)  The  following  treatments  and  pro- 
cedures require  no  disclosure  by  the  physi- 
cian or  health  care  provider  to  the  patient  or 
person  authorized  to  consent  for  the  patient: 

(1)  Anesthesia. 

(A)  Local. 

(B)  Other  forms  of  regional  anesthesia. 

(2)  Cardiovascular  system. 

(A)  Excision  and  ligation  of  varicose 
veins  of  the  leg. 

(B)  Insertion  or  replacement  of  pace- 
maker. 

(3)  Digestive  system. 

(A)  Appendectomy. 

(B)  Esophagoscopy  and  gastroscopy 
(fiberoptic). 

(C)  Hemorrhoidectomy  with  fistulectomy 
or  fissurectomy. 

(D)  Hemorrhoidectomy. 

(E)  Incision  or  excision  of  perirectal 
tissue. 

(F)  Local  excision  and  destruction  of 
lesion,  anus  and  rectum. 

(G)  Operations  for  correction  of  cleft 
palate. 

(H)  Repair  of  inguinal  hernia. 

(I)  Repair  and  plastic  operations  on  anus 
and  rectum. 

(J)  Resection  of  colon  (segmental). 

(K)  Tonsillectomy  with  adenoidectomy. 

(L)  Tonsillectomy  without  adenoidec- 
tomy. 

(4)  Ear. 

(A)  Myringotomy. 

(B)  Reconstruction  of  auricle  of  ear. 

(C)  Tympanoplasty  (Type  I). 

(5)  Eye. 


(A)  Corneal  transplant. 

(B)  Fluorescein  angiography  (ocular). 

(6)  Female  genital  system. 

(A)  Conization  of  cervix. 

(B)  Dilation  and  curettage  of  uterus 
(diagnostic  and  therapeutic). 

(C)  Ligation  of  fallopian  tubes. 

(D)  Operations  to  correct  problem  of 
urinary  incontinence. 

(7)  Hematic  and  lymphatic  system. 

(A)  Biopsy  of  lymph  nodes. 

(8)  Integumentary  system. 

(A)  Biopsy  of  breast. 

(B)  Cosmetic  surgical  operations  of  face 
and  neck. 

(C)  Cutting  and  preparation  of  pedicle 
grafts  or  flaps. 

(D)  Excision  of  lesion  (local). 

(E)  Excision  of  pilonidal  sinus  or  cyst. 

(F)  Excision  of  lesions  of  face  and  neck. 

(G)  Free  skin  graft. 

(H)  Free  skin  graft  to  sites  other  than 
hand. 

(I)  Suture  of  skin. 

(J)  Wide  or  radical  excision  of  lesion, 

skin. 

(K)  Z plasty  without  excision. 

(9)  Male  genital  system. 

(1)  Biopsy  of  prostate. 

(2)  Circumcision,  not  newborn. 

(3)  Meatotomy  (urethral). 

(10)  Maternity  and  related  cases. 

(1)  Delivery  (cesarean  section). 

(2)  Delivery  (vaginal). 

(11)  Musculoskeletal  system. 

(A)  Arthrotomy. 

(B)  Closed  reduction  without  internal 
fixation. 

(C)  Excision  of  lesion,  muscle,  tendon, 
fascia,  bone. 

(D)  Excision  of  semilunar  cartilage  of 
knee  joint. 

(E)  Needle  biopsy  or  aspiration,  bone 
marrow. 

(F)  Partial  excision  of  bone. 

(G)  Removal  of  internal  fixation  device. 

(H)  Repair  and  plastic  operations  on 
joints  (on  foot  and  toes). 

(I)  Traction  or  fixation  without  manipula- 
tion for  reduction. 

(12)  Nervous  system. 

(A)  Cranioplasty. 

(B)  Lumbar  puncture. 

(13)  Respiratory  system. 

(A)  Aspiration  of  bronchus. 

(B)  Biopsy  of  lesion  of  larynx,  trachea, 
bronchus. 

(C)  Bronchoscopy  (to  include  all 
endoscopies). 

(D)  Lung  biopsy. 

(E)  Needle  biopsy,  lung. 

(F)  Rhinoplasty  (external). 

(G)  Rhinoplasty  (internal). 

(H)  Segmental  resection  of  lung. 

(I)  Submucous  resection  of  nasal 
septum. 

(J)  Thoracotomy. 

(K)  Thoracotomy  with  drainage. 

(L)  Reduction  of  nasal  fracture. 

(14)  Urinary  system. 
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(A)  Biopsy  of  bladder. 

(B)  Cystoscopy. 

(C)  Intravenous  pyelogram  (IVP). 

(D)  Operations  on  urethral  stricture. 

(E)  Transurethral  excision  and  destruc- 
tion of  lesion,  bladder. 

(F)  Ureteral  catheterization. 

(G)  Urethrotomy. 

.003.  Disclosure  and  Consent.  The  follow- 
ing form  will  be  used  by  the  physician  or 
health  care  provider  to  the  patient  or  person 
authorized  to  consent  for  the  patient  of  the 
possible  risks  and  hazards  involved  in  the 
medical  treatments  and  surgical  procedures 
named  in  the  form. 

TO  THE  PATIENT:  State  law  requires  that 
you  be  informed  about  your  condition  and  the 
recommended  surgical,  medical,  or  diagnos- 
tic procedure  to  be  used  so  that  you  may 
actively  participate  in  the  decision  whether 
or  not  to  undergo  the  procedure  after  knowing 
the  risks  and  hazards  involved.  This  disclo- 
sure is  not  meant  to  scare  or  alarm  you,  but 
is  simply  an  effort  to  make  you  better  in- 
formed so  you  may  participate  in  the  decision 
to  give  or  withhold  your  consent  to  the  pro- 
cedure. 

I (we)  voluntarily  request  Dr 

as  my  physician,  and  such  associates  and 
technical  assistants  as  he  may  deem  neces- 
sary, to  treat  my  condition  which  has  been 
explained  to  me  as: 


I (we)  understand  that  the  following  surgi- 
cal, medical,  and/or  diagnostic  procedures 
are  planned  for  me  and  I (we)  voluntarily 
consent  and  authorize  these  procedures: 


1 (we)  understand  that  my  physician  may 
discover  other  or  different  conditions  which 
require  additional  or  different  procedures  than 
those  planned.  I authorize  my  physician,  and 
his  associates  and  technical  assistants,  to 
perform  such  other  procedures  which  are 
advisable  in  their  professional  judgment.  I 
consent  to  the  use  of  blood  and  blood  products 
as  deemed  necessary. 

I (we)  understand  that  no  warranty  or  guar- 
antee has  been  made  to  me  as  to  result  or 
cure. 

Just  as  there  are  risks  and  hazards  in 
continuing  my  present  medical  condition  un- 
corrected, there  are  also  risks  and  hazards 
attendant  to  the  performance  of  the  surgical, 
medical,  and/or  diagnostic  procedures 
planned  for  me.  I realize  that  common  to  all 
surgical  procedures  is  the  potential  for  infec- 
tion, blood  clots  in  veins  and  lungs,  and  post 
surgical  hemorrhage,  but  peculiar  to  this  par- 
ticular procedure  my  physician  has  explained 
the  following  risks  and  hazards  are  also 
possible: 


I (we)  understand  that  anesthesia  involves 
additional  risks  and  hazards  but  I (we)  request 
the  use  of  anesthetics  for  the  relief  and  pro- 
tection from  pain  during  the  planned  and 
additional  procedures.  The  type  of  anesthetic 

planned  for  me  is , 

but  I realize  these  plans  may  have  to  be 
changed,  possibly  without  additional  explana- 
tion to  me.  If  a spinal  anesthetic  is  planned 
but  fails,  then  I (we)  authorize  use  of  such 
general  anesthetic  as  my  physician  selects. 

The  risks  and  hazards  from  the  use  of 
general  anesthetics  range  from  minor  dis- 
comfort to  blood  clots,  damage  to  vocal  cords, 
tooth  injury,  paralysis,  blindness  or  even 
death.  The  risks  and  hazards  from  the  use  of  a 
spinal  anesthetic  range  from  headache  to  drug 
reaction,  chronic  pain,  convulsions  and 
paralysis  of  the  bladder  and/or  bowels. 

I (we)  have  been  given  an  opportunity  to 
ask  questions  about  my  condition,  alternative 
forms  of  anesthesia  and  treatment,  risks  of 
nontreatment,  the  procedures  to  be  used, 
and  the  risks  and  hazards  involved,  and  I (we) 
believe  that  I (we)  have  sufficient  information 
to  give  this  informed  consent. 

I (we)  certify  this  form  has  been  fully  ex- 
plained to  me,  that  I (we)  have  read  it  or 
have  had  it  read  to  me,  that  the  blank  spaces 
have  been  filled  in,  and  that  I (we)  understand 
its  contents. 
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A.M. 

Date:  TIME:  P.M. 


PATIENT/OTHER  LEGALLY  RESPONSIBLE 
PERSON  SIGN 

(Minor  patient  and  parent/guardian  to  sign) 
WITNESSES: 


Name 


Address  (Street  or  P.O.  Box) 


City,  State,  Zip  Code 
Name 


Address  (Street  or  P.O.  Box) 


City,  State.  Zip  Code 

Issued  in  Austin,  Texas,  on  December  1, 
1978. 

Doc.  No.  788006 
Raymond  T.  Moore,  M.D. 

Deputy  Commissioner 
Texas  Department  of  Health 
Proposed  Date  of  Adoption:  September  1979 
board  meeting. 

For  further  information,  please  call  (512) 
458-7528 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 


WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 


Hearing  Aid  Speciaiist 

IN  TEXAS 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Earl  O-  Barnes 

Beltone  Hearing  Aid  Service 
604  North  7th 
Beaumont.  Texas  7 7701 
(713)  832-7132  & 832-1433 

Gordon  L Bisel 
Beltone  Hearing  Aid  Service 
6800  North  Mam  Street 
Suite  I07B 

Houston.  Texas  77030 
(713)  523-0919 

R J.  Cox 

Beltone  Hearing  Aid  Service 
3122  S-  Alameda 
Corpus  Christi.  Texas  78404 
(512)  884-2217 

William  Crnkovic 
Beltone  Hearing  Aid  Service 
Sunnyland  Shopping  Center 
1 706  Texas  Avenue 
Bryan.  Texas  77801 
(713)  823-5821 

Beltone  Hearing  Aid  Service 
Weingarten  s Shopping  Center 
729  East  Davis 
Conroe.  Texas  77301 
(713)  539-2626 

Ken  Dennis 

Beltone  Hearing  Aid  Service 
1125  Twenty-Third  Street 
Galveston  Island.  Texas  77550 
(713)  765-5791 

Beltone  Hearing  Aid  Service 
1617  Sixth  Street 
Bay  City.  Texas  77414 
(713)  245-9383 

Dick  Durbin 

Beltone  Hearing  Aid  Service 
8412  Preston  Center  Plaza 
Dallas,  Texas  75225 
(214)  363-7510 

Beltone  Hearing  Aid  Service 
1770  W Irving  Blvd  - Suite -#14 
Irving  Texas  75061 
(214)  253-2026 


Beltone  Hearing  Aid  Service 
104  W Virginia 
McKinney.  Texas  75069 
(214)  542-3793 
(214)  542-3793 

Tom  Durbin 

Beltone  Hearing  Aid  Service 
267  Wynnwood  Village 
Dallas.  Texas  75224 
(214)  948-3273 

John  N Evans 

Beltone  Hearing  Aid  Center 
The  Suburban  1 
4201  North  1st  Street 
Abilene.  Texas  79603 
(915)  673-4989 

Robert  J Fonner 
Beltone  Hearing  Aid  Service 
315  Randol  Mill  Road 
Arlington.  Texas  76011 
(817)  277-8121 

Beltone  Hearing  Aid  Center 
7305  Grapevine  Highway 
Fort  Worth.  Texas  76118 
(817)  485-1051 

Joe  Geraci 

Beltone  Hearing  Aid  Center 
617  South  First 
P O Box  1464 
Lufkin.  Texas  75901 
(713)  634-4383  & 634-4384 

Ann  Head 

Beltone  Hearing  Aid  Service 
109  W Beauregard  - P.O.  Box  1082 
Son  Angelo.  Texas  76901 
(915)  653-5044 

Eldon  Johnson 
Beltone  Hearing  Aid  Service 
315  North  Travis 
Sherman.  Texas  75090 
(214)  892-1597 

Rutus  Jordan 

Beltone  Hearing  Aid  Center 
215  East  Missouri 
El  Paso,  Texas  79901 
(915)  533-229) 


Charles  H.  Knox 
Beltone  Hearing  Aid  Service 
1015  Pennsylvania 
Fort  Worth.  Texas  76104 
(817)  322-6397 

Joe  B Lardizabal 
Beltone  Hearing  Aid  Center 
1421  North  Elm  Street 
Suite  104 

Denton,  Texas  76201 
(817)  387-9574 

Homer  R Mayhall 
Beltone  Hearing  Aid  Service 
127  East  7th  Street 
Austin,  Texas  78701 
(512)  472-1777 

Beltone  Hearing  Aid  Service 
Washington  County  Chamber  o( 
Commerce  Building 
Brenham,  Texas  77833 
(713)  836-3695 

James  M McCrae 
Beltone  Hearing  Aid  Center 
5430  Fredericksburg  Road 
Oak  Hills  Tower  # 1 19 
San  Antonio.  Texas  78229 
(512)  341-1414 

Wes  McKinzey 
Beltone  Hearing  Aid  Service 
402  East  7th  Street 
Odessa,  Texas  7976) 

(915)  332-0519 

Beltone  Hearing  Aid  Service 
104  North  O Street 
Midland.  Texas  79701 
(915)  682-2180 

Beltone  Hearing  Aid  Service 
606  Johnson 
Big  Spring.  Texas  79720 
(9)5)  263-6181 

Carlos  Perez 

Beltone  Hearing  Aid  Center 
905  Judson  Rodd 
Longview,  Texas  75601 
(214)  758-5558 


J Gregory  Platten 
Beltone  Hearing  Aid  Service 
822  South  Beckham  Street 
tylei.  Texas  75701 
(214)  593-8215 

Herb  Schlier 

Beltone  Hearing  Aid  Center 
2215  Kemp  Blvd 
Wichita  Falls,  Texas  76309 
(817)  322-3541 

Kingsbury  Scott 
Beltone  Hearing  Aid  Center 
402  Mam  Street 
P O Box  710 
Kerrville,  Texas  78028 
(512)  257-5855 

Louis  R Thibault 
Beltone  Hearing  Aid  Service 
910  North  Main  Street 
McAllen,  Texas  78501 
(512)  686-6881 

Beltone  Hearing  Aid  Service 
803  South  77  Sunshine  Strip 
Suite  106 

Harlingen.  Texas  78550 
(512)  425-4011 

Hollis  Underwood 
Beltone  Hearing  Aid  Service 
1207  Mam  Street 
Pasadena,  Texas  77506 
(713)  477-4835 

Beltone  Hearing  Aid  Service 
1017  North  Mam  Street 
Baytown,  Texas  77520 
(713)  428-2121 

Kenneth  R Wade 
Beltone  ot  Lubbock 
2815  Avenue  Q 
Lubbock.  Texas  79405 
(806)  747-1675  8i  747-1676 

John  Westmoreland 
Beltone  Hearing  Aid  Service 
1616  Austin  Avenue 
Waco.  Texas  76710 
(817)  754-5485 


WORLD  LEADER  IN  HEARING  AIDS  AND  HE7VTING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 


4201  West  Victoria  Street  • Chicago,  Illinois  60646 


An  American  Company 
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Come  on  in . 
We’re  open 
for  business! 


Professional  Liability  Insuranoe  ooverage  for  Texas  physicians  who  are  members 
of  the  Texas  Medical  Association  becomes  available  through  the  Texas  Medical 
Liability  Trust  on  January  1 , 1979.  The  response  from  the  TMA  membership  to  the 
TMLT  solicitation  has  exceeded  the  $1,500,000  necessary  to  begin  issuance  of 
coverage. 


***TMLT  offers  NON-ASSESSABLE  OCCURRENCE  PROFESSIONAL  LIABILITY 
COVERAGE  in  limits  up  to  $750,000/$1 ,500,000. 


***TMLT  offers  PRIOR  ACTS  COVERAGE  for  physicians  desiring  to  be  insured 
by  TMLT  but  currently  have  insurance  from  a company  which  offers  a 
‘‘claims-made”  policy. 

***TMLT  offers,  through  our  reinsurance  broker,  $1,250,000/31,250,000 
EXCESS  COVERAGE  which  is  available  to  those  physicians  who  purchase 
maximum  limits  of  $750,000/31 ,500,000  from  TMLT. 


WE  ARE  IN  BUSINESS  and  TMLT  congratulates  the  members  of  the  Texas 
Medical  Association  who  have  participated  in  the  program  and  made  it  a reality. 

For  Information  Contact 

“A  health  care  liability  claim  trust 
created  by  the  Texas  Medical  Association” 

TEXAS  MEDICAL  LIABILITY  TRUST 

21 1 East  7th  • Austin,  Texas  78701  • (512)  472-3322 
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This  photograph  is  of  Hotel  Las  Hadas,  half-a-mile  from  the  Villas  del  fulmar. 

This  availability  good  for  the  residents  of  Texas,  Illinois,  New  Mexico  and  all  other  states  where  not  prohibited  by  law. 


'TM  REG.  PENDING 


Casas  overlooking  golf  course  at  Villas  del  Palmar  now  available  for  purchase.  For  more 
information  call  (713)  780-2040  or  write  2630  Fountainview,  Suite  216,  Houston,  Texas  77057. 


PERFORMANCE.  PROVEN 
EFFEaiVENESS  WITHIN  A 
WIDE  SAFETY  MARGIN. 


Wliile  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits- tO' risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients. 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 
is  all  about. 


UBRUM^ 

chlordiazepoxide  HCI/Roche 

THEANXIETY-SPEaFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states.  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended.’ 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extra  pyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEC  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs® 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


CAPITAL  COMMENTS 

Editor's  note:  "Capital  Comments " is  prepared  by  Brown,  Maroney,  Rose, 
Baker  & Barber,  TMA  Legal  Counsel,  and  highlights  current  items  of 
interest  relating  to  health  matters  in  the  US  Congress,  federal  agencies, 
state  legislatures,  and  Texas  administrative  agencies. 


AUSTIN  RURAL  HEALTH  HEARINGS  The  Texas 
Senate  Human  Resources  Subcommittee  on  Rural  Health 
Care  Services  held  a hearing  on  the  impact  of  the  Rural 
Health  Clinic  Services  Act  (PL  95-210)  on  Texas,  Dec  1 
and  2.  TMA  President-Elect,  Mario  E.  Ramirez,  MD  stated 
TMA's  position  with  respect  to  physicians'  assistants  and 
nurse  practitioners  and  other  groups  characterized  as 
physician  extenders.  Dr  Ramirez  said  that  TMA  was  not 
opposed  to  the  establishment  of  certain  rural  health  clinics 
provided  in  PL  95-210  as  an  additional  means  of  providing 
health  care  for  underserved  areas  in  Texas,  and  empha- 
sized the  Association  stand  saying,  "we  insist  that  proper 
medical  supervision  be  mandatory;  by  proper  supervision 
we  mean  that  it  needs  to  be  meaningful  and  that  theoretical 
paper  power  is  not  sufficient:  even  though  the  supervising 
physician  need  not  be  constantly  physically  present ...  he 
or  she  needs  to  be  reasonably  available  at  all  times  to  see 
that  the  acts  are  properly  performed  . . . and  remain  legally 
responsible  for  the  care  of  patients.” 

Ruth  Stewart,  RN,  who  testified  on  behalf  of  the  Texas 
Nurses  Association,  recommended  to  the  legislative  com- 
mittee that  the  Nurse  Practice  Act  be  amended  by  remov- 
ing the  current  prohibitions  against  the  practice  of  medicine 
in  the  act,  so  that  nurses  could  render  “primary  care.”  She 
also  suggested  that  provisions  be  included  in  the  act  grant- 
ing the  Nurses  Examiners  Board  rule-making  authority 
to  govern  the  practice  of  nursing  and  advanced  nurse 
practitioners,  and  that  the  nurse  practitioners  board  be 
given  additional  rule-making  authority.  Her  recommenda- 
tions included  amending  the  act  to  permit  promulgation  of 
specific  permitted  acts  of  advanced  nurse  practitioners 
issued  jointly  between  the  T exas  Nurses  Examiners  Board 
and  the  Board  of  Medical  Examiners;  that  the  Nurses 
Examiners  Board  issue  rules  concerning  the  educational 
training  required  of  advanced  nurse  practitioners,  thus 
restricting  the  practice  of  professional  nursing  to  certain 
persons,  and  establish  guidelines  for  specific  practice  of 
advanced  nurse  practitioners.  Ms  Stewart  recommended 
that  nurses  be  permitted  to  prescribe  certain  drugs  under 
established  protocols  and  that  the  said  list  of  approved 
drugs  be  issued  to  the  pharmacy,  medicine,  and  nursing 
boards. 

AUSTIN  GOVERNOR  BRISCOE  APPOINTMENTS 
Gov  Dolph  Briscoe  has  appointed  the  Honorable  Lyndon 
Olson,  Jr,  to  the  unexpired  term  as  chairman  of  the  state 
Insurance  Board.  This  six-year  term  expires  Jan  31 , 1981. 
Ed  Schmidt,  MD,  of  Pecos  has  been  reappointed  to  the 


State  Rural  Medical  Education  Board  for  a six-year  term. 
Mrs  Billie  Veach  of  Burnet,  Texas  has  been  appointed  to 
replace  Paul  Musslewhite  of  Levelland.  Both  appointments 
expire  Feb  27,  1984.  Statewide  Health  Coordinating 
Council  appointments  include  some  physicians:  Louis  E. 
Gibson,  MD,  Corsicana;  Carmault  B.  Jackson,  MD, 
Houston;  Per  H.  Langsjoen,  MD,  Temple;  John  H.  Selby, 
Sr,  MD,  Lubbock;  and  William  F.  Ross,  MD,  reappointed 
to  replace  L.  S.  Thompson,  Jr,  MD,  Dallas,  who  resigned. 
The  council  appointments  are  two-year  terms  due  to  expire 
Oct  21,  1980. 

AUSTIN  ATTORNEY  GENERAL  OPINION  REQUEST 
Mylie  E.  Durham,  Jr,  MD,  TMA  President,  has  filed  a 
statement  in  response  to  a request  by  the  Attorney  General 
of  Texas  on  Opinion  Request  1985.  This  was  requested 
by  the  Senate  Human  Resources  Committee  and  deals 
with  the  authority  of  a nurse  practitioner  to  perform  ser- 
vices under  indirect  physician  supervision  in  a rural  health 
clinic  or  otherwise.  The  18-page  response  states  that  the 
acts  of  the  type  contemplated  under  the  minimum  require- 
ments of  PL  95-210  would  not  be  permitted  in  Texas  if 
done  by  a person  not  licensed  to  practice  medicine  unless 
under  the  control  and  supervision  of  a physician.  The 
supervision  may  not  require  the  constant  physical  pres- 
ence of  the  supervising  physician  so  long  as  the  physician 
personally  assumes  control  and  supervision  of  what  is  to 
be  done,  remains  reasonably  available  to  see  that  the  acts 
are  properly  performed,  and  that  the  physician  shall  remain 
professionally  and  legally  responsible  for  the  care  and 
treatment  of  his  patients.  Dr  Durham  stated  that  any  re- 
sponse other  than  that  outlined  would,  in  the  opinion  of 
TMA,  not  be  beneficial  to  the  citizens  of  Texas  and  would 
be  a step  toward  second-class  care  for  a segment  of  our 
society  and  subject  to  abuse. 

At  Texas  Medicine  press  time,  Atty  Gen  John  Hill 
released  an  opinion  on  the  questions  submitted  by  the 
Senate  Human  Resources  Committee. 

Preliminary  analysis  of  the  attorney  general’s  opinion 
indicates  the  conclusions  of  the  opinion  are  in  substantial 
agreement  with  TMA’s  position. 

In  a separate  opinion  issued  the  same  day,  Atty  Gen 
Hill  concluded:  (1)  that  a midwife  may  assist  in  a normal 
delivery  of  a child;  (2)  that  if  the  performance  of  an  episiot- 
omy  or  repair  of  a laceration  of  the  birth  canal  by  suturing 
the  wound  following  delivery  of  the  child  is  “incident  to 
normal  childbirth”  a midwife  may  perform  same;  however, 
if  not  “incident  to  normal  delivery”  then  the  midwife  may 
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not  perform  same;  (3)  that  a midwife  may  not  dispense 
or  possess  dangerous  drugs  or  controlled  substances 
unless  an  “agent”  of  a physician  or  hospital;  (4)  that  a mid- 
wife may  not  make  a diagnosis  of  disease  or  obstetrical 
complication;  (5)  that  an  RN  or  certified  nurse  midwife  may 
perform  certain  acts  permitted  by  the  Nurse  Practice  Act 
such  as  observation,  care  and  counsel  of  ill,  injured  or 
infirm,  maintenance  of  health  or  prevention  of  illness  of 
others  and  administration  of  medications  or  treatments  as 
prescribed  by  a licensed  physician  or  dentist;  and  (6)  that 
the  RN  or  certified  nurse  midwife  in  performing  such  ser- 
vices must  do  so  at  the  instruction  or  with  the  supervision 
of  a licensed  physician. 

Additional  information  on  the  attorney  general's  two 
opinions  will  be  included  in  “Medicine  and  the  Law,”  in  an 
upcoming  issue  of  Texas  Medicine. 

AUSTIN  PREFILED  LEGISLATIVE  BILLS  The  Texas 
Legislature  convened  on  Jan  9,  1979.  Under  a procedure 
for  prefiling  of  bills,  the  following  bills  of  interest  to  physi- 
cians were  prefiled:  HB  2 by  Charles  Evans — establish- 
ment of  a substation  of  the  UT  M.D.  Anderson  Hospital  & 
Tumor  Institute;  HB  11  by  Henry  E.  Allee  and  Frank  E. 
Hartung — relating  to  protective  headgear  for  motorcycle 
operators  and  passengers;  HB  12  by  Rep  Allee  relating  to 
a statutory  definition  for  a standard  for  determining  death; 
HB  1 5 by  Lee  F.  Jackson — contracts  covered  by  the  Texas 
General  Arbitration  Act;  HB  36  by  G.  R.  (Bob)  Close — re- 
lating to  protective  headgear  for  persons  riding  motor- 
cycles; HB  65  by  Fred  Head  establishing  a University  of 
Texas  Medical  School  at  Tyler;  HB  66  by  Rep  Head — 
relating  to  eligibility  of  medical  students  for  student  loans; 
HB  67  by  Rep  Head — relating  to  contracts  with  certain 
medical  students  to  engage  in  family  practice  in  rural  and 
underserved  urban  areas;  HJR  8 by  Rep  Head — authoriz- 
ing loans  from  Texas  Opportunity  Plan  Fund  to  students 
attending  certain  medical  schools  located  outside  the  US; 
HB  71  by  Sam  Hudson — relating  to  participation  of  certain 
persons  in  medical  research  projects,  experimental  medi- 
cal treatment,  and  certain  surgical  procedures;  HB  77  by 
Rep  Hudson — creation  of  a school  of  medicine  at  Prairie 
View  A&M  University;  HB  125  by  R.  E.  (Gene)  Green  of 
Houston  relating  to  the  rights  of  living  fetus  removed  from 
body  of  woman  and  protection  of  living  fetus  born  as  a 
result  of  an  abortion;  HB  163  by  Doyle  Willis — establish- 
ment of  a substation  of  University  of  Texas  M.D.  Anderson 
Hospital  & Tumor  Institute;  HB  169  by  Chris  V.  Semos  and 
Gibson  D.  Lewis — compensation  by  certain  medical 


schools  to  graduate  students  who  are  resident  physicians; 
HB  1 72  by  Senfronia  Thompson  of  Houston — the  creation 
of  an  Advisory  Committee  on  Minority  Performance  on 
Professional  Examinations;  SB  8 by  Ray  Farabee — legal 
definition  for  determining  human  death;  SB  29  by  Glenn 
Rothmann — teaching  hospital  for  UT  Medical  School  at 
San  Antonio;  SB  44  by  Chet  Brooks — compensation  by 
certain  medical  schools  to  graduate  students  who  are 
resident  physicians. 

WASHINGTON  ANTI-COMPETITIVE  ACTIVITIES 
FTC  Administrative  Law  Judge  Ernest  G.  Barnes  ruled  in 
favor  of  the  charges  the  commission  brought  three  years 
ago  against  AMA,  the  Connecticut  State  Medical  Society, 
and  the  New  Haven  County  Medical  Association.  The 
FTC  contended  that  the  three  organizations  agreed  to 
prevent  or  hinder  their  physician  members  from  soliciting 
business  by  advertising  or  other  means.  It  also  accused 
the  respondents  of  preventing  their  members  from  engag- 
ing in  competitive  practices  that  included  public  an- 
nouncements of  their  prices  for  specific  treatments  or 
services. 

The  AMA  case  represents  the  first  test  of  the  FTC’s 
jurisdiction  over  private  professional  restraints  on  compe- 
tition. Mr  Barnes'  opinion  is  subject  to  review  by  the  com- 
mission. Its  opinion,  in  turn,  can  be  appealed  to  the 
federal  courts,  and  the  issue  could  well  end  up  before  the 
Supreme  Court.  The  high  court,  in  recent  rulings,  has 
struck  down  restraints  on  lawyers  and  engineers.  How- 
ever, the  decision  on  lawyers  involving  the  Arizona  State 
Bar  Association's  prohibition  against  advertising,  was 
based  upon  the  public’s  First  Amendment  right  to  receive 
fee  information  for  comparison  shopping.  In  addition,  the 
court  held  that  the  bar  organization  was  an  arm  of  the 
state  government.  The  engineers’  case  involved  the 
National  Society  of  Professional  Engineers,  which  like  the 
AMA,  is  a private  organization.  But  the  society’s  bar 
against  competitive  bidding  by  its  members  was  attacked 
as  a violation  of  the  Sherman  Act,  rather  than  the  Federal 
Trade  Commission  Act,  which  the  FTC  is  using  as  the 
basis  for  its  case  against  the  AMA. 

During  the  administrative  trial  of  the  commission’s 
complaint  against  the  three  medical  groups  this  past  fall 
and  winter,  the  FTC  staff  developed  an  extensive  record 
of  instances  in  which  AMA  members  were  discouraged 
from  soliciting  business  or  from  competing  overtly  with 
fellow  practitioners.  The  AMA  sought  to  rebut  the  cases 
presented  and  argued  that  it  doesn’t  control  its  state  and 
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local  affiliates.  Furthermore,  it  contended  that  the  AMA 
policies,  on  which  the  punitive  actions  against  the  indi- 
vidual physicians  allegedly  were  based,  had  been  super- 
seded by  opinions  of  the  AMA  Judicial  Council  issued  last 
year.  For  the  FTC,  however,  the  most  important  question 
was  whether  the  AMA  qualifies  for  exemption  from  the 
Federal  Trade  Commission  Act.  The  law  applies  to  “any 
company  ...  or  association  organized  to  carry  on  busi- 
ness for  its  own  profit  or  that  of  its  members.”  The  AMA 
argued  that  it  basically  is  a scientific  and  educational 
organization  that  benefits  the  general  public,  and  thus  is 
exempt.  If  its  physician  members  benefitted  economically 
from  its  activities,  such  benefits  only  were  incidental  to  its 
main  purposes,  the  AMA  contends.  However,  the  FTC 
staff  apparently  was  persuasive  in  arguing  that  the  prin- 
cipal activity  of  the  AMA  is  to  defend  the  economic  interest 
of  its  members.  As  proof  of  this,  the  staff  cited,  for  exam- 
ple, the  AMA’s  continuing  opposition  to  state  and  federal 
legislation  that  would  require  practicing  physicians  to  sub- 
mit periodically  to  relicensing  examinations  or  to  continu- 
ing medical  education.  The  organization  has  also  lobbied 
against  payment  for  federal  health  benefits  for  health  care 
services  by  clinical  psychologists  and  other  non-physi- 
cians unless  the  patient  was  referred  to  the  non-physician 
by  a physician,  the  staff  further  contended.  In  addition, 
the  AMA  over  the  past  decade,  has  worked  with  the  HEW 
to  assure  that  HEW  directives  provide  adequate  reim- 
bursement of  physicians  under  federal  health  programs. 
The  FTC  staff  called  the  AMA  the  largest  medical  and 
professional  association  in  the  world  with  a membership 
equal  to  about  60%  of  the  more  than  340,000  US  physi- 
cians. In  1976,  the  most  recent  year  cited  by  the  FTC, 
the  organization  had  revenues  of  approximately  $56  mil- 
lion and  assets  of  $47  million. 

Barnes  ruled  the  AMA  conspired,  combined  and  agreed 
to  adopt,  disseminate,  and  enforce  ethical  standards  that 
in  stopping  advertising  erected  a barrier  that  “has  served 
to  deprive  consumers  of  the  free  flow  of  information  about 
the  availability  of  health  care  services.”  He  said  the  ban 
stopped  doctors  from  offering  innovative  forms  of  health 
care  and  stifled  doctors  from  providing  improved  forms  of 
medical  service  to  the  public.  Barnes  said  advertising 
bans  “have  operated  to  restrict  the  dissemination  of  in- 
formation about  the  price,  type,  and  availability  of  medical 
services  including  information  concerning  industrial,  med- 
ical clinics,  preventive  medical  services,  and  pre-paid 
group  practice  plans.  Everything  from  holding  open  house 


to  advertising  in  the  yellow  pages  or  seeking  media  pub- 
licity has  been  denied  doctors  by  the  standards,”  Barnes 
said.  The  result  is,  he  said,  that  the  cost  to  the  public  in 
terms  of  less  expensive  or  even  perhaps  improved  forms 
of  medical  services  is  great.  James  A.  Sammons,  MD, 
the  AMA’s  executive  vice  president  has  called  Barnes  a 
hired  hand  of  the  FTC  and  said  his  decision  implied  the 
medical  profession  could  not  run  its  own  business. 

WASHINGTON  PSRO  OUTLOOK  BETTERED 
HEW’s  latest  evaluation  of  the  Professional  Standards 
Review  Organization  Program  shows  it  reduced  Medicare 
hospital  utilization  in  1977,  in  enough  areas  to  more  than 
pay  for  itself.  Health  care  financing  administrator  Leonard 
Schaeffer's  interpretation  of  the  finding  provided  a marked 
contrast  to  last  year’s  presentation,  when  the  evaluation 
showed  no  overall  ultilization  impact  by  PSROs  and 
threatened  to  scuttle  the  peer  review  effort.  HCFA  offi- 
cials hope  this  year’s  results  will  be  more  persuasive  in  an 
increasingly  cost-conscious  Washington  environment. 

AUSTIN  TEMPORARY  LICENSE  RULING  Rule 
386.05.00.001  has  been  amended  by  the  Board  of  Medi- 
cal Examiners  relating  to  temporary  license  to  read  as 
follows:  A.  Temporary  licenses  may  be  issued  to  recip- 
rocity applicants  who  hold  a valid  license  in  the  United 
States  or  Canada,  and  whose  completed  applications 
have  been  filed  with  the  board  office,  processed,  and 
found  to  be  in  order.  A temporary  license  shall  be  valid 
only  for  a period  not  exceeding  three  months  following  the 
next  regular  meeting  of  the  board.  B.  Educational  Council 
for  FMGs  certified  applicants  for  reciprocity  are  eligible 
for  temporary  license  when  their  completed  applications 
are  in  order  and  have  been  approved  by  the  board’s 
secretary.  C.  The  Texas  State  Board  of  Medical  Exam- 
iners shall,  at  its  discretion,  have  the  authority  to  extend 
the  expiration  date  of  a temporary  license  for  a period  not 
to  exceed  one  year  if  such  extension  of  expiration  date  is, 
in  the  opinion  of  the  board,  in  the  best  interest  of  the  pub- 
lic, as  provided  in  Article  451 1(c),  Revised  Civil  Statutes 
of  Texas. 

WASHINGTON  HEALTH  COST  REPORT  A com- 
prehensive study  on  how  business  and  community  groups 
might  help  hold  down  rising  health  care  costs  has  been 
made  public  by  the  US  Chamber  of  Commerce.  The  study 
was  undertaken  by  a contract  of  the  Chamber  by  Inter- 
study of  Minneapolis.  It  encompasses  five  reports  that 
recommend  a series  of  specific  actions  that  businesses 
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can  undertake.  The  report  goes  into  competition  in  the 
health  care  system,  preventive  health,  health  planning 
regulation,  and  cost  containment. 

TEXAS  SPECIAL  COMMITTEE  ON  HUMAN  SER- 
VICES DELIVERY  SYSTEM  Joaquin  Gonzales 
Cigarroa,  Jr,  MD,  has  been  appointed  to  the  Special  Com- 
mittee on  Human  Services  Delivery  System  to  replace 
Roy  Barrera  of  San  Antonio,  w/ho  resigned. 

NORTH  DAKOTA  NORTH  DAKOTA  ELECTION 
RESULTS  Health  and  business  groups  spent  approxi- 
mately $1  million  to  defeat  a North  Dakota  referendum 
that  would  have  allowed  the  state  to  set  limits  on  health 
care  costs.  According  to  a representative  of  the  state 
insurance  office,  which  was  the  main  proponent  of  the 
measure,  the  $150,000  spent  by  the  principal  anti-refer- 
endum committee  was  supplemented  with  money  raised 
by  numerous  local  groups  and  by  hundreds  of  $250  con- 
tributions from  members  of  medical  and  dental  associa- 
tions. The  proposal  was  defeated  by  a three-to-one 
margin. 

FLORIDA  CONSPIRACY  AGAINST  LOCAL  HEALTH 
PLAN  The  Justice  Department  charged  a Florida  medi- 
cal society  and  a hospital  with  conspiring  to  hinder  the 
operation  of  an  HMO.  The  department  suit  alleges  re- 
straint of  trade  provisions  of  the  Sherman  Anti-Trust  Law. 
The  Justice  Department  officials  allege  that  the  defen- 
dants set  up  a committee  to  discourage  doctors,  who 
were  considering  moving  into  the  area,  from  affiliating 
with  the  HMO.  The  complaint  also  charges  that  some 
physicians  friendly  to  the  HMO  were  denied  staff  appoint- 
ments at  the  hospital.  The  Justice  Department  suit  says 
the  county  medical  society  passed  and  distributed  the 
resolution  opposing  the  group  health  plan.  Representa- 
tives of  both  the  doctors  and  the  hospital  are  denying 
the  charges,  which  are  the  latest  in  a series  of  challenges 
directed  to  professional  societies.  The  suit  seeks  an  in- 
junction to  stop  anti-HMO  activities.  The  hospital  and 
medical  society  are  in  the  Daytona  Beach  area. 


CURRENT  NATIONAL  MEETINGS 

DISTRICT  I MEDICAL  SOCIETY,  TEXAS  MEDICAL 
ASSOCIATION.  “Medical  Update-1979”  will  be  the  sub- 
ject of  the  Saturday,  Feb  3,  1979,  annual  meeting  of  the 
District  I Medical  Society.  The  meeting,  presented  by 
members  of  the  El  Paso  County  Medical  Society  in  con- 
junction with  the  District  I Medical  Society,  will  be  held  at 
the  Kokernot  Lodge  in  Alpine,  Tex.  Registration  begins  at 
8 am  with  the  program  beginning  at  9 am.  Mylie  E. 
Durham,  Jr,  MD,  president  of  the  Texas  Medical  Associa- 
tion, will  speak  at  the  noon  luncheon  on  “Texas  Medicine- 
1979.”  A program  of  activities  has  been  planned  for 
wives  in  attendance.  A registration  fee  of  $25  includes  the 
luncheon  for  one  person.  The  program  has  been  ap- 
proved for  7 elective  hours  by  the  American  Academy  of 
Family  Physicians.  Contact:  Laurance  N.  Nickey,  MD, 
1515  North  Oregon,  El  Paso,  TX  79902. 

AMERICAN  SOCIETY  OF  LAW  & MEDICINE.  The  Amer- 
ican Society  of  Law  & Medicine  and  the  Northwest  Insti- 
tute of  Ethics  and  the  Life  Sciences  will  co-sponsor  a two- 
and-a-half  day  International  Conference  on  Controversies 
in  Law,  Medicine,  & Health  Care  on  Feb  22-24,  1979,  at 
the  Hotel  Vancouver  in  Vancouver,  British  Columbia, 
Canada.  Members  of  the  legal,  medical,  and  health  care 
professions  from  Canada  and  the  United  States  will  par- 
ticipate in  the  Conference,  as  will  representatives  from 
both  the  Canadian  and  United  States  governments.  The 
conference  will  provide  an  opportunity  for  physicians, 
attorneys  engaged  in  health  law,  nurses,  health  care 
management  executives,  medical  records  personnel, 
governmental  representatives,  and  others  to  discuss  a 
variety  of  medicolegal  issues  currently  affecting  health 
care  in  both  Canada  and  the  United  States.  Gilbert  S. 
Omenn,  MD,  PhD,  Assistant  Director,  Office  of  Science  & 
Technology,  The  White  House,  is  expected  to  deliver  the 
keynote  address.  Contact:  ASLM,  Controversies  in  Law, 
Medicine,  & Health  Care,  454  Brookline  Ave,  Boston, 

MA  02215. 

CALENDAR  OF  MEETINGS 

■ Denotes  Texas  Meetings 
FEBRUARY 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SURGEONS,  San  Francis- 
co, Feb  22-27,  1979.  Charles  Heck,  MD,  444  N Michigan  Ave,  Chicago, 
IL  60611. 


TEXAS  MEDICINE 


AMERICAN  CLEFT  PALATE  ASSOCIATION.  San  Diego,  Feb  25-Mar 
1.  1979.  Flora  P Berk.  331  Salk  Flail.  University  of  Pittsburgh.  Pitts- 
burgh. PA  15261. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS.  Inti  Conference  on 
Occupational  Lung  Disease.  San  Francisco.  Feb  27-Mar  2,  1979.  Dale 
Brady.  Director  of  Education.  91 1 Busse  Highway.  Park  Ridge.  IL  60068. 

AMERICAN  GROUP  PSYCHOTHERAPY  ASSOCIATION.  New  York. 
Feb  15-19.  1979.  Ms  MS  Block.  1995  Broadway.  14  Floor.  New 
York.  NY  10023. 

AMERICAN  HOSPITAL  ASSOCIATION.  Washington,  DC,  Feb  4-7, 
1979.  J Alexander  McMahon,  840  N Lake  Shore,  Chicago,  IL  60601 . 

AMERICAN  SOCIETY  OF  LAW  & MEDICINE.  Vancouver,  British 
Columbia,  Canada,  Feb  22-24.  1979,  454  Brookline  Ave,  Boston,  MA 
02215. 

• DISTRICT  1 MEDICAL  SOCIETY,  Alpine,  Tex,  Feb  3,  1979.  George 
Hochrein,  1301  Montana,  El  Paso.  TX  79902. 

FEDERATION  OF  WESTERN  SOCIETIES  OF  NEUROLOGICAL  SCI- 
ENCES, Scottsdale,  Ariz,  Feb  22-25,  1979.  Larry  Stern,  Univ  of  Ariz, 
Dept  of  Neurology,  Tucson,  AZ  85721 . 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS,  Albuquerque, 
NM,  Feb  21-23.  1979.  Marti  Ginest,  Box  4679.  Austin,  TX  78765. 

MARCH 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  San  Antonio,  Mar  22-24, 
1979.  Robert  Frazier,  1801  Hinman,  Evanston,  IL  60204. 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  Miami  Beach,  Fla,  Mar 
1 1-15,  1979.  William  D.  Nelligan,  91 1 1 Old  Georgetown  Road, 
Bethesda,  MD  20014. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  San  Francisco,  Mar  26, 

1979,  Robert  Moser,  4200  Pine  Street,  Philadelphia,  PA  19104. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  18th  National  Conference 
on  the  Detection  and  Treatment  of  Breast  Cancer,  Atlanta,  Mar  5-8, 
1979.  6900  Wisconsin  Ave,  Chevy  Chase,  MD  20015. 

AMERICAN  DIABETES  ASSOCIATION,  COLORADO  AFFILIATE, 

INC.,  16th  Annual  Colorado  Diabetes  Institute,  Aspen,  Colo,  Mar 
11-15,  1979.  Arnold  R Schwanke,  1045  Acoma  St.  Denver,  CO  80204. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Toronto,  Canada.  Mar 
26-30,  1979.  James  Martin,  MD,  Bowman  Gray  School  of  Medicine,  300 
South  Hawthorne  Road,  Winston-Salem,  NC  27103, 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS,  Tampa.  Fla, 

Mar  17-21.  1979.  Blaise  Alfano,  MD,  675  Main  Street,  Melrose,  MA 
02176. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOLOGY  AND 
THERAPEUTICS,  Kansas  City.  Mo,  Mar  21-23,  1979.  Elaine  Galasso, 
1718  Gallagher  Road,  Norristown.  PA  19401. 

COLLEGE  OF  AMERICAN  PATHOLOGISTS,  New  Orleans,  Mar 
22-29,  1979.  Howard  Cartwright,  7400  N Skokie  Blvd,  Skokie,  IL  60076. 

FEDERATION  OF  AMERICAN  HOSPITALS,  Atlanta,  Mar  28-  31, 

1979.  Porter  Briggs,  Box  2451,  Little  Rock,  AR  72203. 

■ INTERNATIONAL  ACADEMY  OF  PREVENTIVE  MEDICINE,  Dallas, 
Mar  8-1 1 , 1 979.  Joseph  A Nowell,  1 0409  Town  & Country  Way,  Suite 
200,  Houston,  TX  77024. 

NATIONAL  COUNCIL  OF  THE  AGING,  Cincinnati.  Mar  25-28,  1979. 
Barbara  Freda,  1828  L Street,  NW,  Washington,  DC  20036. 

NATIONAL  HEALTH  COUNCIL.  Washington,  DC,  Mar  14-16,  1979. 
Edward  Van  Ness,  1740  Broadway,  New  York,  NY  10019. 


■ SOCIETY  OF  AIR  FORCE  PHYSICIANS,  San  Antonio,  Mar  10-14, 
1979.  Douglas  W Jenkins,  Lt  Col,  USAF,  MC.  Scientific  Program  Chmn, 
Wilford  Hall  USAF  Medical  Center  (SGHMP),  Lackland  AFB,  TX  78236. 

■ SOCIETY  OF  NUCLEAR  MEDICINE.  SOUTHWEST  CHAPTER,  San 
Antonio,  Mar  16-18,  1979.  Stanton  E Shuler.  MD.  Nuclear  Medicine, 
Ochsner  Foundation  Hospital,  New  Orleans.  LA  70121. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & GYNECOLOGISTS, 
San  Antonio,  Mar  8-10,  1979.  Iris  Wenzel.  1905  N Lamar  Blvd,  Austin, 
TX  78705. 

APRIL 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Chicago,  Apr  23-28,  1979. 
Stanley  A Nelson,  4015  W 65th  St,  Suite  302A.  Minneapolis,  MN  55435. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Miami,  Apr  2-5,  1979. 
John  E Pauly,  MD.  University  of  Arkansas  for  Medical  Sciences,  4301  W 
Markham  St,  Little  Rock,  AR  72201. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SURGERY,  Boston, 

Apr  30-May  2,  1979.  Wm  T Maloney.  6 Beacon  St,  Suite  620,  Boston, 
MA  02108. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLO- 
GISTS, New  York,  Apr  1-5,  1979.  Warren  H Pearse,  MD,  One  E 
Wacker,  #2700,  Chicago,  IL  60601. 

AMERICAN  GERIATRICS  SOCIETY,  INC,  Washington,  DC,  Apr 
23-24,  1979.  Kathryn  Henderson,  10  Columbus  Circle,  Suite  1470, 

New  York.  NY  10019. 

AMERICAN  LARYNGOLOGICAL.  RHINOLOGICAL  AND  OTOLOGI- 
CAL  SOCIETY,  INC,  Los  Angeles,  Apr  3-5,  1979.  Ann  R Holm,  2954 
Dorman  Road,  Broomall,  PA  19008. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlanta,  Apr  30-May  4,  1979. 

David  Goldring,  St  Louis  Children's  Hospital,  500  S Kingshighway, 

St.  Louis,  MO  63110. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE.  New  Orleans.  Apr 
26-29,  1979.  William  R Ramsey,  2550  M Street,  NW,  Suite  620, 
Washington,  DC  20037. 

GEORGIA  LUNG  ASSOCIATION,  Savannah,  Ga.  Apr  26-28,  1979. 

Flay  W Sellers,  1383  Spring  St.  NW,  Atlanta,  GA  30309. 

■ HOUSTON  SOCIETY  OF  CLINICAL  PATHOLOGISTS,  Houston,  Apr 
21,  1979.  Mrs  Luna,  Dept  of  Pathology,  Baylor  College  of  Medicine, 
1200  Moursund,  Houston,  TX  77030. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  Monte  Carlo,  Paris, 
Tours,  France,  Apr  26-May  10,  1979.  Alfred  J Cantor,  MD,  Box  L,  Great 
Neck,  LI,  NY  11023. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY,  New  Orleans,  Apr 
21-May  1.  1979.  1430  Tulane  Ave,  Room  1538,  Tulane  Medical  Center, 
New  Orleans,  LA  7011 2. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Las  Vegas,  Apr  23-26, 
1979.  Jack  A Barney,  MD,  708  Physicians  & Surgeons  Bldg,  Oklahoma 
City,  OK  73103. 
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TEXAS  MEDICAL  ASSOCIATION 

gypt/Greek  Isles 
Adventure 


A Two  Week  Luxury  Holiday  to 

The  Land  of  the  Pharaohs  and  Cruising  the 

Seas  of  Ulysses 

Via  Chartered  World  Airways  Jet 

Departing  Dallas-Fort  Worth  and  Houston 
on  April  7 and  returning  April  21, 1979 

Egypt  and  The  Greek  Isles  . . . two  of  the  world’s  most  sought 
after  and  rewarding  travel  destinations  now  for  the  first  time 
have  been  combined  into  one  great,  deluxe  trip. 

Visit  the  Sphinx  and  the  Pyramids.  See  the  Temple  of  Karnak 
at  Luxor.  Relax  on  a luxury  cruise  among  the  white-washed 
villages  of  Santorini,  Hydra,  Rhodes  and  Mykonos. 

Don’t  miss  the  most  exciting  trip  of  this  or  any  other  year. 
From  only  *1698 


Send  to;  Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 . 

Enclosed  ismycheckfor$ ($200  per  person)  as  deposit 

Names 

Address 

City  State  Zip 

Area  Code  Phone 

Space  Strictly  Limited— Make  Reservations  Now 

A Non-Regimented  Deluxe  Adventure 
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Twin  Engineering  Devices^ 
to  Reduce  Massive  Lymphedema, 
and  Maintain  the  Reduction. 


Massive  and  obstinate  lymphedema  of 
the  limbs  may  be  reduced  through  use 
of  the  Jobst  Extremity  Pumps  (Inter- 
mittent Compression)  (photo  1).  Its 
controlled  pneumatic  massage  gently 
removes  edema  fluid  from  congested 
areas. 

Jobst  Extremity  Pumps  are  available  in 
hospital,  clinical,  and  home  models 
(shown),  the  latter  being  available  on 
rental.  All  units  have  controls  to  vary 


both  pressure  and  time  cycles. 

When  the  desired  reduction  is 
attained,  it  can  be  maintained  with  a 
Jobst  Venous  Pressure  Gradient® 
Support.  These  supports  are  custom- 
made  to  your  prescription  and  the 
patient's  individual  measurements 
(photo  2).  You  may  prescribe  exact 
counterpressures.  "In-Patient"  orders 
will  be  given  special  attention. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


ip®  JOBST  SERVICE  CENTER 

DALLAS:  The  Medical  Center  Building,  3101  Gaston  Avenue,  Suite  304,  Dallas,  Texas  75246;  214  824-4110 
HOUSTON:  Medical  Towers,  Main  & Fannin  at  Dryden,  Suite  1709,  Houston,  Texas  77030;  713  797-0010 
SAN  ANTONIO:  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229;  512  691-1031 


Volume  75  February  1979 


JS|ML 

U /Jj 

^•,  ' w 

Texas  doctors 
have  made  ICA 
the  fastest  growing 
writer  of  medical 
malpractice  insurance.  * 


Bob  Hallmark 


IS  one  good 

Bob  Hallmark,  J.D.,  claims  manager.  One  of  the 
people  who  makes  an  ICA  policy  your  best 
defense  against  a medical  malpractice  claim. 

As  a licensed  attorney,  Bob  is  a rare  find  in 
the  world  of  professional  liability  insurance. 

Each  day  he  puts  his  twelve  years  experience  — 
four  of  them  as  head  of  a professional  liability 
division  of  one  of  America’s  largest  insurance 
companies  — to  work  for  his  clients. 

At  some  companies,  malpractice  claims 
against  physicians  are  actually  handled  by  the 
same  people  who  handle  auto  liability  claims  — 
people  who  may  not  know  a pair  of  forceps  from 
a fender.  At  ICA,  handling  professional  liability 
claims  is  all  Bob  Hallmark  does.  When  one  of  his 
clients  is  threatened  with  a malpractice  claim,  he 
works  with  teams  of  the  finest  malpractice 
lawyers  in  Texas  in  their  defense.  He  also 
coordinates  these  efforts  with  those  outstanding 
physicians  who  serve  as  consultants  to  ICA. 

Bob  Hallmark  is  one  reason  ICA  is  now  the 
nation’s  fastest  growing  writer  of  medical  mal- 


reason  why. 

practice  insurance,  according  to  Best’s  Review, 
the  leading  insurance  industry  trade  publication. 

Another  reason  is  ICA ’s  tough  stance 
against  unjustified  malpractice  claims.  At  ICA, 
we  absolutely  refuse  to  make  malpractice  actions 
even  more  popular  by  settling  a frivolous  claim. 

We  guarantee  that  protection  from  ICA  means 
you  will  be  defended  from  any  frivolous  claim  to 
the  fullest  extent,  regardless  of  the  threat  or  cost 
of  litigation. 

Our  record  and  the  people  who  make  it 
happen  — people  like  Bob  Hallmark  — make  an 
ICA  policy  the  best  protection  you  can  give  your 
practice  and  your  reputation. 

With  something  so  important  at  stake,  is  there 
any  reason  in  the  world  to  settle  for  less?  If  you’re 
not  already  with  ICA,  the  time  to  act  is  now  — 
just  fill  in  and  mail  the  attached  postage-paid  card. 


*According  to  Best’s  Review,  the  nation’s  leading  insurance 
trade  publication. 


Insurance  Corporahon  Of  America,  2205  Montrose,  Houston,  Texas  77006  (713)  5264863 
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CONTINUING  EDUCATION  COURSES 


FEBRUARY 


Allergy 


Title  Clinical  Allergy  Techniques  for  the 
Otolaryngologist 

Sponsors  Baylor  University  Medical  Center, 
Dallas 

Location  of  course,  Sheraton-Dallas  Hotel, 
Southland  Center,  Dallas 

Date  Feb  5-9,  1979 

Duration:  Continuous:  5 days:  Monday- 
Friday:  9am-5pm 

Fee:  $200 

Designed  for:  General  practitioners; 
Specialists  in  Allergy 

Credit:  AAFP,  Prescribed,  Category  1,  AMA 
Physician's  Recognition  Award,  33  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact  Carolyn  Saunders,  PhD,  Asst  to 
Dean.  Baylor  University  Medical  Center,  3500 
Gaston  Ave,  Dallas,  TX  75246 


Anesthesiology 


Title:  Neuromuscular  Block  Past,  Present  and 
Future 

Sponsors:  Baylor  University  Medical  Center, 
Dallas 

Location  of  course:  Beasley  Auditorium, 
Baylor  University  Medical  Center,  3500  Gas- 
ton Ave.  Dallas 

Date:  Feb  24.  1979 

Duration:  Continuous:  1 day;  Saturday: 
10am-4pm;  4 total  course  hours 

Fee:  None 

Designed  for:  Specialists  in  Anesthesiology 

Enrollment:  Minimum,  30:  Maximum,  100 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  6 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Carolyn  Saunders.  PhD,  Asst  to 
Dean,  Baylor  University  Medical  Center,  3500 
Gaston  Ave,  Dallas,  TX  75246 


Arthritis  & Rheumatism 


Title:  Arthritis:  What's  New  in  Management? 

Sponsors:  Rheumatic  Diseases  Unit,  Depart- 
ment of  Internal  Medicine,  UT  Health  Science 
Center  at  Dallas:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 


Location  of  course:  Pans 
Date  Feb  24,  1979 

Duration:  Continuous:  1 day;  Saturday; 
8am-4pm;  6 total  course  hours 

Fee:  $10 

Designed  for:  General  practitioners; 
Specialists  in  Internal  Medicine,  Family 
Medicine.  Orthopedic  Surgery 

Credit;  AAFP,  Prescribed:  Category  1,  AMA 
Physician's  Recognition  Award:  6 hours 

Teaching  methods:  /^udiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  George  J Race,  MD.  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dal- 
las. TX  75235 


Basic  Sciences:  Microbiology  & 
Immunology 


Title:  A Review  of  Clinical  Microbiology/A  Re- 
view of  Clinical  Hematology 

Sponsors  Baylor  University  Medical  Center 

Location  of  course:  Baylor  University  Medical 
Center,  Dallas 

Date  Feb  18-25,  1979 

Duration;  Continuous;  Hematology,  3 days, 
7,30am-5:30pm;  Microbiology,  5 days, 
7:30am-5:30pm 

Fee  Hematology,  $150,  residents,  $100;  Mi- 
crobiology, $185,  residents  $125 

Designed  for;  General  practitioners: 
Specialists  in  Pathology:  physicians  prepar- 
ing for  Board  examinations 

Credit,  Category  1 , AMA  Physician's  Recogni- 
tion Award:  Microbiology,  39  hours;  Hematol- 
ogy, 25  hours 

Teaching  methods:  Lecture,  review  sessions, 
written  self-assessment  questions,  take- 
home  microfiche  with  questions,  discussion 
and  critique 

Contact:  Carolyn  Saunders,  PhD.  A,  Webb 
Roberts  Center  for  Continuing  Education, 
3500  Gaston  Avenue,  Dallas  75246 
214/820-2317 


Title,  Basic  Immunology  for  the  Clinician 

Sponsors:  UT  Health  Science  Center  at  Dal- 
las; A,  Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

Location  of  course:  UT  Health  Science  Center 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas 

Date:  Feb  28-March  3.  1979 

Duration:  Continuous:  4 days;  Wedneday- 
Saturday;  24  total  course  hours 

Designed  for:  General  practitioners; 
Specialists 


Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award:  24  hours 

Teaching  methods.  Audiovisual  material,  lec- 
ture. open  question,  panel 

Contact:  George  J.  Race,  MD.  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas.  5323  Harry  Hines  Blvd,  Dal- 
las. TX  75235 


Cardiovascular  Disease 


Title  Coronary  Disease,  Exercise  Testing, 
and  Cardiac  Rehabilitation 

Sponsors:  International  Medical  Education 
Corporation,  Colorado 

Location  of  course.  La  Mansion  del  Norte.  San 
Antonio 

Date:  Feb  9-11,  1979 

Duration:  Continuous;  272  days;  Friday- 
Sunday 

Fee:  $202,  physicians;  $102,  technicians  and 
nurses 

Designed  for:  General  practitioners: 
Specialists  in  Cardiology;  other  allied  health 
personnel  who  treat  patients  with  cardio- 
vascular disease 

Enrollment  Minimum,  30;  Maximum,  60 

Credit.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  13  hours 

Contact:  Division  of  Postgraduate  and  Con- 
tinuing Medical  Education,  International 
Medical  Education  Corporation,  64  Inverness 
Drive  East,  Englewood,  CO  801 12  800/ 
525-8646  ext  236 


Family  Medicine 


Title:  Medical  Update — 1979 

Sponsors:  District  I Medical  Society,  Texas 
Medical  Association:  Texas  Academy  of 
Family  Physicians,  Permian  Basin  Chapter; 
and  El  Paso  County  Medical  Society,  TMA 

Location  of  course:  Ramada  Inn,  Alpine 

Date:  Feb  3,  1979 

Duration:  Continuous:  1 day:  Saturday; 
8am-5pm;  6 total  course  hours 

Fee:  $25 

Designed  for:  General  practitioners. 
Specialists  in  Family  Medicine 

Credit:  AAFP,  Elective;  7 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  seminar 

Contact:  Laurance  N Nickey,  MD,  1515  N 
Oregon  St,  El  Paso,  TX  79902 


TEXAS  MEDICINE 


Title:  Family  Practice  Review 

Sponsors:  Department  of  Continuing  Medical 
Education.  Department  of  Medicine,  UT  Med- 
ical Branch,  Galveston 

Location  of  course:  Galvez  Hotel,  21st  at 
Seawall  Blvd,  Galveston 

Date:  Feb  4-10,  1979 

Duration:  Continuous;  7 days;  Sunday- 
Saturday;  48  total  course  hours 

Fee:  $300 

Designed  for:  General  practitioners. 
Specialists  in  Family  Medicine,  Internal 
Medicine 

Enrollment:  Maximum,  300 

Credit:  AAFP.  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award.  48  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  Ms  Sue  Moreno,  Continuing  Medical 
Education.  2nd  Floor  Gail  Borden  Bldg,  UT 
Medical  Branch,  Galveston,  TX  77550 


Title:  Hypertension 

Sponsors:  Department  of  Continuing  Medical 
Education,  Department  of  Internal  Medicine. 
UT  Medical  Branch,  Galveston 

Location  of  course:  Holiday  Inn,  600  Strand, 
Galveston 

Date:  Feb  23-24.  1979 

Duration:  Continuous;  2 days;  Thursday- 
Friday;  20  total  course  hours 

Fee;  $140 

Designed  for;  General  practitioners; 
Specialists  in  Family  Medicine,  Internal 
Medicine 

Enrollment:  Maximum.  130 

Credit:  AAFP,  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award;  20  hours 

Teaching  methods:  Lecture,  open  question, 
panel,  seminar 

Contact:  Ms  Sue  Moreno,  Continuing  Medical 
Education,  2nd  Floor  Gail  Borden  Bldg,  UT 
Medical  Branch.  Galveston,  TX  77550 


Title:  Annual  Alcoholism  Conference 

Sponsors:  Texas  Tech  University  School  of 
Medicine;  Baylor  College  of  Medicine  Career 
Teacher  Training  Center 


Location  of  course:  Auditorium.  Regional 
Academic  Health  Center.  4800  Alberta.  El 
Paso 

Date:  Feb  23-24,  1979 

Duration:  Continuous;  2 days;  Friday-Satur- 
day;  13  total  course  hours 

Fee;  To  be  announced 

Designed  for:  General  practitioners; 
Specialists  in  Internal  Medicine,  Psychiatry. 
Public  Health  & Preventive  Medicine 

Credit:  AAFP.  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award;  CEARP, 
CEU's  with  Texas  Association  of  Alcoholism 
Counselors;  13  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  seminar 


Contact  James  N Burkeholder,  MD.  As- 
sociate Dean,  or  Rita  Chrane.  Educational 
Program  Assistant,  Continuing  Education, 
Texas  Tech  University  School  of  Medicine. 
Lubbock,  TX  79430 


Internal  Medicine 


Title:  Disturbances  in  Control  of  Electrolyfe 
and  Acid  Base  Balance  (10th  Annual  Ameri- 
can Heart  Association  Postgraduate  Neph- 
rology Seminar) 

Sponsors:  Department  of  Internal  Medicine, 
UT  Health  Science  Center  at  Dallas;  American 
Heart  Association 

Location  of  course  UT  Health  Science  Center 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas 

Date:  Feb  19-20,  1979 

Duration:  Continuous:  2 days:  Monday- 
Tuesday 

Designed  for  Specialists 

Enrollment:  Maximum.  275 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award 

Teaching  methods  Audiovisual  material, 
open  question,  seminar 

Contact:  George  J.  Race.  MD,  Assoc  Dean  tor 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas.  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


Malignant  Disease 


Title  Radiation  Biology  in  Cancer 

Sponsors:  UT  System  Cancer  Center,  M.  D 
Anderson  Hospital  and  Tumor  Institute,  Hous- 
ton 

Location  of  course.  Shamrock  Hilton  Hotel. 
Houston 

Date:  Feb  28-March  3.  1979 

Duration:  Continuous:  4 days;  8 hours  instruc- 
tion per  day;  Wednesday-Saturday;  21  total 
course  hours 

Designed  for:  General  practitioners; 
Specialists 

Credit:  Category  1 . AMA  Physician's  Recogni- 
tion Award;  21  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  George  Blumenschein,  MD,  Assoc 
Dir  for  Education.  6723  Bertner,  Houston,  TX 
77030 


Obstetrics  & Gynecology 


Title:  Obstetrics/Gynecology  Conference 

Sponsors:  Texas  Tech  University  School  of 
Medicine,  Lubbock 

Location  of  course:  To  be  announced 

Date:  Feb  3,  1979 

Duration,  Continuous;  1 day;  Saturday 

Fee:  $20  physicians;  $10  non-physicians 

Designed  for:  Specialists  in  Obstetrics  and 
Gynecology 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  ACOG, 
Cognates;  CEARP;  6 hours 


Teaching  methods:  Audiovisual  material,  lec- 
ture, seminar 

Contact:  James  N Burkeholder,  MD,  As- 
sociate Dean,  or  Rita  Chrane,  Educational 
Program  Assistant,  Continuing  Education. 
Texas  Tech  University  School  of  Medicine. 
Lubbock.  TX  79430  . 


Orthopedic  Surgery 


Title:  Musculoskeletal  Disease  in  the  Primary 
Care  Office 

Sponsors,  Department  of  Orthopedic 
Surgery.  UT  Health  Science  Center  at  Dallas, 
A.  Webb  Roberts  Center  for  Continuing  Edu- 
cation, Dallas 

Location  of  course:  UT  Health  Science  Center 
at  Dallas.  5323  Harry  Hines  Blvd.  Dallas 

Date,  Feb  2-3,  1979 

Duration:  Continuous;  2 days;  Friday- 
Saturday;  8am-5pm 

Designed  for:  General  practitioners; 
Specialists  in  Internal  Medicine.  Family 
Medicine 

Enrollment:  Maximum.  275 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award 

Teaching  methods:  Audiovisual  materials, 
laboratory  work,  lecture,  open  question, 
seminar 

Contact.  George  J Race,  MD.  Assoc  Dean  for 
Continuing  Education.  UT  Health  Science 
Center  at  Dallas.  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


Otolaryngology 


Title:  Electronystagmography  Short  Courses 
for  Physicians,  Audiologists  and  Technicians 

Sponsors:  The  Methodist  Hospital.  Houston, 
Institute  of  Otorhinolaryngology  and  Com- 
municative Disorders 

Location  of  course.  Shamrock  Hilton  Hotel, 
Houston 

Date.  Feb  24-26,  1979 

Duration  Continuous:  3 days:  Saturday- 
Monday;  8am-5pm;  25  total  course  hours 

Fee:  $325 

Designed  for  Specialists  in  Otolaryngology. 
Neurology 

Enrollment:  Minimum,  30:  Maximum,  100 

Credit:  Category  2.  AMA  Physician's  Recogni- 
tion Award:  25  hours 

Teaching  methods:  Audiovisual  materials, 
enrollee  performs  procedure,  lecture,  open 
question 

Contact:  Alfred  C.  Coats.  MD,  Baylor  College 
of  Medicine.  1200  Moursund  Ave,  Houston, 

TX  77030 


Pediatrics 


Title:  Pediatric  Postgraduate  Symposium:  In- 
fectious Diseases 

Sponsors:  Baylor  College  of  Medicine.  Hous- 
ton 

Location  of  course:  Marriott  Motor  Hotel,  2100 
S Braeswood,  Houston 
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Date-  Feb  15-16,  1979 

Duration  Continuous;  2 days:  Thursday- 
Friday.  1 3 total  course  hours 

Fee:  $125 

Designed  for  General  practitioners; 
Specialists  in  Pediatrics 

Credit;  AAFP,  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award:  13  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Fred  M,  Taylor,  MD.  Director.  Office 
of  Continuing  Education.  Baylor  College  of 
Medicine.  Texas  Medical  Center.  Houston. 
TX  77030 


Title  Pediatric  Diabetes  Management 
Seminar 

Sponsors:  Methodist  Hospitals  of  Dallas: 

A Webb  Roberts  Center  for  Continuing 
Education:  Dallas 

Location  of  course:  Weiss  Auditorium, 
Methodist  Hospitals  of  Dallas 

Date:  Feb  19-20.  1979 

Duration:  Continuous:  2 days:  Monday- 
Tuesday 

Fee:  $145,  physicians:  $100,  residents  and 
nurse  educators 

Designed  for:  Specialists  in  Pediatrics, 
Family  Practice:  and  nurse  educators 

Credit;  Category  1,  AMA  Physician's  Recog- 
nition Award;  1 1 hours 

Contact:  La  Nelle  Chancellor.  A Webb 
Roberts  Center  for  Continuing  Education, 
3500  Gaston  Ave,  Dallas.  TX  75235 
214/820-2317, 


Physical  Medicine  & Rehabilitation 


Title:  Exercise  Therapy  for  the  Cardiac  Patient 

Sponsors:  Baylor  College  of  Medicine,  Hous- 
ton 

Location  of  course  Marriott  Motor  Hotel, 
2100  S Braeswood,  Houston 

Date:  Feb  9-10,  1979 

Duration:  Continuous:  2 days:  Friday- 
Saturday:  1 1 total  course  hours 

Fee : $ 1 00 

Designed  tor:  General  practitioners: 
Specialists  in  Physical  Medicine  & Rehabilita- 
tion, Internal  Medicine 

Credit  AAFP,  Prescribed:  Category  1,  AMA 
Physician's  Recognition  Award;  11  hours 

Teaching  methods:  Clinical  conference, 
enrollee  performs  procedure,  lecture,  open 


question,  panel,  live  clinic 

Contact:  Fred  M.  Taylor,  MD,  Director,  Office 
of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston, 
TX  77030 


Title:  The  Second  Lewis  A.  Leavitt.  MD. 
Memorial  Lectureship 

Sponsors:  Department  of  Physical  Medicine, 
Baylor  College  of  Medicine,  Houston 

Location  of  course:  Auditorium.  Texas  Chil- 
dren's Hospital.  6621  Fannin,  Houston 

Date;  Feb  16.  1979 

Duration:  Continuous:  1 day:  8am-5pm:  6V2 
total  course  hours 

Fee:  None 

Designed  for:  Specialists  in  Physical 
Medicine  & Rehabilitation 

Enrollment  Minimum,  30:  Maximum,  125 

Credit:  Category  1 . AMA  Physician's  Recogni- 
tion Award:  6V2  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  patient  demonstration,  seminar 

Contact  Fred  M.  Taylor,  MD,  Director,  Office 
of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston, 

TX  77030 


Radiology  & Radioisotopes 


Title:  Basic  Radiological  Health 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio 

Location  of  course;  LIT  Health  Science  Center 
at  San  Antonio,  7703  Floyd  Curl  Dr.  San  An- 
tonio 

Date:  Feb  12-16,  1979 

Duration.  Continuous:  Monday-Friday.  5 
days:  40  total  course  hours 

Fee:  $300 

Designed  for:  Specialists;  Health  Physicists: 
Radiation  Safety  Officers;  Medical  Physicists: 
Radiology  Technicians 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question 

Contact:  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr.  San  Antonio,  TX 
78284 


Title;  Fourth  Annual  General  Diagnostic 
Radiology  Seminar 

Sponsors:  Department  of  Radiology,  LIT 
Health  Science  Center  at  Dallas:  A.  Webb 
Roberts  Center  for  Continuing  Education,  Dal- 
las 


Location  of  course:  Fairmont  Hotel,  Ross  & 
Akard,  Dallas 

Date:  Feb  15-17,  1979 

Duration:  Continuous;  2V'2  days;  Thursday- 
Saturday:  19  total  course  hours 

Designed  for.  Specialists  in  Radiology 

Credit  Category  1 . AMA  Physician's  Recogni- 
tion Award.  1 9 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact  George  J,  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas.  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


MARCH 


Adolescent’s  Medical  Care 


Title:  6th  Annual  Symposium  on  Sports 
Medicine 

Location  of  course:  San  Antonio 

Date:  March  30-April  1,  1979 

Duration:  Continuous:  3 days;  Friday-Sunday 

Designed  for  Team  physicians 

Credit,  AAFP;  Category  1,  AMA  Physician's 
Recognition  Award 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question 

Contact:  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


Basic  Sciences;  General 


Title  Advanced  Life  Support 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio 

Location  of  course:  UT  Health  Science  Center 
at  San  Antonio.  7703  Floyd  Curl  Dr,  San  An- 
tonio 

Date:  March  16-18,  1979 

Duration:  Continuous:  2V'2  days;  Friday- 
Sunday 

Fee:  $120 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award 

Teaching  methods:  Audiovisual  materials, 
enrollee  performs  procedure,  lecture 

Contact:  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


TEXAS  MEDICINE 


Family  Medicine 


Title  Ophthalmology  for  Non- 
Ophthalmologists 

Sponsors;  Texas  Tech  University  School  of 
Medicine,  Lubbock 

Location  of  course  Regional  Academic 
Health  Center,  4800  Alberta,  El  Paso 

Date  March  3,  1979 

Duration  Continuous;  1 day;  Saturday 

Fee:  To  be  announced 

Designed  for:  General  practitioners 

Credit:  AAFP;  Category  1 , AMA  Physician's 
Recognition  Award 

Teaching  methods:  Audiovisual  materials, 
lecture,  seminar 

Contact:  James  N Burkeholder,  MD,  As- 
sociate Dean,  or  Rita  Chrane,  Educational 
Program  Assistant,  Continuing  Education, 
Texas  Tech  University  School  of  Medicine, 
Lubbock,  TX  79430 


Gastroenterology 


Title,  Problem  Solving  in  Gastroenterology 

Sponsors.  American  College  of  Physicians; 
Scott  and  White  Memorial  Hospital,  Temple 

Location  of  course:  Scott  and  White  Clinic  and 
Memorial  Hospital,  Temple 

Date  March  7-9,  1979 

Duration:  Continuous;  3 days;  Wednesday- 
Friday 

Fee:  ACP  members,  F A.C.P  , Residents  and 
Research  Fellows,  $180;  Non-members, 

$240;  ACP  associates,  $90 

Designed  for:  General  Internists,  Specialists 
in  Gastroenterology,  Surgeons  with  interest 
in  digestive  diseases 

Enrollment:  Minimum,  50;  Maximum,  150 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  201/2  hours 

Teaching  methods:  Audiovisual  materials, 
clinical  conference,  lecture,  open  question, 
panel,  seminar 

Contact:  Linda  Salsinger,  Postgraduate  Dept, 
American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia,  PA  19104 


Internal  Medicine 


Title:  Symposium  on  Aging 

Sponsors:  Baylor  College  of  Medicine,  Hous- 
ton 


Location  of  course  Marriott  Motor  Hotel,  2100 
S Braeswood,  Houston 

Date  March  16-17,  1979 

Duration:  Continuous:  2 days;  8 hours  instruc- 
tion per  day;  Friday-Saturday;  16  total  course 
hours 

Fee: To  be  announced 

Designed  for:  General  practitioners 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award:  16  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Fred  M Taylor,  MD,  Director,  Office 
of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston, 

TX  77030 


Neurology 


Title:  7th  Neuromuscular  Disease  Symposium 

Sponsors:  Baylor  College  of  Medicine,  Hous- 
ton; American  Academy  of  Physical  Medicine 
and  Rehabilitation 

Location  of  course:  Shamrock  Hilton  Hotel, 
6900  Main  at  Holcombe  Blvd,  Houston 

Date,  March  29-31,  1979 

Duration:  Continuous;  2y2  days;  Thursday- 
Saturday;  18  total  course  hours 

Fee:  $150 

Designed  for:  General  practitioners; 
Specialists  in  Neurology,  Physical  Medicine  & 
Rehabilitation 

Enrollment;  Minimum,  100;  Maximum,  300 

Credit:  AAFP,  Elective;  Category  1 , AMA 
Physician's  Recognition  Award;  18  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  Fred  M Taylor,  MD,  Director,  Office 
of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston, 

TX  77030 


Ophthalmology 


Title;  Closed  Approach  to  Intraocular  Surgery 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio 

Location  of  course:  UT  Health  Science  Center 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  An- 
tonio 

Date  March  22-24,  1979 

Duration:  Continuous;  3 days:  Thursday- 
Saturday 


Fee  $350 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  14  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question 

Contact  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr.  San  Antonio,  TX 
78284 


Title:  Clinical  Applications  of  New  Diagnostic 
Procedure 

Sponsors  UT  Health  Science  Center  at  Dal- 
las, Retina  Foundation  of  the  Southwest  and 
Retina  Service,  Presbyterian  Hospital,  Dallas 

Location  of  course,  Anatole  Hotel,  2050 
Stemmons  Freeway,  Dallas 

Date  March  8-10,  1979 

Duration'  Continuous;  2y2  days:  6 hours  in- 
struction per  day:  Thursday-Saturday; 
9am-5pm;  1 5 total  course  hours 

Fee:  $250 

Designed  for:  Specialists  in  Ophthalmology 

Credit  Category  1 , AMA  Physician's  Recogni- 
tion Award;  18  hours 

Teaching  methods  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact  Carolyn  Saunders,  PhD,  Asst  to 
Dean,  Baylor  University  Medical  Center,  3500 
Gaston  Ave,  Dallas,  TX  75246 


Pediatrics 


Title:  Pediatric  Infectious  Diseases 

Sponsors:  American  Academy  of  Pediatrics; 
Department  of  Pediatrics,  UT  Health  Science 
Center  at  San  Antonio 

Location  of  course:  Hilton  Palacio  del  Rio,  200 
S Alamo  St,  San  Antonio 

Date:  March  22-24,  1979 

Duration:  Continuous;  3 days;  6 hours  instruc- 
tion per  day;  Thursday-Saturday;  18  total 
course  hours 

Fee:  American  Academy  of  Pediatrics  mem- 
bers, $200;  non-members,  $250 

Designed  for:  Specialists  in  Pediatrics 

Credit:  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  18  hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  L.  J,  Nagel,  Coordinator  for  Continu- 
ing Education,  American  Academy  of  Pediat- 
rics, PO  Box  1034,  Evanston,  IL  60240 
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Psychiatry 


Title;  2nd  Annual  Symposium.  Geriatric 
Somatopsychiatry  I;  Psychiatric  Manifesta- 
tions of  Medical  Disease  in  the  Elderly 

Sponsors:  UT  Medical  School  at  Houston 

Location  of  course  Main  Building,  UT  Medical 
School  at  Houston 

Date,  March  1-2,  1979 

Duration:  Continuous:  2 days;  Thursday- 
Friday;  8am-5pm:  16  total  course  hours 

Designed  for  General  practitioners: 
Specialists  in  Psychiatry 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  12  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  seminar 

Contact  Eugene  W Adcock,  MD,  Asst  Dean 
for  Continuing  Education,  UT  Medical  School, 
Box  20708,  Houston,  TX  77025 


Public  Health  & Preventive  Medicine 


Title:  Holistic/Comprehensive  Health  Care  in 
Private  Practice 

Sponsors:  International  Academy  of  Prevent- 
ive Medicine,  Houston 

Location  of  course,  Fairmont  Hotel,  Ross  at 
Akard,  Dallas 

Date:  March  7-11,  1979 

Duration,  Continuous:  4 days;  7 hours  instruc- 
tion per  day;  Thursday-Sunday;  9am-6pm; 
28  total  course  hours 

Fee:  $175,  Academy  members;  $190,  non- 
members 

Designed  for:  General  practitioners;  all 
Specialists 

Credit:  AAFP,  Elective;  Category  2,  AMA 
Physician's  Recognition  Award;  AOA,  Cate- 
gory II;  AGD;  ACGP,  Category  11;  28  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Joseph  A,  Nowell,  Executive  Direc- 
tor, lAPM,  10409  Town  & Country  Way,  Hous- 
ton, TX  77024 


Radiology  & Radioisotopes 


Title:  Physics  and  Engineering  of  Computed 
Tomography  and  Its  Clinical  Applications 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio 

Location  of  course:  UT  Health  Science  Center 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  An- 
tonio 

Date.  March  15-16,  1979 


Duration  Continuous;  2 days;  Thursday- 
Friday;  1 5 total  course  hours 

Fee:  $150 

Designed  for  Specialists  in  Radiology, 
Neuroradiology,  Neurosurgery,  and  Neurol- 
ogy: Health  & Medical  Physicists 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  15  hours 

Teaching  methods:  Audiovisual  materials 

Contact:  Office  of  Continuing  Education  Ser- 
vices. 7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


Title  Clinical  Nuclear  Imaging  1979 

Sponsors:  Department  of  Radiology,  UT 
Health  Science  Center  at  Dallas;  A Webb 
Roberts  Center  for  Continuing  Education,  Dal- 
las 

Location  of  course:  Fairmont  Hotel.  Ross  & 
Akard,  Dallas 

Date,  March  30-April  1,  1979 

Duration  Continuous;  2V'2  days;  Friday- 
Sunday;  19  total  course  hours 

Designed  tor:  Specialists  in  Radiology, 
Pathology,  Internal  Medicine,  Nuclear 
Medicine 

Enrollment  Minimum,  50;  Maximum.  225 

Credit  Category  1 . AMA  Physician's  Recogni- 
tion Award.  19  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  George  J.  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


Surgery 


Title:  Plastic  Surgery  for  the  General  Surgeon 

Sponsors:  Division  of  Plastic  Surgery,  UT 
Health  Science  Center  at  Dallas:  A.  Webb 
Roberts  Center  for  Continuing  Education,  Dal- 
las 

Location  of  course:  UT  Health  Science  Center 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas 

Date:  March  8-10,  1979 

Duration:  Continuous;  2X2  days;  Thursday- 
Saturday;  1 0 hours  instruction  per  day 

Fee:  $200 

Designed  for:  General  practitioners; 
Specialists  in  Surgery 

Enrollment:  Minimum,  25;  Maximum,  75 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award 

Teaching  methods:  Audiovisual  materials. 


clinical  conference,  enrollee  performs  proce- 
dure, laboratory  work,  lecture,  open  question 

Contact:  George  J,  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


Other:  Infectious  Diseases 


Title  New  Aspects  of  the  Sexually  Transmitted 
Diseases 

Sponsors:  UT  Health  Science  Center  at  Hous- 
ton; American  Social  Health  Association 

Location  of  course  To  be  announced 

Date:  March  17,  1979 

Duration  Continuous;  1 day;  Saturday; 
8am-5pm;  7''/2  total  course  hours 

Fee: To  be  announced 

Designed  for:  General  practitioners; 
Specialists 

Credit  AAFP,  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award;  IVz  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact  Sam  A Nixon,  MD,  Director,  Division 
of  Continuing  Education,  UT  Health  Science 
Center  at  Houston,  Box  20367,  Houston,  TX 
77025 


Other:  Reproductive  Medicine  & Biology 


Title:  Fourth  Annual  Meeting  of  the  American 
Society  of  Andrology 

Sponsors:  UT  Medical  School  at  Houston 

Location  of  course:  Shamrock  Hilton  Hotel, 
Houston 

Date,  March  13-16,  1979 

Duration:  Continuous;  6 hours  to  be 
scheduled 

Designed  for:  Specialists  in  Andrology 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award:  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question 

Contact:  Eugene  W,  Adcock,  MD,  Asst  Dean 
for  Continuing  Education,  UT  Medical  School, 
Box  20708,  Houston,  TX  77025 


TEXAS  MEDICINE 


WHAT’S  NEW 


"What's  New"  provides  authoritative  comments  on  recent  advances  in 
medical  understanding,  diagnosis,  and  treatment.  Where  controversy 
exists,  the  contributor  is  expected  to  express  a personal  preference. 
Emphasis  is  on  clarity  of  communication,  while  the  use  of  references 
and  theoretical  discussion  is  limited  to  the  essentials.  C.  W.  Daeschner, 
MD,  chairman  of  the  Scientific  Publication  Committee,  is  the  editor  of 
this  column. 


REPRODUCTIVE  MEDICINE  AND  BIOLOGY— THE 
HYPERANDROGENIC  FEMALE 

Emil  Steinberger,  MD;  Keith  D.  Smith,  MD; 

Luis  J.  Rodriguez-Rigau,  MD 

Hyperandrogenism  may  be  a relatively  frequent  condition 
in  the  female,  but  its  incidence  in  a randomly  selected 
population  is  unknown.  Elevated  androgen  levels  in  some 
women  are  associated  with  a variety  of  phenotypic 
changes  referred  to  as  virilization.  Subtle  changes  of 
hyperandrogenism  challenging  the  physician’s  diagnostic 
and  therapeutic  acumen  may  be  found  in  a large  propor- 
tion of  the  female  patient  population. 

In  the  past,  the  diagnosis  of  hyperandrogenic  states 
was  based  on  clinical  findings  or  on  determinations  of 
urinary  17-ketosteroids,  an  insensitive  measure  of  cir- 
culating androgens.  Consequently  only  severely  hyper- 
androgenic patients  were  identified,  resulting  in  contro- 
versy about  what  constitutes  hyperandrogenism.  Two 
independent  factors  contributed  to  this  controversy.  First, 
although  hirsutism  and  acne  have  been  considered 
classic  manifestations  of  hyperandrogenism  in  the  female 
there  is  no  adequate  definition  of  how  many  hairs,  in  what 
location,  constitute  hirsutism.  Similarly,  the  degree  of 
acne  associated  with  hyperandrogenism  cannot  be  quan- 
titated. Secondly,  the  laboratory  determination  of  circulat- 
ing androgen  levels,  while  commonly  reported  as  blood 
testosterone,  may  in  fact  represent  a variety  of  steroids 
in  addition  to  testosterone.  For  example,  many  research 
laboratories  report  that  the  upper  normal  limit  of  plasma 
testosterone  in  the  female  is  between  30  and  40  ng%, 
while  many  other  laboratories  have  normal  ranges  as  high 
as  90  to  1 00  ng%. 

Neither  the  etiology  nor  the  pathophysiology  of  the 
hyperandrogenic  state  is  clearly  understood.  Etiologic 
factors  may  include  enzymatic  lesions  in  the  steroidogenic 
cells  of  the  adrenals  or  the  ovaries,  functional  disturb- 
ances of  the  hypothalamic-pituitary-adrenal-ovarian  axes, 
excessive  conversion  of  precursors  to  testosterone  in 
peripheral  tissues  and  androgen-secreting  hyperplasias 
or  neoplasms.  Whatever  the  etiology,  the  clinical  mani- 
festations of  hyperandrogenism  result  from  elevated  cir- 
culating androgen  levels.  In  most  cases,  measurement  of 
blood  testosterone  confirms  the  diagnosis  of  hyperan- 
drogenism. 

The  most  common  consequences  of  hyperandrogen- 


ism are  hirsutism,  acne,  and  disturbances  of  ovarian 
function.  Discrepancies  may  occur  between  the  circulat- 
ing androgen  levels  and  the  extent  of  the  symptomatol- 
ogy. For  example,  considerably  elevated  blood  testo- 
sterone levels  in  an  American  Indian  or  Oriental  woman 
may  be  associated  with  little  or  no  hirsutism  or  acne, 
while  only  slight  elevation  of  testosterone  may  be  asso- 
ciated with  severe  hirsutism  in  a woman  of  Mediterranean 
ancestry.  The  response  to  androgen  requires  appropriate 
receptor  mechanisms  in  the  target  tissue.  In  addition, 
hair  follicles  and  sebaceous  glands  respond  to  dihydro- 
testosterone, rather  than  testosterone.  Thus,  the  degree 
of  hirsutism  or  acne  found  in  any  individual  may  depend 
upon  their  receptor  mechanisms  and  the  activity  of 
5a-reductase,  the  enzyme  necessary  for  conversion  of 
testosterone  to  dihydrotestosterone.  Variations  in  degree 
of  hirsutism  or  acne  in  different  regions  of  the  body  may 
be  explained  by  genetically  determined  differences  of 
target  cells  in  various  regions  of  the  body. 

Ovarian  dysfunctions  associated  with  hyperandrogen- 
ism are  diverse.'  "'  They  may  vary  from  a slight  prolonga- 
tion of  the  follicular  phase  to  amenorrhea,  and  include 
anovulation  associated  with  either  regular  or  irregular 
menstrual  bleeding.  These  variations  frequently  are  asso- 
ciated with  excessive  estrogen  production.  In  the  follicular 
phase  of  the  normal  menstrual  cycle,  high  estrogen  levels 
only  occur  shortly  before  ovulation.  In  hyperandrogenic 
states  with  prolonged  follicular  phases,  circulating  estro- 
gen levels  are  commonly  elevated  for  much  longer;  in  hy- 
perandrogenic patients  with  anovulation  or  amenorrhea, 
elevated  estrogen  levels  may  be  present  continuously. 
Possibly,  elevated  estrogen  levels,  alone  or  in  conjunction 
with  decreased  progesterone  and  increased  testosterone 
levels,  are  responsible  for  some  of  the  symptoms  asso- 
ciated with  hyperandrogenism,  such  as  cyclic  edema, 
migraine  headaches,  mastodynia,  emotional  disturb- 
ances, and  sexual  dysfunction.  Furthermore,  an  in- 
creased incidence  of  neoplasia  may  be  a long-range 
complication  of  the  increased  estrogen  production  asso- 
ciated with  hyperandrogenism. 

Recently,  it  was  shown  that  the  degree  of  ovarian  dys- 
function in  hyperandrogenic  women  was  directly  related 
to  blood  testosterone  levels^'®.  Plasma  testosterone 
levels  were  directly  related  to  the  length  of  the  follicular 
phase  of  the  menstrual  cycle  and  inversely  related  to  the 
length  of  the  luteal  phase.  The  highest  plasma  testo- 
sterone levels  were  found  in  patients  with  anovulation  or 
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amenorrhea.  Consequently,  hyperandrogenism  should  be 
considered  in  the  presence  of  these  abnormalities  of  the 
menstrual  cycle,  particularly  when  associated  with  clinical 
signs  of  hyperestrogenism. 

Therapy  of  hyperandrogenism  is  also  controversial, 
depending  on  whether  a desire  for  pregnancy  is  a part  of 
the  presenting  complaint.  If  pregnancy  is  desired  the 
usual  approach  is  induction  of  ovulation  with  clomiphene 
or  human  menopausal  gonadotropins;  another  common 
approach  has  been  ovarian  suppression  by  oral  contra- 
ceptives. While  the  latter  results  in  regulation  of  menstrual 
cyclicity  and  may  be  associated  with  reduction  of  circu- 
lating testosterone  levels,  it  is  doubtful  that  this  approach 
will  correct  the  underlying  etiology.  It  must  be  remem- 
bered that  the  progestin  employed  in  most  oral  contra- 
ceptives is  a testosterone  derivative  and  retains  some 
androgenic  activity.  Evidence  is  accumulating  that  post- 
pill anovulation  or  amenorrhea  is  more  frequent  in  women 
who  exhibited  symptoms  of  ovarian  dysfunction  prior  to 
therapy  with  oral  contraceptives^  ®.  Consequently,  some 
practitioners  advocate  either  induction  of  occasional 
uterine  bleeding  with  progestational  agents  or  the  with- 
holding of  therapy  until  pregnancy  is  desired  or  symptoms 
become  severe  enough  to  necessitate  intervention.  Un- 
fortunately, this  may  allow  progression  of  the  disorder, 
sometimes  to  the  point  that  major  surgical  procedures  are 
required,  even  extirpation  of  organs  and  irreversible  loss 
of  function. 

Although  the  above  approaches  are  often  considered 
accepted  forms  of  management,  during  the  past  25  years 
a number  of  authors  have  advocated  glucocorticoid 
therapy  for  this  problem Because  the  symptoms  of 
hyperandrogenism  are  secondary  to  elevated  plasma 
testosterone,  suppression  of  the  adrenal  production  of 
testosterone  results  in  decreased  peripheral  levels  and 
may  be  associated  with  symptomatic  improvement.  The 
dose  of  glucocorticoid  required  does  not  exceed  that 
required  for  complete  replacement  of  adrenal  function. 
Consequently,  side  effects  are  minimal,  and  adrenal 
response  to  stressful  stimuli  remains  essentially 
unaltered,  both  during  and  after  discontinuation  of 
therapy'®'®. 

Glucocorticoid  therapy  should  result  in  improvement  of 
peripheral  signs  of  hyperandrogenism  as  well  as  ovula- 
tory dysfunction.  Consequently,  it  may  be  employed 
whether  pregnancy  is  desired  or  not.  Recently  it  was 
shown  that  in  women  complaining  of  infertility,  hyper- 


androgenism was  frequently  present;  prednisone  therapy 
resulted  in  suppression  of  circulating  androgen  levels 
and  improvement  of  fertility'®.  The  incidence  of  pregnancy 
and  the  degree  of  androgen  suppression  were  directly 
related.  In  a subsequent  study,  prednisone  therapy  re- 
sulted in  shortening  of  prolonged  follicular  phases  of  the 
cycle,  lengthening  of  short  luteal  phases,  and  induction 
of  ovulation  in  women  with  anovulation  or  amenorrhea'''. 
These  changes  were  directly  related  to  the  degree  of 
suppression  of  plasma  testosterone  levels. 

In  conclusion,  the  authors  suggest  that  utilization  of 
sensitive  techniques  for  androgen  measurement  is  essen- 
tial to  uncover  mild  to  moderate  hyperandrogenic  states, 
that  hyperandrogenic  states  are  frequently  associated 
with  ovarian  dysfunction,  and  that  the  ovarian  disorder 
may  respond  to  glucocorticoid  therapy.  Since  ovarian  dys- 
function may  lead  to  far-reaching  medical  and  surgical 
consequences'-'*  ® '®,  adequate  therapy  during  the  early 
stages  of  the  disorder  may  prevent  these  complications. 
Symptomatic  therapy  with  progestins  and/or  oral  con- 
traceptives may  be  not  only  inadequate  but  could  be 
detrimental  ®,  as  is  the  nihilistic  withholding  of  therapy. 
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FEATURING 


WELCOME  TO  DALLAS 

HOUSING. 

ADVANCE  REGISTRATION 

AND 

TICKET  ORDER  FORMS 


45  GUEST  SPEAKERS  plus  400  special  and  TMA-member 
speakers. 

22  SECTION  PROGRAMS:  Allergy,  Colon  and  Rectal  Sur- 
gery, Digestive  Diseases,  Diseases  of  the  Chest,  Family 
Practice,  Internal  Medicine,  Neurological  Surgery,  Neurol- 
ogy, Nuclear  Medicine,  Obstetrics  and  Gynecology,  Occu- 
pational Medicine,  Ophthalmology,  Otolaryngology,  Path- 
ology, Pediatrics,  Physical  Medicine  and  Rehabilitation, 
Plastic,  Reconstructive,  and  Maxillofacial  Surgery,  Psy- 
chiatry, Public  Health,  Radiology,  Surgery,  Urology. 


HEADQUARTERS  FACILITIES 


6.  Hyatt  Regency  Dallas  (Scientific  Sessions  and 
Exhibits) 


3.  Dallas  Hilton  Hotel  (Business  Sessions) 

9.  Sheraton-Dallas  Hotel  (Auxiliary  and  Scientific 
Sessions) 


AMA-TMA  POSTGRADUATE  COURSES  sched 
uled  Saturday,  May  5,  1-5  p.m.  and  2-5  p.m., 
and  Sunday,  May  6,  8 a.m.-l  p.m.  Two  four-hour 
courses  and  three  three-hour  courses  will  be 
offered  Saturday,  and  six  five-hour  courses  are 
scheduled  Sunday.  All  courses  will  be  accepta- 
ble for  Category  1 credit,  AMA  Physician’s  Rec- 
ognition Award.  Course  fees  (for  AMA  mem- 
bers) are  $10  per  hour  of  instruction.  The  fee 
for  the  Sunday  courses  is  $60,  which  includes 
breakfast.  (Registration  information  will  be  sent 
to  membership  in  a separate  mailing.) 

Infectious  Diseases  and  Antibiotics — Current 
Treatment  of  Hypertension — Postoperative 
Complications  After  Abdominal  Surgery — 
Office  Orthopaedics — Office  Gynecology — 
Pediatric  Emergencies — Basic  Electrocar- 
diography— Office  Dermatology — Acid- Base, 
Fluid  and  Electrolyte  Balance — Surgical 
Emergency  Room  Problems — Treatment  of 
Common  Digestive  Diseases. 

21  CURBSTONE  CONSULTATIONS.  Person  to 
person  conversational  discussions  of  cases  and 
problems  of  general  medical  interest. 

Join  guest  speakers  for  coffee,  rolls,  and 
short  lectures  Friday  and  Saturday  mornings. 
Then  participate  in  the  informal  half-hour  dis- 
cussion period  following. 

29  SPECIALTY  SOCIETY  PROGRAMS— 8 SPE- 
CIAL COMMITTEE  SYMPOSIUMS— 128  SCIEN- 
TIFIC AND  TECHNICAL  EXHIBITS— FORUM  OF 
ORIGINAL  RESEARCH— PHYSICIANS ' AND 
SPOUSES’  ART  EXHIBITION. 

ETC.  Golf  Tournament,  Tennis  Tournament, 
“Run  for  Fun,”  Fraternity  and  Alumni  Parties, 
Class  Reunions,  Art  Exhibit. 

AN  EVENING  AT  THE  HYATT  REGENCY.  Join 
your  friends  in  the  sparkling  Regency  Ballroom 
for  the  sumptuous  cuisine  of  the  elegant  new 
Hyatt  Regency.  Then  relax  and  enjoy  The  Levee 
Singers,  a popular  bass  and  banjo  sing-along 
nightclub  show.  Friday,  May  4,  7-10:30  p.m. 


MAKE  YOUR  RESERVATIONS  NOW! 

Reservations  not  accepted  by  telephone.  Select  your  first,  second  and  third  choice  of  hotels  and  motels  from 


the  list  below,  complete  the  housing  request  card  and 
will  be  honored  as  far  as  possible,  and  confirmation  of 
hotel  or  motel. 

1.  Hyatt  Regency  Dallas  (Scientific  Sessions  and 
Exhibits) 

Singles  $42  -55 — Doubles  $56-69 — Twins 
$56-69 — Double  Double  $56-69 — Suites,  2 
room  $125  up;  3 room  $200  up. 

2.  Dallas  Hilton  Hotel  (Business  Sessions) 

Singles  $36-54 — Doubles  $48-66 — Twins 
$48-66 — Suites,  2 room  $95  up;  3 room  $130 
up. 

NOTE:  If  you  indicate  arrival  after  6 p.m.,  you  have  guaranteed 
ing  request  card  by  April  13. 


mail  it  to  the  Dallas  Housing  Service.  Preferences 
reservations  will  be  sent  directly  to  you  from  the 

3.  Sheraton-Dallas  Hotel  (Auxiliary  and  Scientific 
Sessions) 

Singles  $37-49 — Doubles  $50-59 — Twins  $47 — 
Double  Double  $59 — Suites,  2 room  $110  up; 

3 room  $160  up. 

4.  Holiday  Inn — Downtown 
Singles  $32 — Doubles  $38 — Twins  $42 — 
Suites,  2 room  $95  up;  3 room  $135  up. 

one  night’s  payment  unless  reservation  is  cancelled.  Return  hous- 


ADVANCE  REGISTRATION  AND  TICKET  ORDERS 

Save  your  valuable  time  by  registering  in  advance.  Fill  out  the  advance  registration  card,  mail  it  to  TMA, 
and  your  registration  packet  will  be  waiting  for  you.  There  is  no  registration  fee  for  TMA  members.  You  may 
pick  up  your  registration  materials  at  the  Dallas  Hilton  Hotel,  Hyatt  Regency  Dallas,  or  the  Sheraton-Dallas 
Hotel.  And  don't  forget  to  order  your  tickets  for  the  General  Meeting  Luncheon  and  the  TMA  Buffet  Dinner. 


GENERAL  MEETING  LUNCHEON 

Friday,  May  4,  12:15  p.m.,  Hyatt  Regency  Dallas. 
Luncheon  speaker  pending. 


DELEGATES’  LUNCHEON 


Thursday,  May  3,  1 p.m.,  Dallas  Hilton  Hotel. 

Luncheon  speaker  will  be  Tom  E.  Nesbitt,  M.D.,  President,  American  Medical  Association. 

GUEST  SPEAKERS 


D.  FRANK  BENSON.  M.D. 

Boston,  Massachusetts 
neurology 

ROBERT  F.  BRADLEY,  M.D. 

Boston.  Massachusetts 
internal  medicine  (endocrinology) 

PAUL  W.  BRAND.  M.B. 

Carville,  Louisiana 

physical  medicine  and  rehabilitation 

MARVIN  L.  CORMAN.  M.D. 

Boston,  Massachusetts 
colon  and  rectal  surgery 

HERBERT  H.  DEDO,  M.D. 

San  Francisco,  California 
otolaryngology 

WILLIAM  R.  DITO,  M.D. 

La  Jolla,  California 
pathology 

LEONARD  S.  DREIFUS,  M.D. 
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Special  radiologic  procedures  in  diagnosis 
and  treatment  of  cancer  patients 

Kerry  Ford,  MD  L.  B.  Morettin,  MD 


With  the  development  of  special  techniques,  the  radiolo- 
gist can  assist  physicians  in  the  diagnosis  and  manage- 
ment of  patients  with  cancer  and  its  complications.  Some 
examples  (although  not  a complete  list)  are  percutaneous 
transhepatic  cholangiography  to  discriminate  hepatocellu- 
lar from  obstructive  jaundice,  percutaneous  lung  biopsy 
to  obtain  tissue  for  cytologic  examination  without  major 
surgery,  and  venography  to  demonstrate  tumor  invasion. 
In  addition,  embolization  of  a bleeding  artery  can  be  done 
at  the  time  of  arteriography,  antegrade  pyelography  can 
be  performed  through  a percutaneous  nephrostomy, 
which  permits  drainage  of  the  renal  pelvis  and  instillation 
of  antibiotics,  brushings  can  be  obtained  from  peripheral 
bronchioles  for  cytologic  examinations,  and  high  doses  of 
chemotherapeutic  agents  can  be  infused  continuously 
into  any  artery,  bypassing  the  systemic  circulation. 


The  diagnosis  and  treatment  of  patients  with  cancer  is 
becoming  the  responsibility  of  a team  of  physicians  rather 
than  a single  specialist.  The  development  of  new  surgical 
techniques  and  chemotherapeutic  agents  has  mandated 
that  more  information  be  available  about  the  type  of 
cancer  present,  the  extent  of  local  invasion,  and  the  loca- 
tion of  metastases  before  definitive  therapy  is  planned. 
Radiology  has  much  to  offer  in  the  gathering  of  this 
information. 

The  arteriographic  appearance  of  malignant  tumors  is 
well  known  and  has  been  extensively  discussed  in  the 
radiologic  literature.  New  techniques  are  available,  how- 
ever, which  enable  the  radiologist  to  provide  histologic 
information  and  extent  of  local  invasion  (and  therefore 
operability),  and  to  assist  in  the  management  of  the  tumor 
and  complications.  Under  some  circumstances,  all  of  this 
can  be  done  without  surgery. 

Case  reports  can  illustrate  how  some  of  these  tech- 
niques can  be  used  and  how  physicians  evaluating  pa- 
tients with  cancer  may  expand  the  therapeutic  alternatives 
by  consulting  their  radiologic  associates. 

Case  Examples 
Diagnosis  of  Jaundice 

Case  1 : A middle-aged  man  was  admitted  to  the  hospital 
with  increasing  weakness  and  jaundice  of  several  weeks’ 
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duration.  It  was  not  possible  to  differentiate  clearly  be- 
tween obstructive  jaundice  and  jaundice  secondary  to 
hepatocellular  disease  in  this  patient.  The  serum  bilirubin 
level  was  greatly  elevated,  so  that  an  oral  cholecystogram 
was  impossible,  and  the  surgeons  were  understandably 
hesitant  to  operate  on  a patient  who  might  have  active 
hepatitis. 

The  radiologist  recommended  a transhepatic  cholangi- 
ogram.  A 23-gauge  needle  was  inserted  through  the  skin 
into  the  liver.  As  the  needle  was  withdrawn,  contrast  mate- 
rial was  injected  until  the  bile  ducts  were  filled  (Fig  1). 
Films  made  at  that  time  demonstrated  obstruction  of  the 
common  bile  duct,  probably  from  a carcinoma  of  the 
pancreas.  This  diagnosis  was  confirmed  at  surgery,  and 
cholecystojejunostomy  was  performed. 

Percutaneous  transhepatic  cholangiography  with  a 23- 
gauge  (Chiba  R)  needle  provides  an  excellent  way  to 
opacify  the  biliary  ducts  in  jaundiced  patients.  The  distinc- 
tion between  obstructive  and  hepatocellular  jaundice  can 
be  made  without  laparotomy,  and  in  most  cases  of  ob- 
struction, the  nature  of  it  can  be  suggested. 


1 . Percutaneous  transhepatic  cholangiogram  demonstrating  carci- 
noma of  the  pancreas.  The  common  bile  duct  is  completely  obstructed 
(arrow)  and  displaced  superiorly  and  medially. 
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Leakage  of  blood  or  bile  into  the  peritoneal  cavity  is 
the  most  common  complication  of  transhepatic  cholangi- 
ography, but  the  use  of  a small  (23-gauge)  needle  makes 
this  infrequent.  In  our  experience  with  nearly  300  cases, 
bile  peritonitis  has  not  occurred. 

Percutaneous  Biopsy  of  Lung 

Case  2:  An  elderly  man  reported  increasing  shortness  of 
breath  with  occasional  hemoptysis  over  a period  of  sev- 
eral months.  A chest  roentgenogram  revealed  the  typical 
changes  of  emphysema  and  a mass  just  above  and  pos- 
terior to  the  hilus  of  the  right  lung.  Numerous  sputum 
specimens  did  not  yield  malignant  cells.  Because  of  his 
emphysema,  the  patient  was  considered  a poor  candidate 
for  surgery,  and  so  the  radiologist  was  consulted. 

Linder  fluoroscopic  guidance,  the  radiologist  inserted  a 
23-gauge  needle  through  the  patient’s  back  into  the  mass 
in  the  lung  (Fig  2).  Cytologic  examination  of  the  tissue 
obtained  indicated  adenocarcinoma  of  the  lung.  Further 
studies  revealed  metastatic  deposits  in  the  brain.  The 
patient  received  chemotherapy. 


2,  Percutaneous  aspiration  lung  biopsy  of  carcinoma.  A lateral  chest 
film  localizes  the  tip  of  the  biopsy  needle  within  a mass  just  posterior 
to  right  hilus  (arrow) 


Percutaneous  biopsy  of  pulmonary  lesions,  using  a 
small  needle,  is  an  excellent  way  to  obtain  tissue  samples 
for  cytologic  examination,  without  the  need  for  major 
surgery.  The  most  common  complication  is  pneumo- 
thorax, but  the  incidence  of  pneumothorax  requiring 
therapy  is  less  than  10%.  Even  if  a branch  of  the  pulmo- 
nary artery  is  punctured,  the  small  caliber  of  the  needle 
used  rarely  causes  significant  bleeding. 

Venography  to  Demonstrate  Tumor  Invasion 
Case  3;  A middle-aged  woman  complained  of  plethora  of 
the  face  and  arms.  A chest  roentgenogram  revealed  a 
widened  mediastinum,  and  she  was  admitted  for  surgery. 


3.  Superior  vena  cavagram  demonstrating  obstruction.  A right  sub- 
clavian venogram  demonstrates  invasion  and  obstruction  of  the 
superior  vena  cava  (arrow)  by  a medistinal  mass. 
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4.  Arterial  embolization,  (a)  Right  internal  mammary  arteriogram 
demonstrates  a bleeding  site  (arrow),  (b)  Bleeding  obliterated  alter 
injection  of  thrombin  and  clots  into  the  internal  mammary  artery. 
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On  the  advice  of  the  radiologist,  a superior  vena  cava- 
gram  was  done  and  demonstrated  invasion  and  obstruc- 
tion of  the  superior  vena  cava  by  a mediastinal  mass  (Fig 
3).  The  invasion  of  the  superior  vena  cava  by  the  mass 
indicated  that  it  was  inoperable.  Radiation  therapy  dimin- 
ished the  mass,  partially  relieving  the  obstruction  and 
plethora. 

There  are  virtually  no  complications  of  venography 
other  than  allergy  to  the  contrast  material.  Venography 
can  be  used  to  detect  tumor  invasion  in  the  abdomen 
and  extremities  as  well  as  the  chest  and,  as  in  this  pa- 
tient, inoperability  can  be  established. 

Emobolization  Performed  at  Arteriography 
Case  4:  A 49-year-old  woman  had  a carcinoma  of  the 
right  breast,  resected  three  years  earlier.  She  underwent 
postoperative  irradiation  and  chemotherapy,  but  a recur- 
rence developed  six  months  before  this  admission.  Bleed- 


ing from  the  recurrent  tumor  in  the  chest  wall  required 
transfusion  with  four  units  of  blood  in  the  two  weeks  be- 
fore admission.  She  was  admitted  to  the  hospital  to  under- 
go surgery  for  correction  of  the  bleeding. 

A preoperative  arteriogram  was  produced,  revealing  a 
bleeding  site  at  the  internal  mammary  artery  (Fig  4).  The 
radiologist  suggested  therapeutic  embolization  of  the 
bleeding  artery,  which  was  performed  at  the  time  of 
.arteriography.  The  bleeding  stopped  abruptly,  and  the 
patient  was  discharged  two  days  later.  Follow-up  exami- 
nation six  weeks  later  revealed  that  bleeding  had  not 
recurred. 

Embolization  also  can  be  applied  to  highly  vascular 
tumors  to  create  a drier  field  prior  to  surgery  and  to  ease 
resection.  Bleeding  esophageal  varices  also  can  be 
obliterated  by  a percutaneous  transhepatic  approach  to 
the  portal  system  and  selective  catheterization  of  the 
coronary  veins. 

It  is  possible  for  an  artery  or  vein  to  recanalize  once 
it  has  been  thrombosed,  but  if  this  happens,  it  can  be 
easily  embolized  a second  time. 

Percutaneous  Nephrostomy  for  Antegrade  Pyelography 
Case  5:  An  elderly  man  presented  with  sudden  onset  of 
right  flank  pain,  chills,  and  fever.  His  physician  suspected 
pyelonephritis  and  an  intravenous  pyelogram  was  ob- 
tained (Fig  5).  The  IVP  revealed  a normal  left  kidney 
located  in  the  pelvis,  and  a large,  hydronephrotic  right 
kidney. 


5.  Percutaneous  nephrostomy  demonstrating  obstruction,  (a)  An  intra- 
venous pyelogram  demonstrates  a normal  left  kidney  located  in  the 
pelvis  (asterisk)  and  a poorly  opacified  hydronephrotic  right  kidney. 


(b)  Antegrade  pyelography  following  percutaneous  nephrostomy 
reveals  carcinoma  of  the  bladder  (large  arrow)  invading  the  right  ureter 
(small  arrows). 
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The  nature  and  site  of  obstruction  were  not  apparent. 
Retrograde  pyelography  could  not  be  performed,  but  a 
percutaneous  nephrostomy  and  antegrade  pyelogram 
were  conducted.  Under  fluoroscopic  guidance,  the  radi- 
ologist inserted  a needle  through  the  patient’s  back  into 
the  pelvis  of  the  right  kidney.  A guide  wire  was  inserted 
through  the  needle  and  then  a catheter  advanced  over 
the  wire.  A fungating  mass  in  the  bladder,  obstructing  the 
orifice  of  the  right  ureter,  was  demonstrated.  Because  of 
the  patient's  systemic  toxicity,  surgery  was  postponed  and 
the  catheter  used  to  drain  the  renal  pelvis  until  the  hydro- 
nephrosis resolved.  Antibiotics  were  instilled  through  the 
catheter  to  control  the  infection.  When  the  patient’s  condi- 
tion had  improved,  the  surgeon  resected  the  carcinoma  of 
the  bladder  and  performed  a urinary  diverting  procedure. 

Percutaneous  nephrostomies,  as  performed  in  this  pa- 
tient, allow  drainage  of  hydronephrotic  kidneys  from  any 
cause  when  immediate  surgery  presents  a high  risk.  The 
procedure  is  not  difficult,  and  is  remarkably  free  of  com- 
plications. Infection  can  be  controlled  by  direct  instillation 
of  antibiotics  into  the  pelvis  of  the  kidney. 

Bronchial  Brushings  Obtained  Under  Fluoroscopic 
Control 

Case  6:  A routine  chest  roentgenogram  in  a 35-year-old 
man  revealed  a nodule  in  the  upper  lobe  of  the  left  lung. 
Tomography  disclosed  a small  cavity  (Fig  6).  Because  the 
patient  was  asymptomatic,  surgery  was  planned  to  dis- 
cover the  reason  for  the  cavity.  Before  surgery,  however, 
the  radiologist  was  consulted  and,  using  fluoroscopy,  he 
inserted  a small  brush-tipped  wire  into  the  cavity  through 
a connecting  bronchiole.  Tissue  retrieved  and  sent  for 

6,  Bronchial  brushing  of  benign  condition,  (a)  A left  upper  lobe  tomo- 
gram demonstrates  a thickened  bronchus  (arrowheads)  communicat- 


cytologic  examination  yielded  a diagnosis  of  histoplas- 
mosis. The  patient  was  treated  conservatively  and  the 
nodule  resolved. 

When  nodules  in  the  lungs  are  located  too  near  the 
periphery  to  be  seen  at  bronchoscopy,  the  radiologist 
can  use  two  diagnostic  methods.  Bronchial  brushings  can 
be  collected  with  small  brush-tipped  wires,  as  in  this  case, 
or  when  this  is  not  possible,  percutaneous  aspiration 
biopsies  can  be  taken,  as  in  case  2. 

Direct  Intra-arterial  Infusion  of  Chemotherapeutic  Agents 
Case  7:  An  elderly  woman  complained  of  intermittent 
diarrhea  for  two  years.  Laboratory  studies  revealed  an 
elevated  5-hydroxyindoleacetic  acid  level,  consistent  with 
a carcinoid  tumor.  A superior  mesenteric  arteriogram  dis- 
closed a primary  tumor  in  the  terminal  ileum,  typical  of  a 
carcinoid  tumor,  and  a hepatic  arteriogram  done  at  the 
same  time  revealed  numerous  metastatic  deposits  in  the 
liver  (Fig  7).  Because  of  the  extensive  liver  involvement, 
chemotherapy  was  chosen  as  the  appropriate  treatment. 
After  consultation  between  the  chemotherapist  and  radi- 
ologist, the  chemotherapeutic  agent  was  infused  directly 

ing  with  a cavitary  nodule,  (b)  Biopsy  with  a bronchial  brush  guided 
into  the  cavity  under  fluoroscopic  control. 
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into  the  hepatic  artery.  A catheter  was  placed  into  the 
hepatic  artery  and  was  left  for  ten  days  as  chemothera- 
peutic agents  were  infused.  At  the  end  of  the  ten  days, 
the  catheter  was  removed  without  complication. 

By  infusing  the  chemotherapeutic  agents  directly  into 
the  hepatic  artery,  bypassing  the  systemic  circulation, 
much  higher  doses  of  drugs  can  be  given  safely,  because 
they  are  detoxified  in  the  liver.  By  using  various  guide 
wires  and  catheters,  almost  any  artery  in  the  body  can  be 
catheterized  to  infuse  chemotherapeutic  agents  or  reduce 
tumor  mass  when  surgery  is  planned. 

Conclusion 

The  preceding  cases  are  not  meant  to  demonstrate  the 
gamut  of  techniques  that  enable  the  radiologist  to  assist 
in  the  diagnosis  and  treatment  of  patients  with  cancer.  In 
fact,  these  examples  illustrate  that  the  radiologist’s  only 
limitation  is  the  range  of  his  ingenuity  and  imagination. 

Practitioners  are  urged  to  consult  their  radiologist  when- 
ever they  have  questions  or  problems  concerning  patients 
with  cancer.  The  radiologist  can  be  helpful  in  many  as- 
pects of  cancer  diagnosis  and  treatment,  and  in  some 
instances  can  offer  alternatives  to  surgical  intervention. 

Paramount  in  choosing  alternative  techniques  is  the 


7.  Metastatic  mesenteric  carcinoid ^ (a)  Superior  mesenteric  arterio- 
gram illustrates  the  typical  sunburst  appearance  of  a primary  carcinoid 


careful  consideration  of  the  risks  versus  benefits  of  pro- 
posed special  techniques  and  conventional  diagnostic 
and  therapeutic  methods. 
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tumor  of  the  terminal  ileum,  (b)  A separate  hepatic  arteriogram  reveals 
numerous  metastatic  nodules  In  the  liver. 
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Ovarian  cancer:  diagnosis,  staging, 
treatment 

Robert  E.  Girtanner,  MD 


Early  diagnosis  is  the  most  effective  means  for  reducing 
the  currently  high  mortality  rate  associated  with  ovarian 
cancer.  Palpation  of  what  would  be  a normal-sized  ovary 
in  a premenopausal  woman  suggests  ovarian  tumor  in  a 
postmenopausal  woman  or  a prepubertal  child.  Ovarian 
cancer  also  should  be  considered  when  a 40-  to  60-year- 
old  woman  or  a prepubertal  child  presents  with  persistent, 
unexplained  gastrointestinal  symptoms.  Of  all  ovarian 
tumors,  90%  are  of  epithelial  origin.  Recent  data  from  the 
National  Cancer  Institute  (NCI)  indicates  that  after  sur- 
gery, multidrug  chemotherapy  is  better  than  single  alkylat- 
ing agent  alone  in  advanced  tumors.  Chemotherapy  and 
irradiation  therapy  combined  have  not  proven  to  be  any 
more  successful  than  either  used  alone  in  indicated  cir- 
cumstances, and  in  fact,  many  centers  have  reported  an 
increase  in  morbidity  when  both  are  given  together. 


The  American  Cancer  Society  recently  reported  carcin- 
oma of  the  ovaries  as  the  leading  cause  of  death  from 
gynecologic  tumors  in  the  United  States.  Although  deaths 
from  carcinoma  of  the  cervix  have  been  reduced  by  ap- 
proximately 50%  in  the  past  decade,  deaths  from  ovarian 
cancer  have  gradually  increased  and  now  exceed  those 
from  cervical  cancer.  In  the  coming  year,  ovarian  cancer 
will  be  diagnosed  in  15,000  women  in  the  United  States, 
and  more  than  10,000  women  will  die  of  ovarian  cancer, 
with  most  cases  having  been  diagnosed  in  the  previous 
one  or  two  years.  Although  ovarian  cancer  will  develop 
in  10  of  every  1 ,000  women  over  age  40  in  the  United 
States,  only  one  or  two  cases  will  be  cured.  In  the  re- 
mainder, the  patients  will  suffer  repeated  bouts  of  intes- 
tinal obstruction  as  the  tumor  spreads  over  the  surface 
of  the  bowel,  develop  malnutrition,  and  literally  vomit 
themselves  to  death. 

Survival  Rate 

Can  the  high  mortality  associated  with  cancer  of  the  ovary 
be  reduced?  Statistics  show  that  prophylactic  oophorec- 
tomy at  the  time  of  pelvic  surgery  has  little  influence  on 
the  overall  survival  rate.  However,  8-9%  of  patients  with 
cancer  of  the  ovary  have  had  previous  hysterectomies 
with  preservation  of  the  ovaries;  deaths  in  this  group 
could  have  been  prevented  by  prophylactic  oophorec- 
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tomy.  Gibbs  has  suggested  that  a radical  approach  to 
pelvic  surgery  in  women  over  the  age  of  35  could  reduce 
the  incidence  of  ovarian  carcinoma  by  20%.  Since  his 
study  is  continuing,  it  should  carry  a great  deal  of  weight 
in  deciding  whether  to  preserve  ovaries  in  patients  over  35 
or  40  years  old  who  are  having  hysterectomies.  In  1971, 
Barber  and  Graber  reported  the  “postmenopausal  pal- 
pable ovary  syndrome”  (PMPO),  an  early  sign  of  ovarian 
cancer  that  has  been  most  valuable  in  diagnosis.  They 
stated  simply  that  the  ovary  that  is  interpreted  on  palpa- 
tion as  normal-size  in  premenopausal  women  represents, 
in  postmenopausal  patients,  an  ovarian  tumor.  Patients 
with  PMPO  syndrome  should  not  be  followed  and  re- 
evaluated, but  rather  the  presence  or  absence  of  ovarian 
tumor  must  be  investigated  promptly.  To  save  more 
women  and  diminish  the  mortality  rate  from  ovarian 
cancer,  more  liberal  indications  for  operation  must  be 
accepted.  Waiting  until  a solid  tumor  mass  of  greater  than 
5 cm  can  be  palpated — and  then  expecting  a cure — is 
unrealistic.  The  median  survival  time  for  patients  with 
ovarian  carcinoma  emphasizes  that  waiting  and  following 
the  patient  only  jeopardizes  her  chances  for  survival 
(Fig  1). 

As  in  other  cancers,  early  diagnosis  is  the  most  effec- 
tive means  of  increasing  survival  rates  for  women  with 
malignant  ovarian  tumors.  Unfortunately,  the  difficulty  of 
early  diagnosis  of  ovarian  carcinoma  has  been  a barrier 
to  any  improvement  in  survival  rates.  The  onset  of  this 
disease  is  commonly  so  insidious  that  it  is  difficult  to 
identify  any  symptom  complex  until  the  lesion  has  spread 
throughout  the  abdominal  cavity.  The  most  common 
symptoms  that  the  patient  presents  are  abdominal  disten- 
tion, constipation,  or  palpation  of  an  abdominal  mass  by 
the  patient  herself  (Fig  2).  Only  2%  of  women  with  ovarian 
neoplasms  are  totally  asymptomatic. 

Minor  symptoms  must  not  be  ignored.  On  careful  ques- 
tioning, many  women  with  ovarian  carcinoma  will  give  a 
history  of  mild  indigestion,  vague  abdominal  discomfort 
or  slight  alteration  in  bowel  habits  antedating  the  diag- 
nosis by  many  months. 

Even  more  important  is  the  regular  evaluation  of  the 
pelvis  of  menopausal  and  postmenopausal  women.  The 
gynecologist  now  has  the  opportunity  to  establish  healthy 
habit  patterns  in  patients  who  are  taking  oral  contracep- 
tives during  the  reproductive  years,  and  one  hopes  that 
this  habit  will  carry  on  in  later  life.  The  postmenopausal 
patient  frequently  assumes  that  she  has  nothing  to  fear 
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from  pelvic  disease.  Nothing  could  be  farther  from  the 
truth. 

Any  ovarian  enlargement  greater  than  6 cm  must  be 
looked  upon  as  neoplastic  (although  not  necessarily 
malignant).  Investigation  of  an  ovary  of  this  size  or  great- 
er, which  persists,  should  be  considered  preventive,  since 
a large  percentage,  especially  in  younger  women,  will  be 
benign  serous  cystomas,  and  a certain  percentage  of 
them  will  undergo  malignant  degeneration.  Although  the 
laparoscope,  used  for  gynecologic  diagnosis,  is  helpful  in 
establishing  the  presence  or  absence  of  an  adnexal  mass, 
it  has  also  created  problems.  Ovarian  cysts  have  been 
discovered  and  punctured  through  the  laparoscope,  even 
cysts  of  significant  size,  and  this  procedure  is  mentioned 
only  to  be  condemned.  Such  practice  may  result  in  over- 
looking benign  neoplastic  lesions  that  should  be  removed, 
and  may  also,  at  times,  cause  fluid  containing  malignant 
cells  to  spill  into  the  peritoneal  cavity,  thus  seeding  tumor 
and  predisposing  to  widespread  intraperitoneal  meta- 
stases. 

As  stated  before,  any  palpable  ovarian  tumor  in  a pa- 
tient over  age  40  requires  prompt  treatment.  A brief  period 
of  observation  may  be  permitted  if  the  lesion  is  smooth 
and  cystic,  but  if  the  lesion  is  6 cm  or  more  in  size  it 
should  be  removed.  Leiomyomas  may  be  confusing.  The 
appearance  of  a supposed  leiomyoma  of  the  uterus  after 
the  menopause  is  an  indication  for  immediate  exploration, 
because  many  of  these  lesions  are  malignant.  Even  if 
fibroids  have  been  present  for  years,  ovarian  cancers  can 
hide  behind  the  fibroids.  Therefore,  an  enlarging  mass  in 


1 . Median  length  of  survival  with  ovarian  carcinoma. 


Age  (Years) 

Median  Survival 
(Years) 

All  ages 

1.4 

Under  45 

5.4 

45-54 

1.8 

55-64 

1.3 

65-74 

0.9 

75  and  over 

0.8 

2.  Presenting  symptoms  of  patients  with  ovarian  cancer. 

Symptom 

% 

Abdominal  swelling 

70 

Abdominal  discomfort 

50 

Gastrointestinal 

20 

Urinary  (frequency,  etc) 

15 

Abnormal  bleeding 

15 

Weight  loss 

15 

Asymptomatic 

2 

the  presence  of  known  fibroids  requires  immediate  explo- 
ration and  removal. 

Classification 

In  1973  the  World  Health  Organization  published  a mono- 
graph edited  by  Sirov,  Scully,  and  Sobin,  which  estab- 
lished standards  for  histologic  typing  of  ovarian  cancers. 
This  is  a complete  classification  of  the  common  epithelial 
tumors,  gonadal  stromal  tumors  (formally  called  sex  cord 
cells),  germ  cell  tumors,  and  metastatic  tumors,  as  well 
as  unclassified  tumors.  In  addition,  it  differentiates  the 
common  epithelial  tumors  into  the  usual  three  groups  of 
benign,  borderline,  and  malignant,  and  according  to 
whether  their  adenomatous  or  fibrous  element  is  domi- 
nant as  well. 

The  World  Health  Organization  reports  that  borderline 
malignancy  describes  a tumor  that  has  some,  but  not  all, 
of  the  morphologic  features  of  cancer:  stratification  of  epi- 
thelial cells,  apparent  detachment  of  cellular  clusters  from 
their  sites  of  origin,  mitotic  activity,  and  nuclear  abnor- 
malities that  are  intermediate  between  those  of  clearly 
benign  tumors  and  those  of  unquestionably  malignant 
tumors  of  a similar  cell  type.  Obvious  invasion  of  the 
adjacent  stroma  is  lacking.  Benign,  borderline,  and  malig- 
nant forms  of  these  neoplasms  may  coexist  in  any  one 
tumor. 

Staging  and  Grading 

The  cancer  committee  of  the  International  Federation  of 
Gynecology  and  Obstetrics  has  issued  a set  of  standards 
for  staging  of  ovarian  carcinoma  (Fig  3).  In  reporting  sta- 
tistics, tumors  of  low  malignant  potential  (borderline  malig- 
nancy), no  matter  what  the  stage  is,  must  be  separated 
from  the  frankly  invasive  carcinomas,  as  survival  rates  are 
much  better  than  with  those  tumors  for  which  stromal 
invasion  has  been  demonstrated. 

Principles  of  Management 
Preoperative  Evaluation 

The  patient  who  has  an  adnexal  mass  and  is  to  undergo 
exploratory  surgery  should  have,  in  addition  to  a complete 
physical  examination  and  routine  blood  evaluations,  a 
chest  film,  an  intravenous  pyelogram,  and  a barium 
enema.  In  a young  woman  with  a movable  cystic  mass, 
such  x-ray  evaluations  are  probably  not  necessary,  al- 
though a plain  x-ray  of  the  abdomen  may  identify  a cystic 
teratoma  preoperatively. 
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In  patients  with  obvious  signs  of  ascites,  abdominal 
distention,  and  pain,  additional  evaluation  of  the  upper 
gastrointestinal  tract  is  mandatory.  A significant  number 
of  patients  who  present  a picture  of  extensive  intraperi- 
toneal  disease  characteristic  of  ovarian  carcinoma  are 
suffering  from  tumors  that  have  metastasized  from  an- 
other site.  The  most  common  primary  sites  that  produce 
this  clinical  picture  are  the  breast  and  gastrointestinal 
tract  (the  Krukenberg  tumor).  In  addition  to  the  studies 
mentioned,  baseline  values  of  carcinoembryonic  antigen 
(CEA),  alpha  fetoprotein  (AFP),  lactic  dehydrogenase 
(LDH),  and  chorionic  gonadotrophic  hormones  (HCG  beta 
sub-unit)  should  be  obtained.  Although  they  do  not  help 
in  making  the  diagnosis,  if  they  are  elevated,  they  serve 
to  monitor  the  response  of  the  patient  in  therapy.  Further 
evaluation  of  the  patient,  such  as  scans  of  liver,  spleen, 
and  pancreas,  may  be  left  to  the  postoperative  period 
after  the  diagnosis  has  been  thoroughly  identified  and 
established. 

Surgery 

It  is  difficult  to  discuss  surgical  therapy  for  ovarian  neo- 
plasms without  referring  to  radiotherapy  and  chemo- 
therapy, since  all  three  must  be  considered  important  in 
the  overall  management.  The  following  treatment,  in  use 
at  the  Division  of  Gynecologic  Oncology  of  The  University 
of  Texas  Medical  Branch  at  Galveston  (UTMB),  is  recom- 
mended. The  principles  of  surgical  treatment  are  shown 
in  Fig  4. 

Abdominal  exploration  must  be  performed  in  order  to 
establish  a diagnosis  as  well  as  to  define  the  clinical 
extent  of  the  disease.  Staging  of  ovarian  carcinoma  can- 
not be  done  properly  without  an  adequate  laparotomy  and 
a thorough  intraperitoneal  exploration.  The  incision  must 
be  sufficient  to  evaluate  the  tumor  and  its  spread.  The 
diaphragms  must  be  evaluated  carefully  for  metastatic 
tumor. 

When  the  abdomen  is  opened,  any  ascitic  fluid  that  is 
present  should  be  collected  and  sent  to  the  laboratory  for 
cytologic  study.  If  there  is  no  peritoneal  fluid  present, 
irrigation  of  the  pelvic  structures  with  200  cc  of  normal 
saline  solution  should  be  done,  and  the  irrigant  recovered 
for  cytologic  evaluation. 

Justification  for  a radical  operation  will  depend  not  only 
upon  evidence  that  the  patient  can  expect  relative  free- 
dom from  increased  morbidity  from  the  procedure  and  that 
it  will  be  likely  to  increase  length  of  survival,  but  also  upon 


evidence  that  adjuvant  measures  such  as  radiotherapy  or 
chemotherapy  will  not  produce  equally  good  survival  in 
combination  with  a lesser  surgical  procedure.  Quality  of 
life  for  patients  with  terminal  ovarian  cancer  is  very  poor 
and  the  value  of  any  treatment  must  be  assessed  against 
this  background. 

Treatment  of  Epithelial  Tumors  of  the  Ovary 

Treatment  of  epithelial  ovarian  cancers  consists  of 
surgery,  irradiation,  and  chemotherapy.  Because  the  re- 
sponse pattern  of  all  cell  types  is  similar,  treatment  need 
not  vary  with  histologic  appearance.  Various  schemata 
have  been  devised,  however,  for  the  different  stages  and 
grades,  and  they  should  be  considered  in  planning 
therapy. 

Stage  I 

There  is  little  room  for  conservatism  in  the  surgical  attack. 
A total  abdominal  hysterectomy,  bilateral  salpingo-oopho- 
rectomy,  omentectomy,  appendectomy,  and  instillation  of 
radioactive  phosphorous  (^^P)  is  the  recommended  treat- 
ment. Although  there  is  some  controversy  over  the  value 
of  omentectomy,  the  omentum  should  be  removed  if  for 

3.  Primary  carcinoma  of  the  ovary. 

Stage  I Growth  limited  to  ovaries 
Stage  la  Growth  limited  to  one  ovary;  no  ascites 
Capsule  ruptured 
Capsule  not  ruptured 

Stage  lb  Growth  limited  to  both  ovaries;  no  ascites 
Capsule  ruptured 
Capsule  not  ruptured 

Stage  Ic  Growth  limited  to  one  or  both  ovaries;  ascites  with 
maligant  cells 
Capsule  ruptured 
Capsule  not  ruptured 

Stage  II  Growth  involving  one  or  both  ovaries  with  pelvic  extension 
Stage  lla  Extension  and/or  metastasis  to  uterus/tubes/other  ovary 
Stage  Mb  Extension  to  other  pelvic  tissues 
Stage  III  Growth  Involving  one  or  both  ovaries  with  widespread 
intraperitoneal  metastasis 

Stage  IV  Growth  involving  one  or  both  ovaries  with  distant  metastasis 
Special  Category  Unexplored  cases  thought  to  be  ovarian  carcinoma 


4,  Principles  of  surgical  treatment  lor  primary  ovarian  carcinoma. 

1 . Surgery  must  be  done  for  diagnosis  and  staging 

2.  Ascitic  fluid  or  peritoneal  washings  must  be  studied  cytologically 

3.  Tumors  must  be  removed  without  rupture 

4.  All  possible  tumor  must  be  removed 

5.  When  diagnosis  is  in  doubt  after  examination  of  frozen  section  and 
patient  is  young  or  desires  pregnancy,  surgical  incision  must  be 
closed  and  final  diagnosis  awaited 
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no  other  purpose  than  for  staging,  as  involvement  of  the 
omentum  would  alter  the  stage  from  I to  III.  In  addition, 
Parker  has  found  that  the  five-year  survival  rate  of  pa- 
tients with  stage  I ovarian  carcinoma  who  were  treated 
with  omentectomy  was  definitely  greater  than  those 
patients  who  had  total  abdominal  hysterectomy  and 
bilateral  salpingo-oophorectomy  without  omentectomy. 

In  addition,  the  omentum  interferes  with  the  even  distribu- 
tion of  and  should  definitely  be  removed  if  ^^P  is  to 
be  used. 

Only  rarely  should  less  radical  surgery  be  considered. 
In  a young  woman  with  a tiny  intracystic  lesion  with  no 
excrescences,  no  adherence  to  adjacent  structures,  and 
a low  histologic  grade,  unilateral  oophorectomy  may  be 
considered  if  child-bearing  is  important.  The  opposite 
ovary  should  be  inspected  carefully,  even  bisected  if 
necessary.  Such  a situation,  however,  is  rare.  Munnell 
has  stated  that  in  carefully  selected  cases,  conservative 
surgery  may  be  considered,  but  he  also  noticed  a 12% 
incidence  of  microscopic  foci  of  cancer  in  the  apparently 
normal  ovary.  Therefore,  he  restricts  his  recommendation 
to  the  young  woman  with  a mucinous  adenocarcinoma  of 
low  grade.  I am  in  total  agreement  with  this  restricted 
recommendation. 

If  the  tumor  is  ruptured  during  operative  removal,  treat- 
ment with  radioactive  phosphorus  is  definitely  indicated. 
Decker  reported  that  this  therapy  resulted  in  a five-year 
survival  rate  of  80%  versus  43%  when  radioactive  phos- 
phorus was  not  used. 

The  role  of  alkylating  agents  in  stage  I disease  is  under 
study,  and  no  conclusion  can  be  made  at  this  time. 

Stages  lla  and  lib 

The  treatment  again  is  total  hysterectomy,  bilateral  sal- 
pingo-oophorectomy, omentectomy,  and  appendectomy. 
External  irradiation  is  included,  especially  if  the  disease 
extends  beyond  the  ovaries.  Adhesions  surrounding  the 
tumor  should  be  subjected  to  biopsy  to  determine  the 
presence  or  absence  of  cancer. 

Hudson  has  described  a technique  with  the  objective  of 
increasing  the  operability  of  malignant  tumors  fixed  in  the 
pelvis.  This  consists  essentially  of  a retroperitoneal  mobi- 
lization of  the  pouch  of  Douglas,  “as  a false  capsule,”  to 
either  a fixed  tumor  or  one  that  has  produced  seeding 
deposits  in  the  cul-de-sac.  The  uterus  is  usually  removed 
in  a retrograde  manner  in  continuity  with  the  tumor  mass, 
and  the  rectum  must  be  mobilized  from  the  hollow  of  the 


sacrum.  The  dissection  is  thus  completed  under  direct 
vision.  If  necessary,  partial  resection  of  the  rectum,  blad- 
der, or  small  bowel,  can  be  justified  if  all  visual  tumor  is 
removed  by  this  procedure. 

If  the  tumor  has  spread  to  other  structures  in  the  pelvis, 
the  entire  abdominal  cavity  is  probably  at  risk.  Thus, 
primary  surgery  should  be  followed  by  irradiation  to  the 
total  peritoneal  cavity  with  a pelvic  boost. 

The  moving  strip  technique  is  favored  at  some  institu- 
tions. With  this  technique,  2.5-cm  strips  are  plotted  on  the 
abdomen  and  each  strip  is  irradiated  four  times  anteriorly 
and  four  times  posteriorly  to  a total  dose  of  about  2,600- 
2,800  rads  in  12  doses.  This  gives  a biological  equivalent 
of  approximately  3,400  rads,  given  in  25  fractions  during 
three  weeks.  It  is  said  that  there  is  less  gastrointestinal 
reaction  with  this  technique. 

The  survival  rate  in  patients  who  have  tumor  masses 
less  than  2 cm  in  size  left  behind  with  radiotherapy,  is 
roughly  20%.  Therefore,  chemotherapy  is  much  more 
effective  than  radiotherapy  in  residual  tumors  greater  than 
2 cm. 

An  alkylating  agent  may  be  added  to  the  therapy  regi- 
men after  the  bone  marrow  recovers  from  the  irradiation 
therapy. 

In  summary,  stage  II  ovarian  cancer  should  be  treated 
by  surgical  removal  of  as  much  tumor  as  possible,  fol- 
lowed by  pelvic  irradiation.  Residual  masses  in  the  pelvic 
cavity  exceeding  2 cm  are  treated  by  chemotherapy. 

Data  from  the  NCI  and  The  University  of  Texas  Medical 
Branch  indicate  that  multidrug  chemotherapy  is  better 
than  single  alkylating  agent  alone  for  residual  masses 
exceeding  2 cm. 

Stage  III 

Most  common  ovarian  cancers  have  already  spread 
throughout  the  peritoneal  cavity  at  the  time  of  the  initial 
exploration.  Surgical  removal  of  as  much  tumor  as  possi- 
ble is  indicated.  This  should  not  be  carried  to  such 
extremes  that  prolonged  recovery  from  surgery  will  delay 
the  start  of  the  ancillary  therapy,  which  is  essential  in  this 
stage  of  disease.  In  most  cases,  total  abdominal  hyste- 
rectomy, bilateral  salpingo-oophorectomy,  omentectomy, 
and  appendectomy  can  be  performed.  The  small  bowel 
often  will  be  involved  in  a tumor  mass,  and  if  obstruction 
seems  imminent,  bowel  resection  should  be  seriously 
considered.  As  much  tumor  should  be  removed  as  is 
possible  without  undue  risk  to  the  patient. 
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If  the  tumor  is  so  extensive  that  it  cannot  be  resected 
completely,  everything  possible  should  be  done  to  estab- 
lish that  it  is,  indeed,  a primary  ovarian  cancer.  Cancer  of 
the  bowel  or  pancreas  can  produce  similar  situations  and 
treatment  for  them  is  different  from  that  for  epithelial 
ovarian  cancer. 

If  the  residual  tumor  left  behind  is  greater  than  2 cm  in 
size,  then  radiation  therapy  has  no  place  in  its  treatment. 
In  patients  with  less  than  2 cm  of  residual  tumor  masses, 
preliminary  data  at  UTMB  indicate  that  multidrug  chemo- 
therapy is  superior  to  radiotherapy. 

An  alkylating  agent  has  been  the  primary  chemothera- 
peutic agent  of  choice.  However,  data  from  the  NCI  and 
UTMB  indicate  multidrug  chemotherapy  is  better  than  a 
single  agent  alone.  If  a satisfactory  response  is  obtained, 
a “second  look”  surgery  is  considered  after  six  to  eight 
months.  It  may  be  possible  that  the  chemotherapy  has 
shrunk  lesions  to  the  point  that  they  are  now  amenable  to 
irradiation  or  further  surgical  reduction. 

Stage  IV 

The  treatment  of  stage  IV  lesions  differs  from  that  of  stage 
III  lesions  depending  on  the  extent  of  extraperitoneal 
involvement.  For  example,  if  supraclavicular  nodes  or 
periaortic  nodes  are  the  only  areas  of  extraperitoneal 
involvement,  an  additional  course  of  irradiation  may  be 
given.  If  the  pleural  cavity  is  involved,  thoracentesis  may 
be  necessary  and  special  measures  used  for  the  immedi- 
ate control  of  pleural  effusion.  In  general,  systemic  che- 
motherapy after  proof  of  diagnosis  is  the  major  treatment 
in  stage  IV  lesions,  and  the  results  have  been  discourag- 
ing. Although  symptoms  often  can  be  alleviated,  length  of 
survival  does  not  seem  to  be  increased. 

Immunology  may  have  a role  in  the  future  in  combatting 
ovarian  cancer.  The  Gynecologic  Oncology  Group  has 
developed  protocols  to  compare  the  use  of  chemotherapy 
with  chemotherapy  and  immunotherapy  combined,  but  no 
conclusions  can  be  drawn  at  this  time. 

Treatment  of  Nonepithelial  Tumors  of  the  Ovary 

Nonepithelial  lesions,  which  generally  arise  from  germ 
cells,  comprise  10%  of  all  ovarian  tumors  and  are  the 
most  common  gynecologic  tumors  in  children  and  ado- 
lescents. Approximately  one  in  six  are  malignant.  The 
cancer  progresses  rapidly,  and  the  ovary  is  susceptible  to 
torsion  because  of  the  long  infundibulopelvic  ligament. 


Germ  Cell  Tumors 

The  management  of  germ  cell  tumors  must  be  based  on 
the  knowledge  of  their  natural  history.  The  dysgerminoma 
resembles  sexually  undifferentiated  germ  cells  of  the 
early  gonad.  Some  patients  have  subnormal  gonadal 
development  and  pseudohermaphroditism.  In  a patient 
over  the  age  of  35  with  a tumor  that  is  spread  beyond  the 
ovary,  or  in  those  with  testicular  feminization,  the  ideal 
treatment  is  total  abdominal  hysterectomy,  bilateral  sal- 
pingo-oophorectomy,  appendectomy,  and  periaortic 
lymphadenectomy  with  postoperative  irradiation  to  the 
pelvic  and  periaortic  nodes  as  indicated. 

In  a young  woman  who  has  a unilateral  and  encapsu- 
lated dysgerminoma  and  who  wants  to  retain  childbearing 
functions,  conservative  management  is  indicated.  Only 
5%  to  10%  of  these  lesions  are  bilateral,  and  survival 
rates  approach  90%.  The  treatment  is  unilateral  salpingo- 
oophorectomy  with  biopsy  of  the  other  ovary  and  peri- 
aortic nodes,  as  well  as  cytologic  examination  of  the 
pelvic  fluid.  Follow-up  examinations  should  be  performed 
every  month  for  the  first  year  and  every  three  months  for 
the  next  four  years  and  every  six  months  thereafter. 
Ideally,  the  patient  should  undergo  a second  operation 
approximately  eight  months  after  the  initial  procedure  was 
performed.  If  tumor  persists,  further  surgery  and  radio- 
therapy can  be  performed,  and  survival  rates  still 
approach  90%. 

Endodermal  Sinus  Tumors,  Embryonal  Carcinoma, 
Choricarcinomas,  and  Vitelline  Tumors:  This  group  of  tu- 
mors of  the  ovary  are  highly  malignant  and  are  generally 
treated  by  total  abdominal  hysterectomy,  bilateral  sal- 
pingo-oophorectomy,  omentectomy,  and  periaortic  node 
lymphadenectomy.  No  strong  argument  can  be  made  for 
this  treatment  over  a more  conservative  approach,  since 
the  survival  rate  from  each  tumor  is  near  zero.  These 
tumors  are  not  radiosensitive,  but  triple  chemotherapy 
has  shown  some  encouraging  results.  A second  explora- 
tory operation  is  recommended  in  patients  surviving  more 
than  six  months  on  the  three-drug  regimen. 

Solid  Teratoma:  The  solid  teratoma  is  a benign  lesion 
that  occurs  commonly  in  patients  over  35  years  of  age. 
Conservative  treatment  is  not  indicated  despite  the  fact 
that  the  lesion  is  benign. 

Cystic  Teratoma:  Cystic  teratoma  accounts  for  50%  of 
ovarian  neoplasms  in  childhood,  has  a malignancy  rate 
below  the  2%  reported  in  adults,  and  is  bilateral  in  less 
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than  10%  of  the  patients.  Conservative  management  is 
recommended  in  children  and  adolescents. 

Mesenchymal  Tumors  (Gonadal  Stroma) 

Granulosa  cell  tumor  is  the  most  important  in  this  category 
and  is  bilateral  in  5%  of  the  patients.  A diagnosis  is  made 
not  infrequently  after  rupture,  with  a resulting  hemoperi- 
toneum.  In  women  over  35  years  of  age,  treatment 
involves  total  hysterectomy  and  bilateral  salpingo-oopho- 
rectomy.  In  children  and  adolescents,  the  tumor  usually  is 
unilateral  and  encapsulated,  and  unilateral  salpingo- 
oophorectomy  is  sufficient  treatment.  Approximately  25% 
are  associated  with  endometrial  carcinomas. 

The  male  sex  cord  tumors,  formerly  grouped  together 
as  the  arrhenoblastomas,  are  now  termed  Sertoli-Leydig 
cell  tumors.  They  are  managed  in  the  same  manner  as 
granulosa  cell  tumors.  Since  both  are  characterized  by 
late  recurrence,  total  hysterectomy  and  removal  of  the 
remaining  ovary  is  recommended  when  the  patient  has 
completed  her  family. 

Gonadoblastoma 

The  gonadoblastoma  is  a rare  ovarian  tumor  composed  of 
germ  cells  (dysgerminoma)  and  gonadal  stromal  cells 
(granulosa-theca  cells).  Sex  chromosome  study  usually 
shows  a 46XY  or  an  XO-XY  pattern.  Most  patients  are 
intersexual  with  the  female-type  habitus,  amenorrheic, 
and  possibly  virilized.  The  malignancy  rate  is  near  zero, 
but  the  gonads  are  useless  and  both  ovaries  should  be 
removed. 

Metastatic  Ovarian  Cancer 

Approximately  10%  of  ovarian  cancers  are  metastatic,  and 
the  survival  rate  is  low.  Most  arise  from  the  bowel,  breast, 
and  thyroid.  Since  cancer  of  the  colon  is  on  the  increase 
among  women  and  is  the  second  most  common  cancer, 
the  incidence  of  metastasis  to  the  ovary  from  the  colon  is 
also  increasing.  On  careful  sectioning  of  the  ovaries, 
approximately  25%  of  colon  cancer  patients  have  been 
found  to  have  metastasis  to  the  ovary.  In  prophylactic 
oophorectomies,  more  than  40%  of  the  patients  have 
been  found  to  have  metastasis  to  the  ovary  from  the 
breast,  if  multiple  sections  were  taken. 

Krukenberg  tumors  usually  originate  from  the  upper 
gastrointestinal  tract,  specifically  stomach  and  pylorus, 
but  may  develop  from  any  mucous-secreting  organ.  On 
microscopic  examination,  classic  signet  ring  cells  and  a 


cellular  stroma  derived  from  the  ovary  are  seen.  Rarely,  a 
Krukenberg-like  tumor  of  the  ovary  may  be  the  primary 
lesion. 
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in  a pyramid, 
sound  "step  two” 
hypertension 
therapy 
requires 
every  block 


duration  of  act\ou 


Cost 

According  to  a recent  study/  Solutensin® 
(hydroflumethiazide  50  mg./reserpine 
0.125  mg.)  was  the  most  economical  "step 
two"  therapy. . . about  34  the  cost  of  a day's 
supply  of  thiazide  + methyidopa  or  thiazide 
+ propranolol.^ 


Saluron* 

(hydroflumethiazide  SO  mg.) 

Salutensin^ 

(hydroflumethiazide  50  mg./reserpine  0.125  mg.) 

Salutensin-Demi 

(hydroflumethiazide  25 mg./reserpine  0.125 mg.) 

the  family  of 
anti  hypertensives 
completing  the 
therapeutic  pyramid 


Dosage  titration 

Solutensin  contains  the  recommended 
I effective  doses  of  both  its  components, 

: requiring  minimal  titration. 

I 

i 

iDuration  of  action 

Solutensin  contains  Saluron  (hydroflume- 
thiazide), an  intermediate-acting  thiazide 
diuretic,  which  works  over  an  18-24  hour 
period,  ideal  for  once-daily  therapy. 


Compliance 

The  total  daily  dose  can  be  given  once  a day. 
Compared  with  multiple-daily-dosage 
medications,  the  chance  of  a missed  dose 
is  greatly  reduced. 


Volume/vasoconstriction 

At  the  foundation  of  "step  two"  hypertension 
therapy,  control  of  both  circulating  volume 
and  peripheral  resistance  can  be  effectively 
achieved  with  the  combination  tablet 
Salutensin  one  day  at  a time. 
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Salutensin-Demi 

(hydroflumethiazide  25mg./reserpine  0.125 mg.) 

structured  for  the 
long  run  in"steptwo” 
hypertension 

Saluron®(  hydroflumethiazide) 
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For  complete  information  consult  Official  Package  Circular. 
CONTRAINDICATIONS:  Patients  with  anuria,  oliguria,  or  hypersensitivity 
to  this  or  other  sulfonamide  derived  drugs. 

WARNINGS:  Saluron  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired 
renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. Thiazides  may  be 
additive  or  potentiative  of  the  action  of  other  antihypertensive  drugs. 
Potentiationoccurs  with  gang  I ionic  or  peripheral  adrenergic  blocking  drugs. 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or 
bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported. 

Usage  in  pregnancy:  Usage  of  thiazides  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its 
possible  hazards  to  the  fetus. These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which 
have  occurred  in  the  adult. 

Nursing  mothers:  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  and  breast  milk. 


PRECAUTIONS:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate 
intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance:  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte 
determinations  are  particularly  important  when  the  patient  is  vomiting 
excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are:  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting. 

Hypokalemia  may  develop  with  thiazides  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or  during 
concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to 
hypokalemia.  Digitalis  therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial  activity. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific 
treatment  excep.  under  extraordinary  circumstances  (as  in  liver  disease 
or  renal  disease).  Dilutional  hyponatremia  may  occur  in  edematous 
patients  in  hot  weather:  appropriate  therapy  is  water  restriction,  rather 
than  administration  of  salt  except  in  rare  instances  when  the  hypo- 
natremia is  life  threatening.  In  actual  salt  depletion,  appropriate  replace- 
ment is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or 
unchanged.  Latent  diabetes  mellitus  may  become  manifested  during 
thiazide  administration. 

Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the 
postsympathectomy  patient. 

Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine. This 
diminution  is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent 
for  therapeutic  use. 

If  progressive  renal  impairment  becomes  evident,  as  indicated  by  a rising 
nonprotein  nitrogen  or  blood  urea  nitrogen,  a careful  reappraisal  of 
therapy  is  necessary  with  consideration  given  to  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid 
disturbance. 


ADVERSE  REACTIONS: 

A.  Gastrointestinal  system  reactions:  Anorexia,  gastric  irritation,  nausea. 


vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  pancreatitis. 

B.  Central  nervous  system  reactions:  Dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia. 

C.  Hematologic  react  ions:  Leukopenia,  agranulocytosis,  thrombocytopenia, 
aplastic  anemia. 

D.  Dermatologic-Hypersensitivity  reactions;  Purpura,  photosensitivity, 
rash,  urticaria,  necrotizing  angiitis  (vasculitis)  (cutaneous  vasculitis). 

E.  Cardiovascular  reaction:  Orthostatic  hypotension  may  occur  and  may 
be  aggravated  by  alcohol,  barbiturates,  or  narcotics. 

F.  Other;  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm, 
weakness,  restlessness. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
should  be  reduced  or  therapy  withdrawn. 

USUAL  DOSE:  The  average  adult  diuretic  dose  is  25  to  200  mg.  per  day. 

The  average  adult  antihypertensive  dose  is  50  to  100  mg.  per  day. 

Therapy  should  be  individualized  according  to  patient  response. This 
therapy  should  be  titrated  to  gain  maximal  therapeutic  response  as  well 
as  the  minimal  dose  possible  to  maintain  that  therapeutic  response. 

HOW  SUPPLIED:  Saluron  (hydroflumethiazide  50  mg.);  Bottles  of  100. 

Salutensin®*  Salutensin-Demi™  (12)  10/27/78 

(hydroflumethiazide,  reserpine  anti  hypertensive  formulation) 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy 
of  hypertension.  Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  represents  the  dos- 
age so  determined,  its  use  may  be  more  convenient  in  patient 
management.  The  treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient  worrant. 

CONTRAINDICATIONS:  Anuria,  oliguria,  active  peptic  ulceration, 
ulcerative  colitis,  severe  depression  or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 

WARNINGS:  Small-bowel  lesions  (obstruction,  hemorrhage,  perforation 
and  death)  have  occurred  during  therapy  with  enteric-coated  formulations 
containing  potassium,  with  or  without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only  when  indicated  and  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  pregnancy:  Thiazides  cross  the  placenta  and  can  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS:  Azotemia,  hypochloremia,  hyponatremia,  hypochloremic 
alkalosis  and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corti- 
costeroid therapy)  may  occur,  particularly  with  pre-existing  vomiting  and 
diarrhea.  Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium  chloride  or,  if  necessary, 
discontinuation  of  therapy.  Serum  ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks 
before  surgery  or  if  myocardial  irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic  ulcera- 
tion or  bronchial  asthma:  in  postsympathectomy  patients:  in  patients  on 
quinidine:  and  in  patients  with  gallstones,  in  whom  biliary  colic  may  occur. 
Patients  who  have  diabetes  mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observation  if  treated  with  this  agent. 
ADVERSE  REACTIONS:  Hydroflumethiazide:  Skin-rashes  (including 
exfoliative  dermatitis),  skin  photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic  anemia,  orthostatic  hypotension 
(potentiated  with  alcohol,  barbiturates  or  narcotics),  allergic  glomerulo- 
nephritis, acute  pancreatitis,  liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  thrombocytopenia,  hyperuricemia, 
hyperglycemia,  glycosuria,  malaise,  weakness,  dizziness,  fatigue, 
paresthesias,  muscle  cramps,  skin  rash,  epigastric  distress,  vomiting, 
diarrhea  and  constipation.  Reserpine:  Depression,  peptic  ulceration, 
diarrhea.  Parkinsonism,  nasal  stuffiness,  dryness  of  the  mouth,  weight 
gain,  impotence  or  decreased  libido,  conjunctival  injection,  dull  sensorium, 
deafness,  glaucoma,  uveitis,  optic  atrophy,  and,  with  overdosage,  agita- 
tion, insomnia  and  nightmares. 

USUAL  DOSE:  1 tablet  b.i.d. 

HOW  SUPPLIED:  Salutensin  (hydroflumethiazide  50  mg.,  reserpine  0.1 25 
mg.);  Bottles  of  100  and  1000. 

Salutensin-Demi  (hydroflumethiazide  25  mg.,  reserpine  0.125  mg.); 

Bottles  of  100. 
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Current  concepts  of  radiotherapy 
In  treatment  of  carcinoma  of  the  cervix 

Marvin  H.  Olson,  MD 


Improved  diagnosis  and  treatment  (including  supervolt- 
age irradiation),  and  the  additional  benefit  of  certain 
screening  procedures,  have  brought  about  an  acceptable 
cure  rate  for  carcinoma  of  the  cervix.  The  selection  of 
treatment — or  treatment  combination — varies  with  the 
stage  of  the  disease.  Surgical  staging  is  expected  to  im- 
prove survival  rates  further  because  of  the  discovery, 
through  surgical  staging,  of  unsuspected  metastases  in 
the  para-aortic  nodes.  The  newest  methods  of  treatment 
(employed  at  this  time  in  opiy  a few  centers)  include  the 
use  of  fast  neutrons  and  high-energy  photon  beams. 


In  recent  years,  methods  have  been  improved  and  radio- 
logic  techniques  refined  in  treatment  of  carcinoma  of  the 
cervix  resulting  in  an  acceptable  cure  rate.  The  use  of 
supervoltage  and  particle  irradiation  has  been  influential 
in  the  realization  of  these  improved  results. 

More  effective  treatments  developed  in  recent  years 
can  be  related  to  advances  in  surgery  and  anesthesiol- 
ogy, the  availability  of  new  isotopes  and  equipment  in 
radiation  oncology,  and  common  cancer-screening  pro- 
cedures. Consequently,  the  disease  is  identified  earlier — 
and  in  younger  women — so  that  complete  extirpation  is 
possible  in  more  cases. 

Surgical  Staging 

Preliminary  results  are  available  from  a survey,  conducted 
by  the  Division  of  Radiation  Oncology  and  the  Department 
of  Obstetrics  and  Gynecology  at  UTMB,  on  the  influence 
of  staging  laparotomies  on  the  treatment  of  carcinoma  of 
the  cervix.  A complete  analysis  of  the  study  will  be  pub- 
lished, and  should  yield  some  new  ideas  about  the  effec- 
tiveness of  various  treatments  at  specific  clinical  stages, 
especially  in  stage  ll-B  and  in  the  more  advanced  stages 
of  carcinoma.  In  addition,  we  should  have  more  precise 
information  on  the  frequency  of  abdominal  para-aortic 
node  involvement,  so  that  treatment  regimens  may  be 
altered  appropriately. 

We  have  recently  reviewed  cases  in  which  patients 
underwent  celiotomy  and  staging  before  surgical  treat- 
ment. Among  31  cases  that  had  been  classified  clinically 
as  stage  l-B,  18  were  reclassified  at  surgery  as  l-B,  one 
as  ll-A,  one  as  ll-B,  six  as  lll-B,  three  as  IV-A,  and  two 

Presented  as  part  of  a postgraduate  course,  "Cancer:  A Multidisciplinary 
Approach, " sponsored  by  the  Cancer  Research  Center  and  the  Division 
of  Continuing  Education,  The  University  of  Texas  Medical  Branch  at 
Galveston,  May  26-28,  1977. 


as  IV-B.  One  case  that  had  been  classified  clinically  as 
stage  lll-B  was  reclassified  upon  celiotomy  as  l-B.  Such 
a dramatic  reclassification,  of  course,  may  modify  treat- 
ment. 

Several  questions  have  been  raised  as  a consequence 
of  these  findings.  The  first  is  why  were  results  as  good  as 
they  were  when  we  did  little  surgical  staging?  Some  re- 
searchers believe  that  the  surgical  staging  may  result  in 
better  treatment — that  another  5%  to  15%  will  be  added 
to  the  survival  rates  when  disease  that  is  found  is  treated 
by  different  techniques. 

The  total  incidence  of  metastases  to  the  aortic  nodes, 
found  at  surgical  staging,  was  not  great  (in  stage  l-B  it 
was  6.6%,  in  stage  ll-A,  16.6%,  and  in  stage  ll-B,  40%), 
but  metastases  were  found  in  a significant  number  of 
patients  in  whom  para-aortic  node  metastases  had  not 
been  suspected  before  the  staging  procedure. 

When  patients  undergoing  radiotherapy  were  com- 
pared with  surgical  patients,  similar  conflicts  with  clinical 
staging  were  observed.  In  the  cases  classified  clinically 
as  stage  l-B  or  ll-B,  a considerable  number  had  to  be 
reclassified  into  a more  advanced  stage.  In  the  radio- 
therapy patients,  however,  all  cases  classified  as  stage  IV 
were  truly  stage  IV,  as  were  also  those  that  had  been 
staged  as  lll-A  and  lll-B. 

In  examining  certain  patients  treated  from  1974  to  the 
present  (although  we  realize  the  time  is  short),  the  survival 
of  those  with  stage  I disease  is  90%;  stage  ll-A,  83%,  and 
stage  lll-B,  46%.  In  comparing  these  results  to  those  with 
patients  treated  before  1970,  the  survival  for  patients  with 
stage  lll-B  disease  is  found  to  be  greatly  increased.  We 
attribute  the  results  primarily  to  the  introduction  of  the 
high-energy  photon  beam  generated  by  the  betatron. 

In  our  recent  series  of  patients  who  have  undergone 
surgical  staging,  we  expect  the  results  will  be  better,  be- 
cause we  believe  that  some  of  the  earlier  patients  had 
metastatic  disease  of  para-aortic  nodes  which  had  been 
undetected  at  clinical  staging.  In  the  recent  series,  five 
of  eight  patients  who  received  irradiation  to  the  para-aortic 
nodes  are  still  doing  well,  and  two  of  the  other  three  died 
of  other  causes,  heart  disease  and  cerebrovascular  acci- 
dent; one  died  of  disease  that  was  already  disseminated 
at  the  time  of  diagnosis. 

The  information  obtained  from  the  pretreatment  staging 
laparotomy  should  help  us  define  which  modality,  or  com- 
bination of  modalities,  would  be  best  for  an  individual 
patient.  Various  treatments  which  might  be  combined 
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would  include  radical  hysterectomy,  lymphadenectomy, 
surgery  after  irradiation,  and  pelvic  irradiation  used  as  the 
primary  treatment.  In  addition,  we  will  be  able  to  select 
certain  cases  for  pelvic  irradiation  combined  with  surgical 
procedures  to  enhance  the  effectiveness  of  the  irradiation. 
For  most  patients  with  advanced  disease,  palliative  radio- 
therapy no  doubt  will  be  indicated. 

In  patients  with  bulky  central  disease,  the  treatment  will 
include  a surgery  radiotherapy  combination.  The  radio- 
therapy usually  involves  external  and  intracavitary  irradia- 
tion. The  doses  delivered  by  external  radiotherapy  will  not 
be  so  high  as  to  interfere  with  subsequent  surgery  to 
remove  residual  central  disease. 

Newest  Methods  of  Treatment 

In  addition  to  the  usual  treatment  modalities  for  carcinoma 
of  the  cervix,  some  important  studies,  involving  the  use  of 
fast  neutrons,  recently  have  been  initiated  in  Europe  and 
the  United  States.  Of  eight  institutions  in  the  world  where 
fast  neutrons  are  being  used  in  the  treatment  of  malignant 
disease,  five  are  in  the  United  States;  The  University  of 
Texas  System  Cancer  Center  (M.  D.  Anderson  Hospital 
and  Tumor  Institute),  UTMB  (utilizing  the  TAMVEC  instal- 
lation at  College  Station),  Fermi  Laboratory  in  Batavia,  III, 
Cleveland  Clinic  in  Cleveland,  University  of  Washington  in 
Seattle,  and  the  MANTA  installation  in  Washington,  DC. 

Certain  patients  at  M.  D.  Anderson  and  UTMB  are  being 
treated  with  the  mixed  beam,  which  is  a combination  of 
the  use  of  fast  neutrons  and  high-energy  photons.  Fast 
neutron  treatment  is  administered  twice  weekly;  high- 
energy  photon  beams  are  used  in  the  treatment  three 
times  weekly. 

Comment 

Most  important  in  treatment  of  cervical  carcinoma  is  tailor- 
ing the  therapy — or  combining  treatments — to  the  type, 
location,  and  stage  of  disease.  With  continuing  efforts  to 
improve  diagnostic  methods,  to  determine  the  true  extent 
of  the  disease,  and  to  improve  techniques  in  surgery  and 
radiotherapy  (as  well  as  adding  other  modalities,  such  as 
chemotherapy  and  immunotherapy,  when  indicated),  the 
survival  rates  are  expected  to  increase. 


REFERENCES 

1.  Fletcher  GH:  Textbook  of  Radiotherapy,  Philadelphia,  Lea  & 
Febiger,  1973,  p 629,  2nd  ed. 

2.  Piver  MS,  Barlow  JJ:  Para-aortic  node  irradiation  for  cervical 
cancer.  Presented  at  the  Annual  Meeting  of  the  Society  of  Gynecologic 
Oncologists,  January  1975. 

Marvin  H.  Olson,  MD,  Division  of  Radiation  Oncology,  The  University 
of  Texas  Medical  Branch,  Galveston,  TX  77550. 


91 


Volume  75  February  1979 


The  rofe  of  adjuvant  therapy 
in  coforectal  carcinoma 

Frank  J.  Panettiere,  MD 


Even  when  “curative  resection"  is  attempted  and  all 
known  disease  is  removed,  if  adenocarcinoma  of  the  large 
bowel  has  involved  the  entire  bowel  wall  or  adjacent 
lymph  nodes,  two-thirds  of  those  patients  will  subsequent- 
ly die  of  tumor.  Therefore,  various  postoperative  chemo- 
therapy and  immunotherapy  programs  have  been  de- 
vised. The  data  indicate  that  such  combined  modality 
therapy  delays  clinical  recurrence  of  tumor.  Although  it  is 
likely  that  an  increased  cure  rate  also  will  be  demon- 
strated, it  is  too  early  to  be  certain. 


When  adenocarcinoma  of  the  large  intestine  has  pene- 
trated through  the  entire  bowel  wall  or  has  invaded  adja- 
cent regional  lymph  nodes,  even  a so-called  “curative 
resection”  cures  only  one  patient  in  three.  Even  after  all 
known  tumor  has  been  removed,  there  is  only  a 50% 
chance  that  a patient  will  be  alive  two  and  a half  to  three 
years  later.  Therefore,  various  postoperative  adjuvant 
chemotherapy  and  immunotherapy  programs  have  been 
devised  to  try  to  improve  upon  this  dismal  situation. 

In  the  earliest  regimens  of  postoperative  chemotherapy 
to  treat  this  tumor,  nitrogen  mustard'  or  thio-TEPA^  was 
given  for  one  to  three  days  postoperatively.  (Now  we 
know  that  these  drugs  are  essentially  ineffective  in  the 
management  of  disseminated  colon  cancer.  They  were 
ineffective  as  adjuvants  also.)  The  drug  with  the  greatest 
activity  against  disseminated  colon  cancer  has  been  5-FU 
(as  well  as  a closely  related  drug,  5-FUdR).  Therefore, 
it  has  been  tried  as  a postoperative  adjuvant.  One  study 
of  more  than  500  patients,  however,  in  which  5-FUdR  was 
given  postoperatively  and  repeated  once  six  weeks  later, 
demonstrated  no  effect  at  all.'’  On  the  other  hand,  a study 
involving  5-FU  given  every  six  weeks  for  the  remainder  of 
the  patient's  life  apparently  showed  a slight  prolongation 
of  survival.'' 

Drug  Therapy 

Until  recently,  5-FU  was  the  only  drug  known  to  be  effec- 
tive in  the  management  of  disseminated  colorectal  can- 
cer. Recently,  a new  synthetic  antitumor  agent  known  as 
methyl  CCNU  also  was  shown  to  be  effective.  When  5-FU 
is  combined  with  methyl  CCNU  to  treat  disseminated 
tumors,  this  two-drug  combination  is  more  than  twice  as 
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likely  to  cause  tumor  shrinkage  as  is  5-FU  used  by  itself.® 
We  assume  that  the  most  effective  therapy  for  gross 
disease  should  be  the  best  against  any  microscopic 
disease  remaining  after  attempted  curative  surgery.  If 
that  is  true,  this  two-drug  combination  should  be  superior 
to  5-FU  alone. 

There  is  another  theoretical  reason  why  this  combina- 
tion should  be  a superior  postoperative  adjuvant.  In  mice 
with  large-size  colon  tumors,  5-FU  plus  methyl  CCNU 
prolongs  survival  but  does  not  produce  cures.  In  mice  with 
small-size  colon  tumors,  this  combination  can  produce 
cures.®  Therefore,  it  appears  that  the  best  chemotherapy 
to  treat  microscopic  cancer  would  be  the  most  effective 
for  gross  disease;  namely,  the  combination  of  5-FU  and 
methyl  CCNU.  Nevertheless,  it  remains  to  be  shown 
whether  the  more  toxic  combination  will  produce  ade- 
quate benefit. 

Immunotherapy 

The  typical  cancer  patient  has  impaired  immune  respon- 
siveness. Therefore,  it  is  hoped  that  stimulating  immunity 
might  be  beneficial.  The  data  indicate,  however,  that 
immunotherapy  is  likely  to  be  effective  only  if  the  tumor 
is  small.  (In  mice  with  L-1210  leukemia,  stimulation  of  the 
immune  response  can  cure  those  with  less  than  100,000 
leukemic  cells,  but  it  cannot  cure  those  with  more  than 
that  number.)  It  is  thought  that  a similar  situation  may  exist 
in  human  leukemia.^  Other  data  indicate  that  immune 
response  stimulation  will  prolong  survival  significantly  in 
patients  with  stage  I lung  cancer,  but  not  in  patients  with 
more  advanced  stages.®  One  wonders  whether  such 
stimulation  might  be  beneficial  for  patients  in  whom  the 
likelihood  of  colon  cancer  recurrence  is  high  despite  total 
clinical  resection.  The  thought  is  that  the  undetectable 
remaining  tumor  would  be  susceptible  to  an  immunologic 
attack. 

The  immunotherapy  most  commonly  used  in  the  treat- 
ment of  cancer  today  involves  the  use  of  BCG  by  skin 
scarification.  Although  it  occasionally  has  been  effective 
against  cutaneous  melanoma  it  never  has  affected  vis- 
ceral disease.  Scarifications  are  most  effective  in  immu- 
nizing axillary  and  inguinal  nodes,  which  are  unlikely  to  be 
valuable  in  attacking  colon  cancer.  Lymph  nodes  near  the 
colon  cancers  have  proved  to  be  deficient  in  reactivity  to 
tumor  antigens.® 

Therefore,  it  may  be  more  reasonable  to  give  BCG  by 
mouth  so  that  the  lymphatic  tissue  draining  the  gut  might 
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be  maximally  stimulated  to  assist  the  patient  in  his  fight 
against  cancer.  Oral  BCG  immunotherapy  does  cause 
conversion  of  tuberculin  skin  tests  from  negative  to  posi- 
tive, and  so  has  systemic  effectiveness. 

Testing  of  Combined  Chemotherapy  and  Immunotherapy 

Since  there  are  at  least  theoretical  benefits  from  the  use 
of  chemotherapy  and  of  immunotherapy,  the  question  is 
whether  a combination  would  be  more  beneficial.  How- 
ever, since  chemotherapy  is  immunosuppressive,  simul- 
taneous administration  is  not  likely  to  show  immuno- 
therapy benefit.  However,  when  chemotherapy  is  given 
intermittently,  immunologic  rebounds  occur  between 
chemotherapy  courses.  Therefore,  when  they  are  com- 
bined, intermittent  chemotherapy  would  be  the  most 
rational  approach. 

Because  of  the  need  to  improve  upon  the  results  of 
“curative”  surgery  alone,  many  postoperative  chemo- 
therapy and  immunotherapy  regimens  are  being  tested 
today.  The  two  most  important  studies  deserve  special 
discussion. 

M.  D.  Anderson  Hospital  Study 

The  first  study  was  designed  by  Giora  Mavligit,  MD,  at 
the  M.  D.  Anderson  Hospital  and  has  been  used  at  that 
center  since  1973.  Ail  patients  with  Duke  C colorectal 
cancer  receive  immunotherapy  with  BCG  by  cutaneous 
scarification.  This  is  not  a randomized  study,  but  in  addi- 
tion to  the  cutaneous  BCG,  some  patients  are  given 
chemotherapy  in  the  form  of  5-FU  by  mouth.  (Although 
5-FU  may  be  effective  by  the  oral  route,'®  absorption  is 
erratic,  so  unfortunately  this  convenient  mode  of  adminis- 
tration is  not  regarded  as  optimal.) 

In  a recent  analysis  of  the  data,  121  patients  had  been 
entered  into  the  study,  with  52  receiving  BCG  scarification 
alone  and  69  receiving  BCG  plus  oral  5-FU.  The  longest 
followup  at  that  time  was  42  months  and  the  median  was 
more  than  21  months.  When  results  were  compared  with 
a control  group  consisting  of  patients  treated  with  surgery 
alone,  those  who  received  either  BCG  alone  or  BCG  plus 
5-FU  had  fared  better  than  the  control  group.  Statistically, 
whether  the  patient  received  oral  5-FU  or  not,  did  not 
seem  to  make  any  difference." 

Nationwide  Study 

The  other  major  study  of  adjuvant  chemotherapy-immu- 
notherapy was  one  we  developed  in  1974  at  The  Univer- 


sity of  Texas  Medical  Branch  at  Galveston  (UTMB).  We 
believe  that,  potentially,  it  should  be  more  effective  than 
the  other  regimen.  Rather  than  giving  oral  5-FU  alone,  we 
utilized  the  combination  of  intravenous  5-FU  plus  methyl 
CCNU.  Rather  than  giving  BCG  by  scarification,  we  give 
it  by  mouth. 

Because  the  effectiveness  of  methyl  CCNU  plus  5-FU 
is  well  documented,  at  least  in  the  treatment  of  widely 
disseminated  disease,  we  decided  that  all  patients  should 
receive  such  chemotherapy.  Because  the  antitumor 
efficacy  of  oral  BCG  is  unknown,  we  gave  such  immuno- 
therapy, by  random  assignment,  to  50%  of  the  patients. 

Based  on  these  considerations,  we  designed  what  be- 
came Southwest  Oncology  Group  protocol  7510.  One 
course  of  treatment  consists  of  a single  dose  of  methyl 
CCNU  and  three  weeks  intravenous  injections  of  5-FU. 
Such  courses  are  repeated  every  eight  weeks  for  one 
year.  Those  patients  who  receive  immunotherapy  are 
given  the  same  chemotherapy  plus  oral  BCG  every  other 
week  for  this  entire  treatment  year. 

Nearly  400  patients  from  more  than  30  medical  centers 
have  been  entered  into  this  program.  Although  The  Uni- 
versity of  Texas  Medical  Branch  has  entered  more  pa- 
tients than  any  other  center,  close  behind  are  the  Univer- 
sity of  Oklahoma,  the  University  of  Kansas,  and  The 
University  of  Texas  at  San  Antonio,  with  medical  centers 
in  Seattle,  Honolulu,  Columbus  (Ohio),  Detroit,  and  Cleve- 
land following.  It  is  evident  that  surgeons  and  medical 
oncologists  at  many  centers  are  quite  enthusiastic  about 
the  program.  Moreover,  because  many  institutes  are  in- 
volved, the  results  will  not  reflect  local  conditions  peculiar 
to  a single  center. 

The  initial  results  of  the  study  look  good,  but  it  is  much 
too  early  to  make  any  definitive  judgment.  At  the  time  of 
writing,  less  than  one-third  of  the  patients  have  been  fol- 
lowed for  more  than  one  year  after  the  colon  resection. 
Based  upon  worldwide  statistics,  more  than  20  patients 
could  have  been  expected  to  have  died  of  recurrent 
tumor,  and  yet  only  four  patients  in  this  adjuvant  study 
have  died  of  cancer.  No  conclusions  about  “cure”  can  be 
drawn  at  this  time.  It  is  certainly  possible  that  the  year  of 
adjuvant  therapy  may  only  delay  recurrence  and  death  but 
not  actually  increase  the  proportion  cured.  So  far,  oral 
BCG  does  not  seem  to  have  any  impact  on  relapse  rate 
or  death  rate. 

In  summary,  when  colorectal  cancer  becomes  locally 
advanced,  with  penetration  through  all  layers  of  the  bowel 
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wall  or  with  involvement  of  regional  lymph  nodes,  only 
one-third  of  the  cases  are  cured  by  “curative”  surgery.  For 
this  reason,  it  appears  rational  to  treat  these  patients 
postoperatively  with  chemotherapy  or  immunotherapy, 
or  both.  Although  these  data  are  preliminary,  it  appears 
that  such  therapy  delays  clinical  recurrence  and  may  well 
prolong  survival. 
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Advances  in  the  chemotherapy 
and  immunotherapy  of  iung  cancer 

Frank  J.  Panettiere,  MD  John  J.  Constanzi,  MD 


Lung  cancer  is  several  disorders  which  differ  greatly  in 
their  natural  history  and  in  their  response  to  various  forms 
of  therapy.  Many  different  drugs  are  able  to  shrink  tumors 
of  various  types.  Greater  and  more  prolonged  benefits 
seem  to  result  from  combination  therapy  and  from  the  new 
anticancer  drug,  ifosfamide.  Recent  data  indicate  that 
substances  designed  to  stimulate  the  immune  system, 
given  intrapleurally  or  systemically,  may  be  a valuable 
supplement  to  standard  therapy. 


What  we  call  “lung  cancer”  is  not  one  disease,  but  rather 
a number  of  different  disorders  which  vary  greatly  in  their 
natural  history.  Epidermoid  lung  cancer,  for  example, 
characteristically  metastasizes  quite  late  and  does  almost 
all  of  its  damage  locally.  Even  at  autopsy,  46%  of  patients 
with  epidermoid  lung  cancer  have  no  evidence  of  disease 
outside  of  the  thorax.  Small  cell,  undifferentiated  lung 
cancer  (oat  cell),  however,  is  entirely  different  in  that  it 
is  almost  always  widely  disseminated,  even  when  first 
discovered.  The  other  major  types  of  lung  cancer,  adeno- 
carcinoma and  large  cell  undifferentiated  lung  cancer, 
have  characteristics  somewhat  intermediate  between  the 
extremes  of  the  oat  cell  and  epidermoid  varieties. 

Chemotherapy 

These  tumor  types  differ  from  one  another  even  more  in 
their  responsiveness  to  the  various  forms  of  drug  therapy. 
For  example,  although  nitrogen  mustard  and  Cytoxan  are 
considered  to  be  similar  in  their  actions,  they  have  dis- 
similar effectiveness  with  these  two  forms  of  lung  cancer. 
In  prospective  randomized  clinical  trials  in  which  these 
two  drugs  were  compared  to  a placebo,  nitrogen  mustard 
doubled  the  median  survival  time  of  patients  with  epi- 
dermoid carcinoma,  but  had  little  effect  in  those  with  oat 
cell  carcinoma.  Cytoxan  on  the  other  hand,  nearly  tripled 
the  median  survival  time  of  patients  with  oat  cell  carci- 
noma and  only  minimally  affected  the  median  survival 
time  of  those  with  the  epidermoid  variety.  Because  of 
examples  such  as  these,  the  drug  therapy  for  each  of  the 
four  main  histologic  types  of  lung  cancer  should  be  con- 
sidered separately. 

Epidermoid  (or  squamous  cell)  carcinoma  of  the  lung, 
because  it  is  generally  quite  localized  is  often  treated  with 
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surgery  or  local  radiotherapy.  If  nothing  further  is  done, 
however,  the  prognosis  is  dismal.  If  a patient  has  an 
inoperable  tumor,  confined  clinically  to  one  half  of  the 
chest,  and  receives  only  supportive  care,  the  median 
duration  of  survival  to  be  expected  (from  the  time  his 
tumor  is  considered  to  be  inoperable)  would  be  15.7 
weeks.  If,  on  the  other  hand,  he  has  disease  which  ex- 
tends beyond  one  hemithorax  and  is  treated  with  sup- 
portive therapy  along,  the  median  duration  of  survival 
expected  would  be  9.4  weeks.' 

Although  radiotherapy  is  commonly  used  in  patients 
with  localized  disease,  there  is  controversy  as  to  whether 
it  prolongs  survival.^  Even  if  it  does  not  increase  the  life 
span,  however,  it  does  often  palliate  painful  bone  meta- 
stases  and  such  symptoms  as  those  resulting  from  ob- 
struction of  the  superior  vena  cava  or  of  radicles  of  the 
bronchial  tree. 

The  general  experience  with  chemotherapy  in  wide- 
spread squamous  cell  carcinoma  of  the  lung  has  been 
that  single  drugs  result  in  little,  if  any  prolongation  of 
survival,  although  a number  of  individual  drugs  have 
caused  objective  tumor  regressions.  If  an  objective  re- 
gression is  defined  as  shrinkage  of  an  objectively  measur- 
able tumor  to  half  its  original  size  or  smaller,  a 20%  or 
greater  response  rate  (“objective  regression”)  has  been 
reported  when  such  drugs  as  CCNU,  nitrogen  mustard, 
methotrexate,  dibromodulcitol  or  procarbazine  have  been 
used.  Cytoxan,  Adriamycin,  and  Velban  have  produced 
response  rates  of  1 5%  to  20%.^  Despite  such  a large 
number  of  individual  drugs  showing  evidence  of  objective 
response  in  the  treatment  of  bronchogenic  epidermoid 
carcinoma,  except  for  the  already  mentioned  data  that 
nitrogen  mustard  therapy  can  prolong  survival,  none  of 
these  other  single  drugs,  when  used  alone,  seems  to  pro- 
long the  survival  period  significantly.  Symptomatic  relief  is 
seen  often,  but  only  rarely  do  these  single  drugs  prolong 
life  to  any  meaningful  extent.  For  this  reason,  various 
combinations  of  these  drugs  have  been  designed,  and 
new  drugs  have  been  tested,  in  hopes  of  increasing  the 
frequency  of  tumor  shrinkage  and  also  in  an  attempt  to 
prolong  survival. 

Small  cell  (or  oat  cell)  carcinoma  of  the  lung  is  unques- 
tionably the  most  sensitive  to  chemotherapy.  Objective 
responses  have  been  observed  in  more  than  25%  of 
patients  with  many  drugs,  given  singly,  including  Cytoxan, 
procarbazine,  methotrexate,  nitrogen  mustard,  and  Adria- 
mycin.'’ A large  number  of  other  drugs  are  only  slightly 
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96  less  effective.  Unfortunately,  however,  the  effect  of  such 
single  drug  therapy  has  been  rather  transient.  In  one  large 
study,  the  placebo  control  patients  had  a median  survival 
time  of  seven  weeks.  Those  treated  with  nitrogen  mustard 
lived  1 1 weeks,  and  those  treated  with  Cytoxan  lived  17 
weeks.'’  In  an  attempt  to  improve  the  frequency  and  dura- 
tion of  responses,  many  combinations  have  been  em- 
ployed to  try  to  treat  oat  cell  carcinoma  of  the  lung.  A 
major  problem  with  any  of  these  chemotherapy  regimens 
is  the  propensity  for  this  tumor  to  develop  metastases  to 
the  central  nervous  system.  Most  antitumor  drugs,  like 
most  other  medications,  cross  the  blood-brain  barrier  only 
poorly.  Therefore,  although  one  normally  considers  sys- 
temic chemotherapy  to  be  total  body  therapy,  one  must  be 
particularly  aware  of  this  central  nervous  system  “sanc- 
tuary,” especially  when  treating  a tumor  which  spreads  so 
often  to  the  central  nervous  system.  Currently,  the  best 
approach  to  this  tumor  seems  to  consist  of  one  or  two 
courses  of  combination  chemotherapy,  followed  by  pro- 
phylactic whole  brain  radiotherapy,  followed  after  that  by 
continued  chemotherapy. 

Adenocarcinoma  of  the  lung  is  also  benefitted  by  a 
number  of  single  drugs.  Responses  in  at  least  20%  of 
cases  have  been  reported  with  such  drugs  as  methyl 
CCNU,  methotrexate,  nitrogen  mustard,  mitomycin  C,  and 
CCNU.  Procarbazine,  Cytoxan,  and  Adriamycin  have 
documented  efficacy  in  the  15%  to  19%  range.’’  At  this 
time,  various  combinations  of  drugs  are  being  designed  in 
an  attempt  to  improve  upon  this  response  rate.  Since 
Adriamycin  plus  Cytoxan  seems  to  be  synergistic  in  ani- 
mal systems,  this  combination  is  being  used  currently  in 
the  management  of  several  varieties  of  human  adeno- 
carcinomas. 

Large  cell  undifferentiated  carcinoma  of  the  lung 
consists  of  a heterogeneous  group  of  different  tumors, 
including  poorly  differentiated  epidermoid  and  poorly 
differentiated  adenocarcinomas.  An  exact  determination 
of  the  total  proportion  of  each  is  difficult  because  what 
one  pathologist  might  call  a large  cell  undifferentiated 
tumor,  another  might  call  a poorly  differentiated  tumor  of 
a specific  variety.  Therefore,  it  is  not  surprising  that  there 
is  no  agreement  as  to  the  best  drug  for  the  management 
of  tumors  placed  in  this  category.  The  literature  does 
suggest  that  the  response  rate  for  tumors  classified  in 
this  category  varies  between  20%  and  35%  with  single 
drugs  such  as  procarbazine,  nitrogen  mustard,  Adria- 
mycin, and  Cytoxan.®  Thus  far,  no  individual  combination 


of  drugs  is  recognized  as  superior  to  any  of  these  single 
drugs  in  the  management  of  large  cell  carcinoma  of  the 
lung. 

To  summarize  the  current  situation  with  the  standard 
chemotherapy  drugs  in  the  management  of  the  different 
types  of  lung  cancer,  a number  of  different  drugs  can 
temporarily  reduce  tumor  size  and  bring  some  real  symp- 
tomatic relief,  but  this  is  all.  However,  some  experience 
is  available  now  with  an  exciting  new  drug  which  seems  to 
offer  great  efficacy  in  the  various  forms  of  lung  cancer, 
especially  the  epidermoid  variety. 

Ifosfamide 

The  new  drug  is  ifosfamide,  an  analog  of  Cytoxan,  which 
in  European  studies  has  been  reported  as  causing  an 
80%  regression  rate  in  oat  cell  cancer  of  the  lung.  Until 
recently,  this  drug  was  not  used  even  experimentally  in 
this  country  because  it  was  generally  believed  to  be  “only 
another  Cytoxan.”  It  is  different.  First,  it  has  a different 
spectrum  of  toxicity.  Cytoxan  causes  significant  bone 
marrow  toxicity,  and  occasionally  urinary  tract  toxicity. 
Ifosfamide  causes  less  bone  marrow  toxicity,  but  its 
major  dose-limiting  toxicity  is  upon  the  urinary  tract.  This 
problem,  as  we  shall  see,  is  manageable. 

Of  the  first  40  patients  to  whom  we  administered  this 
drug  at  The  University  of  Texas  Medical  Branch,®  five 
were  not  evaluable  because  of  inadequate  trials.  Some  of 
these  patients  died  rapidly  because  of  tumor  progression 
and  some  were  lost  to  follow-up.  Thirty-five  did  receive 
adequate  trials  (at  least  two  courses).  The  first  patients  we 
treated  were  given  the  drug  in  the  same  way  that  it  was 
used  in  Europe:  a course  consisted  of  a single  high-dose 
bolus  given  intravenously.  Because  of  the  high  risk  of 
renal  toxicity,  this  therapy  required  hospitalization,  intra- 
venous fluids,  and  48  hours  of  bladder  irrigation  by 
catheter.  Subsequently,  we  devised  an  outpatient  pro- 
gram in  which  the  dose  was  given  daily  for  five  days  and 
did  not  require  hospitalization.  Among  the  21  patients 
given  the  drug  on  the  high-dose  regimen,  the  tumor  dis- 
appeared completely  in  two  and  shrank  more  than  50%  in 
five.  Of  the  14  patients  treated  with  the  five-day  outpatient 
regimen,  8 had  partial  regressions:  a 57%  response  rate. 
Between  both  regimens,  35  patients,  there  were  2 com- 
plete and  13  partial  responses.® 

In  our  experience,  gross  hematuria  occurred  only  in 
patients  treated  (as  inpatients)  with  the  large-dose  bolus. 
Hematuria  was  not  a significant  problem  in  patients  being 
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treated  in  the  outpatient  program,  which  apparently  was 
more  effective.  Impaired  renal  function  did  not  develop  in 
any  patient.  Nausea  and  vomiting  was  a definite  problem, 
although  less  so  among  patients  in  the  low-dose  out- 
patient program.  Severe  depression  of  white  blood  cell 
count  was  observed  in  only  three  patients.  Platelet  de- 
pression was  uncommon.  Ifosfamide  is  not  yet  commer- 
cially available  in  this  country.  With  our  experience  and 
that  of  others,  however,  coupled  with  the  extensive  expe- 
rience with  the  drug  abroad,  it  is  anticipated  that  soon  it 
will  become  commercially  available  for  general  use. 

Immunotherapy 

Chemotherapy  is  not  the  only  way  to  use  drugs  to  treat 
lung  cancer.  Immune  factors  also  may  be  valuable  in  its 
management.  Patients  who  develop  empyema  after  sur- 
gery for  lung  cancer  have  prolonged  survival  compared 
to  those  who  do  not.®  The  theory  has  been  that  the  in- 
flammation from  this  infection  causes  an  immunologic 
response  that  is  effective  against  tumor.  Therefore,  the 
immune  stimulating  agent,  BCG,  has  been  injected  into 
the  pleural  space  to  try  to  stimulate  the  immunity  of  such 
patients.  In  one  study,  50%  of  postoperative  patients  were 
given  intrapleural  BCG  and  the  others  were  not.  The  data 
indicate  clearly  that  in  patients  with  localized  epidermoid 
lung  cancers,  those  who  have  received  intrapleural  BCG 
have  a far  greater  average  rate  of  survival  than  the  con- 
trols. If  a patient  has  a more  advanced  lung  tumor,  how- 
ever, intrapleural  BCG  has  no  effect.^  This  is  consistent 
with  the  general  observation  that  cancer  immunotherapy 
is  effective  mainly  against  minimal  disease. 

There  is  no  question  that  the  typical  patient  with  lung 
cancer,  especially  one  who  has  received  radiotherapy, 
has  profound  immunosuppression,  as  measured  by 
many  different  tests  of  immune  competence.  For  this  rea- 
son, many  different  immunotherapeutic  approaches  have 
been,  and  are  being,  attempted.  The  drug  Levamisole  is 
used  in  many  nations  of  the  world  as  treatment  for  para- 
sitic infestations.  Because  it  has  been  demonstrated  to 
revert  depressed  immunity  to  normal,  it  has  been  used  in 
the  treatment  of  patients  with  cancer.  Some  studies  have 
indicated  that  such  therapy  prolongs  the  survival  of  lung 
cancer  patients  compared  to  that  of  controls.® 

A final  drug  that  has  exciting  potential  should  be  men- 
tioned. This  is  Thymosin,  an  agent  developed  at  UTMB. 
An  extract  from  bovine  thymus  glands,  it  has  been  demon- 
strated to  reconstitute  immunity  and  greatly  improve  the 


health  and  survival  of  patients  with  several  congenital 
immune  deficient  disorders.  Since  the  patient  with  lung 
cancer  is  profoundly  immunodeficient,  it  is  hoped  that 
ameliorating  his  acquired  immune  deficiency  will  greatly 
increase  his  survival.  Early  studies  to  test  this  hypothesis 
are  under  way  at  this  time. 
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IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  NAME  

ADDRESS. ADDRESS 

CITY  AND  STATE CITY  AND  STATE 
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DEATHS 


J.  T.  Brown 

John  Thomas  Brown,  MD,  a Gatesville  physician  and 
surgeon  for  40  years,  died  Oct  1 1,  1978.  The  retired 
physician  was  a past  president  of  Coryell  County  Medi- 
cal Society. 

Dr  Brown,  72,  was  born  in  Gatesville,  attended  The 
University  of  Texas  at  Austin,  and  received  his  medical 
degree  in  1931  from  Tulane  University  School  of  Medicine 
in  New  Orleans.  He  served  an  internship  at  Charity  Hos- 
pital of  Louisiana,  New  Orleans,  before  moving  to  Waco 
where  he  practiced  for  three  years.  In  1 936  he  returned 
to  Gatesville,  where  he  was  active  in  establishing  the 
first  county  hospital  and  served  as  the  first  chairman 
of  the  hospital’s  board  of  directors  for  10  years.  He  built 
a clinic  in  1945  and  retired  ini  974. 

Dr  Brown  is  survived  by  his  wife,  Francis  Austin  Brown, 
Gatesville;  daughters,  Mrs  John  Fulton  and  Mrs  Ann 
Welsh,  both  of  San  Antonio,  and  Mrs  Robert  Pratt,  Beaver 
Creek,  Ohio;  three  sisters;  three  brothers;  and  six  grand- 
children. 

H.  W.  Gaddis 

Herman  William  Gaddis,  MD,  a retired  family  physician, 
died  Oct  5,  1978.  Dr  Gaddis,  71,  had  lived  at  Ingleside- 
On-The-Bay,  Tex,  for  the  past  15  years.  He  was  a mem- 
ber of  the  San  Patricio-Aransas-Refugio  Counties  Medical 
Society. 

A native  of  Los  Angeles,  Dr  Gaddis  was  graduated  from 
the  University  of  Oklahoma  School  of  Medicine  in  1935. 
He  interned  at  Fresno  County  (Calif)  General  Hospital 
before  beginning  his  practice  in  Corpus  Christi,  where 
he  served  as  the  first  chief  of  medicine  of  Memorial 
Hospital.  During  1950-1951,  he  held  a residency  at  All 
Saints  Episcopal  Hospital  of  Fort  Worth.  During  his 
career,  he  practiced  in  Gonzales,  Hallettsville,  Stockdale, 
and  Aransas  Pass.  During  World  War  II,  he  served  as  a 
major  and  flight  surgeon  with  the  US  Air  Force. 

Dr  Gaddis  is  survived  by  his  wife,  Ruth  Brainard 
Gaddis,  Ingleside;  son,  Thomas  William  Gaddis,  Corpus 
Christi;  daughter,  Susan  McCabe,  Edinburg;  a brother, 
Preston  Gaddis,  Bartlesville,  Okla;  and  five  grandchildren. 

C.  Greer 

Cecil  Greer,  MD,  a Houston  physician  who  served  on  the 
Texas  State  Board  of  Medical  Examiners  for  17  years, 
died  Oct  24,  1978. 

Dr  Greer,  76,  had  lived  in  Houston  since  1935  and  was 


a clinical  associate  professor  of  ophthalmology  and  oto- 
laryngology at  Baylor  University  College  of  Medicine.  He 
was  born  in  Petersborough,  Ontario,  Canada,  and  was 
graduated  from  the  University  of  Cincinnati  College  of 
Medicine  in  1925.  His  internship  was  at  Jefferson  Davis 
Hospital,  Houston. 

Surviving  Dr  Greer  are  his  wife,  Monna  Ruth  Levi 
Greer;  and  daughters,  Mrs  Richard  W.  (Ceciie)  Burns  and 
Mrs  Gayle  Greer  Ledford,  all  of  Houston;  a sister,  Mrs 
Mary  Jewell,  Fenlon  Falls,  Ontario,  Canada;  and  two 
grandchildren. 

J.  G.  Hamer 

James  Granbury  Hamer,  MD,  a member  of  Travis  County 
Medical  Society,  died  Oct  15,  1978.  Dr  Hamer,  78,  had 
lived  in  Rowe  Valley  near  Taylor,  Tex,  since  his  retire- 
ment in  1976. 

The  native  of  Austin  was  a graduate  of  The  University 
of  Texas  and  the  University  of  Tennessee  College  of 
Medicine.  His  internship  was  at  Baptist  Memorial  Hospital 
in  Memphis,  Tenn.  He  practiced  in  Shamrock,  Tex,  and 
served  in  the  US  Army,  before  moving  to  Austin  in  1946. 

Dr  Hamer  is  survived  by  his  wife,  Betty  Parker  Hamer, 
Taylor;  daughter,  Mary  Ann  Houtz,  Charlottesville,  Va; 
stepdaughter,  Dianne  Johnston,  San  Diego,  Calif;  step- 
son, Gordon  Parker,  Jr,  San  Antonio;  a sister;  two  grand- 
children; two  step-grandchildren;  and  one  niece. 

W.  J.  McGrath 

Warren  James  McGrath,  MD,  a Houston  family  physician 
and  member  of  Harris  County  Medical  Society,  died  Sept 
21,  1978.  He  was  58. 

A native  of  Bridgeport,  Conn,  Dr  McGrath  was  a 1945 
graduate  of  Brown  University  at  Providence,  Rl,  and  a 
1958  graduate  of  UT  Medical  Branch.  After  completing 
an  internship  at  Hermann  Hospital  in  Houston,  he  began 
his  practice  in  1959. 

Surviving  Dr  McGrath  are  his  son,  Michael  McGrath, 
Palo  Alto,  Calif;  daughters,  Anne  McGrath,  Austin,  and 
Barbara  Pellew-Harvey,  London,  England;  a brother;  and 
four  grandchildren. 

D.  D.  Morrison 

Donald  Dov  Morrison,  MD,  64,  died  Oct  6,  1978.  Dr 
Morrison  was  a member  of  Dallas  County  Medical  Society 
and  an  associate  in  the  department  of  anesthesiology  at 
UT  Southwestern  Medical  School. 
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A native  of  Odessa,  Russia,  Dr  Morrison  was  a 1936 
graduate  of  the  University  of  Buffalo  (NY).  He  completed 
postgraduate  studies  for  a master  of  arts  degree  at  the 
University  of  Iowa  at  Iowa  City.  He  received  an  MB  degree 
in  1945  and  an  MD  degree  in  1947  from  Chicago  Medical 
School.  Following  internships  at  Woodlawn  Hospital,  Chi- 
cago, and  Our  Lady  of  Victory  Hospital,  Buffalo,  Dr  Mor- 
rison began  a general  practice  in  Buffalo.  In  1956  he 
moved  to  Dallas  to  hold  an  anesthesiology  residency  at 
Parkland  Memorial  Hospital.  He  maintained  his  anesthes- 
iology practice  in  Dallas  for  20  years. 

Surviving  Dr  Morrison  are  his  wife,  Shirley  Mizes  Mor- 
rison; daughters,  Barbara  Morrison  and  Leonette  Doran; 
and  sons,  Elliot  Morrison  and  Leon  Morrison,  all  of  Dallas. 

K.  W.  Rowe,  Jr 

Kit  Williams  Rowe,  Jr,  MD,  a member  of  Jefferson  County 
Medical  Society,  died  Sept  24,  1978,  in  Beaumont,  Tex. 
Dr  Rowe  had  been  a practicing  physician  for  46  years  and 
was  a member  of  the  staffs  of  St  Elizabeth  Hospital  and 
Baptist  Hospital  of  Southeast  Texas  in  Beaumont. 

A native  of  Kerens,  Tex,  Dr  Rowe  attended  The  Uni- 
versity of  Texas  and  Northwestern  University  Medical 
School  in  Chicago,  III.  He  was  graduated  from  Baylor 
University  College  of  Medicine  in  1932. 

Surviving  Dr  Rowe  are  his  wife,  Margaret  Whorton 
Rowe,  Beaumont;  daughters,  Suzanne  Rowe  Roane, 
Beaumont,  and  Mrs  W.  Carter  Grinstead,  Jr,  Houston; 
and  four  grandchildren.  Kit  Rowe  Roane,  Misty  Roane, 
Carter  Grinstead  III,  and  Cindy  Grinstead. 

G.  M.  Stevens 

George  Munson  Stevens,  MD,  a Houston  psychiatrist, 
died  Oct  7,  1978.  He  was  58. 

Dr  Stevens  was  born  in  Quintana,  Tex,  and  spent  most 
of  his  life  in  Brazoria  County.  He  was  graduated  from 
The  University  of  Texas  at  Austin  (1943)  and  UT  Medical 
Branch  (1947).  After  completing  an  internship  in  Bridge- 
port, Conn,  Dr  Stevens  served  in  the  US  Navy  in  Korea. 
In  1951  he  began  a general  practice  in  Lake  Jackson 
and  in  1961  he  began  further  study  in  psychiatry  at  the 
Veterans  Administration  Hospital  in  Houston.  He  opened 
his  office  in  Houston  in  1964. 

Survivors  include  Dr  Stevens’  wife,  Elizabeth  Matchett 
Stevens,  Houston;  sons,  Charles  Lewis  Stevens,  Seguin; 
Guy  Hennell  Stevens,  Port  Isabel;  and  Philip  Munson 
Stevens  and  George  Kirkland  Stevens,  both  of  Houston; 


a brother;  two  sisters;  five  grandchildren;  and  a number 
of  nieces  and  nephews. 

E.  A.  Taylor 

Elizabeth  Alice  Taylor,  MD,  a member  of  Tarrant  County 
Medical  Society,  died  Oct  26,  1978. 

Dr  Taylor,  80,  was  a native  of  Hilden,  NS,  Canada, 
and  attended  McGill  University  in  Montreal.  In  1929  she 
received  her  medical  degree  from  the  University  of  Iowa 
College  of  Medicine.  She  completed  postgraduate  studies 
at  General  Hospital  in  Vancouver,  Canada,  and  the  Uni- 
versity of  Michigan  Hospital  in  Ann  Arbor.  In  1940  she 
began  practice  in  Denton,  Tex,  where  she  served  as 
secretary  of  the  Denton  County  Medical  Society.  She 
moved  to  Fort  Worth  in  1 944  and  practiced  there  until 
her  retirement  in  1968. 

Dr  Taylor  is  survived  by  brothers  and  sisters  living  in 
Canada. 

T.  S.  Tusa,  Sr 

Theo  S.  Tusa,  Sr,  MD,  a Houston  physician  for  more  than 
50  years,  died  Oct  24,  1978.  Dr  Tusa,  83,  was  a member 
of  Harris  County  Medical  Society. 

A native  of  New  Orleans,  La,  he  attended  The  Uni- 
versity of  Texas  at  Austin  and  was  graduated  from  UT 
Medical  Branch  in  1919. 

Dr  Tusa  is  survived  by  his  son,  Theo  S.  Tusa,  Jr,  MD; 
and  granddaughters,  Sally  Tusa  Edmundson,  Nancy 
Tusa,  Eloise  Tusa,  and  Patricia  Tusa,  all  of  Houston. 
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Dyazide 

Each  capsule  contains  50  mg.  of  Dyrenlum"’  (brand  of 
triamterene)  and  25  mg  of  hydrochlorothiazide 

Makes  Sense  in 
Hypertension* 


Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities.  It  is  more  likely  in 
the  severely  ill,  with  urine  volume  less  than  one  I iter/d  ay, 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K+  levels  should 
be  determined.  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K-l-  intake  Associated  widened 
ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing.  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency.  Watch  for  signs 
of  impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone IS  used  concomitantly,  determine  serum  K-F 
frequently,  both  can  cause  K-F  retention  and  elevated 
serum  K-F  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides.  Triamterene  is  a weak  folic 
acid  antagonist.  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients.  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness. headache,  dry  mouth,  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions, nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 


SK&F  CO. 

a SmilhKIine  company 

Carolina,  P R 00630 


When  painful  spasm 
is  the  presenting 
symptom 


. . in  functional  G.l.  disorders* 


Bentyr 

(dicyclomine  hydrochloride  DSP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects^^ 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


'The  correlation  of  spasm  relief  and  drug  given  was  excellent. " 


•This  drug  has  been  classified  "probably”  effective  in  treating 
certain  functional  G I.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N,M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination,  A preliminary  report. 
Western  Med.  5:356-358,  1964. 


Merrell 

8*3497  (y515a) 


103 


Volume  75  February  1979 


(d«c5?cSomme  hydrochSoride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AV/tlUWl,b'  ONLY  ON  PRESCRIPTION. 

Snet  Summary 
IMOiCATiONS 

For  use  a.s  adjunctive  therapy  in  the  treatment  of  peptic  ulcer. 

IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER.  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER.  DECREASE  THE  RATE  OF  RECURRENCES.  OR 
PREVENT  COMPLICATION, 
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CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy),  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  m patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug,  PRECAUTIONS,  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with:  autonomic  neuropathy,  hepatic  or  renal 
disease;  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon;  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension, 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholmergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  In 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis).  Do  not  rely  on  the  use  of  the  drug  in  the  presence  of 
complication  of  biliary  tract  disease.  Investigate  any  tachycardia 
before  giving  anficholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate.  With  overdosage,  a curare-like  action  may 
occur.  ADVERSE  REACTIONS:  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention;  blurred  vision  and  tachycardia, 
palpitations;  mydriasis;  cycloplegia,  increased  ocular  tension: 
loss  of  taste,  headache;  nervousness,  drowsiness,  weakness, 
dizziness;  insomnia;  nausea,  vomiting;  impotence;  suppression  of 
lactation;  constipation;  bloated  teeling,  severe  allergic  reaction  or 
drug  Idiosyncrasies  including  anaphylaxis,  urticaria  and  other 
dermal  manifestations;  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons,  and  decreased  sweat- 
ing With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  Individual  patient's 
needs. 

Usual  Dosage  Bentyl  10  mg,  capsule  and  svruo  Adults.  1 or  2 
capsules  or  teaspoonluls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily  Infants  '/; 
teaspoonful  syrup  three  or  lour  times  daily,  (May  be  diluted  with 
equal  volume  of  wafer)  Bentyl  20  mo  : Adults.  1 tablet  three  or  lour 
times  daily,  Bentyl  Iniection  Adults  2 ml,  (20  mg.)  every  four  to  six 
hours  intramuscularly  only,  NOT  FOR  INTRAVENOUS  USE,  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  In  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  tor  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1976 


Merrell 

MERREU-NATIONAL  LABORATORIES 
Division  of  Richardson  Merrell  Inc 
Cincinnati.  Ohio  45215,  USA 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  “prob- 
ably" effective: 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders), and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon). 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
UEVED  BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS, 

For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Paul  J.  Foxcroft,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Richard  H Moore.  M.D. 

Dalton  R.  Carpenter,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

PEDIATRICS 
Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith.  M.D..  F.A.C.P. 

Preston  McCall.  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

Lowell  L.  Harvey,  M.D.,  Pulmonary 
John  A.  Caras,  M.D.,  Endocrinology 
Rick  Y.  Ho,  M.D.,  Gastroenterology 

FAMILY  PRACTICE 
J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

James  T.  Cook,  M.D. 

Madeleine  Kent,  M.D. 

Larry  D.  Balzer,  M.D. 

UROLOGY 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R.  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $17.50  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months'  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Clinics 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth.  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendra  J.  Belli,  MD 
John  M.  Church,  MD 
Thomas  J.  Coleman,  MD 
Robert  R.  Dickey,  MD 
Ferd  E.  Garrison,  Jr,  MD 
Cortell  K.  Holsapple,  MD 
John  E.  Johnson,  Jr,  MD 
O.  M.  (Jack)  Phillips,  MD 


GENERAL  SURGERY 
John  H.  Sewell,  MD 
Robert  L.  Sewell,  MD 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  MD 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  MD 
Dixon  Presnall,  MD 
Harry  H.  Whipp,  MD 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Jr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 

RADIOLOGY 
Otto  H.  Grunow,  MD 


MEDICAL  ASSOCIATES  OF  CORPUS  CHRIST!,  PA 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 


Telephone  883-7411 

FAMILY  MEDICINE 
Travis  B.  Phelps,  MD,  FAAFP 
T.  D.  Harvey,  MD,  ABFP 
H.  R.  Rose,  MD,  ABFP 
C.  L.  Vernor,  MD 
Frederick  S.  Maurer,  MD 

ORTHOPEDIC  SURGERY 
C.  M.  Yanez,  MD,  FACS 


INTERNAL  MEDICINE 
G.  A,  Reeves,  MD 
Pruett  Moore,  Jr,  MD 
Mark  G.  Strauss,  MD 
James  C.  Hines,  MD 

EXECUTIVE  DIRECTOR 
Gene  Hybner 

DIRECTOR  OF  NURSES 
Pal  Parker,  RN 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P,  W.  Malone,  MD,  FACS 
J.  W.  Tipton,  MD 
W.  B.  Allensworth,  MD 
Joseph  F.  Ruda,  MD 

GENERAL  SURGERY 
C.  B.  Marcum,  MD,  FACS 
J.  E.  Mathews,  MD,  FACS 

GENERAL  AND 
VASCULAR  SURGERY 
N.  Rao,  MD,  FICS 

ORTHOPEDIC  SURGERY 

C.  T.  Moore,  MD 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr,  MD 
W.  A.  Riley,  MD 
R.  S.  Griflin,  MD 

D.  M.  Logan,  MD 
V.  T.  Smith,  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A,  Porter,  MD 
J.  W.  Kuykendall,  MD 


PEDIATRICS 
J,  M.  Woodall,  MD 
B.  R.  Owen,  MD,  FAAP 
R.  Marc  Schwarz,  MD 

PSYCHOLOGY 
Ron  Cohorn,  PhD 

DERMATOLOGY 
Merrill  M.  Cooper,  MD 

RADIOLOGY  <5.  NUCLEAR 

MEDICINE 

Buerk  Williams,  MD 

A.  P.  Goswami,  MD 

UROLOGY 

J.  W,  Cowan,  MD 

PODIATRY 
Bradford  Glass,  DPM 

PATHOLOGY 

B.  A.  Campomanes,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler,  MD 

ADMINISTRATION 

R.  L.  Heith,  Administrator 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 


Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  MD 

D.  W.  Samuelson,  MD 
Janet  L.  Strickland,  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 
C,  E.  Woodson,  MD 

PEDIATRICS 
F.  W.  Kolle,  MD 
F.  F.  Regueira,  MD 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr,  MD 
W.  C,  Yankowsky,  MD 

UROLOGY 

H.  Z.  Fretz,  MD 
GYNECOLOGY 
J.  A,  Wall,  MD 


OBSTETRICS  <S  GYNECOLOGY 

D.  M.  Voulgaris,  MD 
H.  E.  Secor,  MD 

C.  J.  Landivar,  MD 

OPHTHALMOLOGY 
V.  A,  Black,  MD 
OTOLARYNGOLOGY 
J.  L.  Holcomb,  MD 
ORTHOPEDIC  SURGERY 

E.  T.  Smith,  MD 
ANESTHESIOLOGY 
C,  G.  Spears,  MD 
DENTISTRY 

J.  R.  Kieler,  Jr,  DDS 
PATHOLOGY— CONSULTANT 
H.  M.  Perches,  MD 
RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  MD 


HOUSTON  HEADACHE  CONIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 
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TMA  Members  Retirement  Trust 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  "Texas  Physicians'  Directory." 


. . . Another  service  of  your  association 
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DIAGNOSTIC  CUNIC  OF  HOUSTON 


McGovern  allergy  cunic 
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6448  Fannin,  Houston,  Texas  77030 
Telephone  713  797-9191 

internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold,  MD 
Hugh  H.  Hanson,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 
Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  MD 
Thomas  G.  Vandivier,  MD 
Raymond  L.  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson.  MD 
Richard  D.  Jablonski,  MD 

GERIATRICS 
Frederick  G.  Dorsey,  MD 

GASTROENTEROLOGY 
Dolph  L.  Curb,  MD 
W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  Jr,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Frieder  Wuerth,  MD 

HEMATOLOGY 
Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr,  MD 
George  Burnazian.  MD 
Benjamin  L.  Portnoy.  MD 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  MD 
James  V.  Ryan.  MD 
Ronald  R.  Galfione,  MD 
Paul  T.  Forth.  MD 


NEPHROLOGY 
K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Matthew  J.  Godlewski,  MD 
Garry  Hagstrom,  MD 

NEUROLOGY 
Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr,  MD 
Peter  Sullivan.  MD 
Harry  R.  Price,  MD 
Edward  L.  Middleman,  MD 
Martin  J.  Hrgovic,  MD 

PATHOLOGY 

Paul  B.  Radelat,  MD 

Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 
William  M.  Donohue,  MD 
Joel  E.  Reed.  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Louis  C.  Waddell,  Jr,  MD 

RADIOLOGY 
William  L.  Hinds,  MD 
Charles  P.  Eldridge.  Jr.  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson.  MD 
Howard  J.  Pollock,  MD 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  MD 

RHEUMATOLOGY 
John  E.  Norris,  MD 

ADMINISTRATION 
Robert  B.  Hall. 
Administrator 


Diagnosis  and  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Judith  H.  Marston,  PhD 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 

Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
James  A.  Ayers,  MD 
Eunice  W.  Chou,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Calvin  J.  McLerran,  PhD 
Michael  A.  McCormick,  PhD 
Glenna  M.  Kyle,  MS 
Iting  May  Lu,  MS 


IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

Herbert  C.  McKee,  PhD 
Richard  K.  Severs,  PhD 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs.  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
ALLIED  HEALTH  SCIENCES 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe).  Houston,  Texas  77025;  713  661-1444 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams.  MD,  PA  or  C.  David  Meadows,  MD,  PA 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012;  817  277-1161 


CHARLES  A.  RUSH,  JR.  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Eller,  MD,  FACA,  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA,  FAAA,  FAACIA* 
Warren  J,  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D,  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Cerlified  American  Board  of  Pedialrics) 

*Diplomale  American  Board  of  Allergy  & Immunology 


Suile  444,  Hermann  Professional  Building 

6410  Fannin  Si.,  Houslon,  Texas  77030;  713  797-0900 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomale  of  Ihe  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  Allergy-Dermatology 
W.  A.  Crozier,  MD,  FACA,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


HUGH  C .WELSH,  MD 
Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


C.  D.  L.  CROMAR,  MD,  MS,  FRCSE.  FRCSC 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 


FT.  WORTH  PROCTOLOGIC  CUNIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210.  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


WILUS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


MANUEL  G.  LAGON,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 
Fort  Worth  Colon  and  Rectal  Clinic,  PA 

Colonoscopy,  Colon  and  Rectal  Surgery 

909  Eighth  Avenue,  Fort  Worth,  Texas  76104;  Telephone  332-1371 


L.  C.  PETTA,  MD,  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Fiberoptic  Colonoscopy 
Colon  and  Rectal  Surgery 

1556  W.  Magnolia,  Fort  Worth,  Texas  76104;  817  336-2971 


Dermatology 


LUCIUS  P.  COOK,  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 


Medical  City  II,  Suite  2218,  7777  Forest  Lane 
Dallas,  Texas  75230;  214  661-7655 
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Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS.  PA 

Stanley  Feld,  MD 
Richard  Sachson,  MD 
Steven  Dorfman,  MD 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 


3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  MD 
Arthur  C.  Ressmann,  MD 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 


JOE  M.  LEHMAN,  MD 
ROBERT  LEHMAN,  MD 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 

DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214.  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 

GERALD  A.  CASID,  MD,  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7661 


TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 


Family  & General  Practice 

SAMUEL  SILVA,  MD 
Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas;  817  923-7374 


CYRIL  H.  SCHULMAN,  MD 
Hair  Transplantation 

6700  Bellaire  Blvd.,  Suite  F,  Houston,  Texas  77074;  713  771-7293 


Help  Yourself/Help  Your  Colleagues 
Call  512  477-5575  anytime— 

Confidential  counseling  for  troubled  doctors 

TMA  Physician  Health  Rehabilitation 
Hotline 

. . . Another  service  of  your  association 
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Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A,  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 

NISAR  AHMED,  MD 

Gastroenterology,  Gastrointestinal  Endoscopy, 
Gastrointestinal  Oncology 

Twelve  Oaks  Tower.  Suite  930,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  961-0115 


General  Surgery 

BURT  B.  SMITH,  MD,  FACS 
Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025;  523-8323 


BRYAN  V.  WILUAMS,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002;  227-5505 


LeROY  I.  KLEINSASSER,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  821-2356 


Gynecology 


RAYMOND  H.  ABRAMS,  MD,  FACOG 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology — Medical  and  Surgical 
Microsurgery 

Breast  Analysis  and  Therapy 

3434  Swiss  Avenue.  Suite  401,  Dallas,  Texas  75204 
Telephone  214  823-1063 


Hand  Surgery 


L.  Lee  Lankford,  MD  and  Peter  R.  Carter,  MD 
HAND  SURGERY  ASSOCIATION 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246;  214  823-5351 


ROBERT  E.  BUNATA,  MD,  PA 
B.  I.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth.  Texas  76104 
Telephone  817  335-5411 


Hypnosis 


THE  GLOVER  CUNIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


Neurology 


ROBERT  I.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street.  Suite  104 
Fort  Worth,  Texas  76104;  335-8311 


ROBERT  M.  STECKLER,  MD 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medicol  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  214  827-9880 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

James  L.  Frey,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J.  Kim,  MD 
Lorenzo  Lorente,  MD 
Ernest  S.  Sears,  Jr,  MD 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4516 
427  West  20th,  Suite  BlOO,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


HOUSTON  SURGICAL  CONSULTANTS 

Robert  Davis,  MD,  FACS,  FRCS,  FICS 
Gail  E.  Burbridge,  MD 

Diplomates  of  the  American  Board  of  Surgery 

General  and  Vascular  Surgery 

430  Park  Plaza  Professional  Building, 

1213  Hermann  Drive,  Houston,  Texas  77004;  713  528-0597 


Texas  Medical  Liability  Trust 

. . . Another  service  of  your  ossociation 


TEXAS  MEDICINE 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson,  MD  Phillip  E.  Williams,  Jr,  MD 

Charles  W.  Simpson,  MD  Ira  C.  Denton,  Jr,  MD 

Morris  Sanders,  MD  W.  Robert  Hudgins,  MD 

Jack  Woolf,  MD,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 


3600  Gaston  Avenue,  Barnett  Tower.  Baylor  Medical  Plaza,  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 


Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz.  MD.  FACS 
Charles  E.  Russo,  MD.  FACS 
Malcolm  L.  Mazow,  MD.  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins.  MD,  FACS 


Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD 
Richard  L.  Kimbrough,  MD 
Charles  A.  Garcia,  MD 
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JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar.  MD  Hugh  B.  Currie,  MD 

Coleman  Taylor,  MD  Bruce  L.  Weinberger.  MD 

J.  Franklin  Howell,  Jr.  MD 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse.  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  £,  Dallas,  Texas  75204 
214  521-1153 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler.  MD 
Raymond  A.  LeBlanc,  MD 
Jack  E.  McCallum,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 
3600  Gaston  Avenue — Dallas,  Texas  75246 
Telephone  214  826-7060 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  MD 
Robert  A.  Moura,  MD 
Arthur  W.  Willis.  MD 
Robert  W.  Butner,  MD 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
Gary  Mason,  MD 

7777  Southwest  Freeway.  St.  916,  Houston,  Texas  77074;  713  777-7145 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 
John  W.  Lewis,  MD 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 
Austin,  Texas  78756;  512  451-8484 

Edward  J.  Petrus,  MD 
Richard  E.  Nieman,  MD 


TMA  International  Travel  Program 

. . . Another  service  of  your  association 
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RETINA  IJMITED  OF  SAN  ANTONIO  ^ i j-  o 

Diseases  and  Surgery  of  the  Retina  and  Vitreous  OrtnOpSQlC  SurgGry 


John  y.  Harper,  Jr,  MD 
Darrell  Willerson,  Jr,  MD 

3ii  Camden,  Suite  601,  San  Antonio,  Texas  78215;  512  226-2446 


RETINA-VITREOUS  ASSOCIATES 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


W.  B.  CARRELL  MEMORIAL  CUNIC 


W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 


A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 
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STUART  A.  TERRY.  MD 

Sub-Specialty  Glaucoma 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  MD 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD 


MdS  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


DAVID  H.  SAUNDERS,  MD 

Procedures  limited  to  Ophthalmic  Plastic  and 

Lacrimal  Surgery 

Medical  City  Dallas-2,  7777  Forest  Lane,  Suite  2214 
Dallas,  Texas  75230;  214  661-7337 


Ralph  E,  Donnell,  MD 

F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett.  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77076;  691-3905 


TO  ALL  MY  PATIENTS 


Do  patients  understand  your  fees? 

Avoid  possible  misunderstandings  about  your  fees  and 
services  by  inviting  open  discussion  with  your  patients. 
This  attractive  plaque,  when  prominently  displayed  in 
your  reception  area,  serves  as  an  open  invitation  to  your 
patients  and  shows  that  you  care.  Suitable  for  wall  or 
desk  display,  it  is  6x9  inches.  Available  at  $5.50  each. 
Send  check  and  request  for  OP  033  to  Order  Unit,  Ameri- 
can Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 

G.  S.  Gill,  MD 

3702  21st  St.  Suite  9.  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD 
Dan  R.  Sutherland,  MD 
John  B.  Gunn,  MD 
Richard  A.  Shirley,  MD 
R.  Dan  Loyd,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303 
Dallas,  Texas  75246;  214  823-7090 


WILLIAM  M.  OSBORNE.  MD.  PA 

Orthopaedic  Surgery 

Extremity  Trauma  and  Reconstruction 

G16I  Harry  Hines  Blvd..  Suite  118,  Dallas,  Texas  75235 
24  Hours  — 214  637-4800 


HOUSTON  ORTHOPEDIC  CUNIC 

Joseph  Barnhart,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail.  Send 

old  and  new  address  to  Membership  Department,  Texas  Medical  Asso- 
ciation, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  MEDICINE 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley.  MD 

Dan  R.  Sutherland.  MD  R.  Dan  Loyd,  MD 

John  B.  Gunn,  MD  Huntly  G.  Chapman,  MD 

Announce  the  opening  of  an  additional  office 
Medical  City  Dallas  11,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


Otolaryngology 


JACK  BLUM,  MD 
LLOYD  F.  RITCHEY,  MD 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas.  Texas 


EL  PASO  EAR,  NOSE  AND  THROAT  ASSOCIATES 
Otolaryngology,  Audiology  and 
Electronystagmography 

Mark  J.  Wegleitner.  MD 

Lyle  D.  Weeks,  MD 

Nancy  Parker,  MS-Audiologist 

First  American  Title  Bldg.,  Suite  160,  5959  Gateway  West 
El  Paso.  Texas  79925;  915  779-5866 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 
E.  Hernandez,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 

BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 

George  V.  Miller,  MD 

Walter  G.  Olin,  Jr,  MD 

John  R.  Thomas,  MD 

S.  Joseph  Skinner,  MD 

Joe  B.  Haden,  MD 

Enrique  van  Santen,  MD 

Elaine  V.  Shalek,  MD 

Robert  H.  McNeely,  MD 

Diplomates  Americon  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston.  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck.  MD,  FCAP 
Walter  Krohn,  MD,  FCAP 
Robert  Wayne  Walter,  MD.  FACP 

Dane  Barber,  MD,  Diplomate  American  Board  of  Pathology 

Clinical  Pathology,  Surgical  Pathology,  Exfoliative  Cytology.  Medico- 
legal Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707;  756-7226 

J.  S.  WILKENFELD.  MD.  MEDICAL  LABORATORIES, 
INC. 

J.  _S.  Wilkenfeld,  MD  Ena  E.  Mocega,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston.  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Otlice  Pickup  Service  in  Houston 


ARTHUR  L.  RAINES.  MD  AND  ASSOCIATES 
Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181,  Ext.  360 

Mailing  Containers  on  Request 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABIUTATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper.  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROEHNI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


SHOAL  CREEK  REHABILITATION  CENTER 

3501  Mills  Avenue,  Austin,  Texas  78703;  512  452-0361 

Rodney  J.  Simonsen,  MD,  Medical  Director 
Joe  T.  Powell,  MD,  Associate  Director 

Comprehensive  rehabilitation  facilities  for  spinal  cord  injury,  stroke, 
head  injury,  pain  management,  and  related  conditions 


Plastic  Surgery 


Thomas  D.  Cronin,  MD.  FACS 

Raymond  O.  Brauer,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS 

Laurence  E.  Wolf.  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St..  24th  Floor, 

Doctor's  Center  Bldg.,  Houston,  Texas  77030 


JOHN  B.  PATTERSON.  MD.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

1103  Medical  Tower,  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT.  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue.  Fort  Worth,  Texas  76104; 
335-4751 


VALENTIN  GRACIA,  MD.  PA, 

FACS,  nCS,  DAB 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 
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PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 


HENRY  A.  BAER,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive,  and  Hand  Surgery 
Cosmetic  Surgery 

1211  S.  Beckham,  Tyler,  Texas  75701;  214  592-3838 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <S  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  G08,  Austin,  Texas;  454-7659 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


"I  2 JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


JOSEPH  C.  FORD,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215;  224-5509 


BROMLEY  S.  FREEMAN,  MD,  FACS 
D.  ROBERT  WIEMER,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  6r  Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77030 
713  795-5584 


Psychiatry 


Perry  C.  Talkington.  MD 
Howard  M.  Burkett,  MD 
Jerry  M.  Lewis,  MD 
James  K.  Peden,  MD 
Dode  M.  Hanke.  MD 
Doyle  I.  Carson.  MD 
Joe  W.  King,  MD 
Keith  H.  Johansen,  MD 
Charles  G.  Markward.  MD 


Larry  E.  Tripp,  MD 
Gregory  G.  Dimijian,  MD 
Linda  R.  Hughes,  MD 
Roy  H.  Fanoni,  MD 
Byron  Howard,  MD 
Madeline  W.  Harford,  MD 
John  G.  Looney,  MD 
Carol  A.  Lewis,  MD 
Mark  J.  Blotcky,  MD 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christ!.  Texas;  855-7359 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


ROBERT  L.  CLEMENT,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery 

1111  West  34th  Street,  Suite  205,  Austin,  Texas  78705;  512  459-3101 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


JUDSON  L.  CROW,  MD 

Diplomate,  American  Board  of  Surgery 
Diplomate,  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

730  N.  Main — Suite  716,  San  Antonio,  Texas  78205;  512  224-2075 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 

Frank  H.  Chesky,  MD 
Jose  A.  Gutierrez,  MD 
Harris  M.  Hauser,  MD 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston.  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 


CHARLES  B.  COVERT,  MD,  PA 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Individual  and  Group  Therapy 
Marital  and  Family  Counseling 

1900  Yorktown,  Suite  314 
Houston,  Texas  77056;  713  627-9988 


TMA  Action /TMA  Legislative  Bulletin 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 


ALCOHOLISM  TREATMENT  PROGRAM 

Comprehensive  Inpatient/Oulpatient  Rehabilitation 

Deparlment  of  Psychiatry 

Texas  Tech  University  School  of  Medicine, 

Lubbock.  Texas  79430;  806  743-2804 


HARRY  H.  THOMPSON,  MD 
Psychiatry 

1040  S.  Fleishel.  Tyler.  Texas  75701;  214  597-3598 


BARRY  M.  BROWN,  MD 

Diplomate.  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood,  Suite  187A,  Houston,  Texas  77024;  713-461-6160 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

CARLOS  M.  KIER,  MD 

Diplomate  American  Board  of  Internal  Medicine 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  4 Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


JOEL  E.  RUTSTEIN,  MD 

Diplomate  American  Boards  oi  Internal  Medicine  and  Rheumatology 
Arthritis  Diagnostic  and  Treatment  Center 

8042  Wurzbach,  Suite  440,  San  Antonio,  Texas  78229;  512  690-8067 


Thoracic  Surgery 
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Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CUNIC  ASSOC. 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502;  713  473-7646 

R.  E.  Hazlewood.  MD,  J.  J.  Leyva,  MD,  PA.  T.  P.  Wallace,  MD,  PA 
Department  of  Psychology  and  Counseling  Center 
Paul  Rothaus,  PhD.  Becky  Britton,  MA 
Counseling  Center 

Marital,  Family  Counseling,  and  Drug  Abuse 

901  E.  Curtis.  Suite  15,  Pasadena,  Texas  77502;  713  473-6289 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


HAUSER  CUNIC 
Psychiatry  and  Neurology 

Section  of  Psychiatry 
*Abe  Hauser,  MD 
*Robert  I.  Hauser,  MD 
*H.  lames  Stuart.  MD 
*Javier  A,  Zapata,  MD 
*Susan  B.  Darsey,  MD 
*Harvey  A.  Rosenstock,  MD 
•Cal  K.  Cohn,  MD 

Section  of  Neurology 
•Gerald  Ratinov,  MD 
Diane  S.  Gelfand,  MD 

Section  of  Social  Work 
Pamela  Plimmer,  ACSW 
Marguerite  Papademitriou,  ACSW 
Wendy  Smolins,  MSSW 

Administrator 
Richard  J.  Kurzenberger 

7777  Southwest  Freeway,  Suite  103G,  Houston,  Texas  77074 
Telephone  713  776-8G00 

•Diplomate,  American  Board  oi  Psychiatry  and  Neurology 


Radiology 


Harvey  M.  Lowry,  MD,  FACR  lames  P.  Wills,  MD,  DABR 

lames  R.  Gish,  MD,  DABR  Robert  Jacobs,  MD,  DABR 

Edward  A.  Sheldon,  MD,  DABR  Daniel  Earnicki,  MD,  DABR 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital,  833-6421 

Beaumont  Neurological  Center,  835-4921 

Beaumont  Medical  and  Surgical  Hospital,  838-1411 

Beaumont,  Texas 


Harold  C,  Urschel,  Jr,  MD 
Maruf  A.  Razzuk,  MD 

DRS.  URSCHEL,  RAZZUK  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  824-2503 

JOHN  L.  KEE,  JR,  MD 
Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246;  826-5184 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY,  MD 

Diplomate  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 

HECTOR  O.  YANES,  MD,  PA.  FACS.  FACC 
Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  ol  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104;  332-1947 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 

DONALD  L.  PAULSON.  MD,  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas,  Texas;  824-3660 


TMA  Continuing  Education  Directory 

. . . Another  service  of  your  association 


Volume  75  February  1979 


114 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 

Urology 

3600  Gaston  Avenue.  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 


Dolphus  E.  Coinp©re»  MD/  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf,  MD,  FACS 
Sidney  A.  Worsham,  III,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


H.  M.  GIBSON,  JR,  MD,  FACS 
ABEL  GARDUNO,  MD 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  <S  533-4765 


MARVIN  GREER  RAPE,  MD 
NEWTON  F.  McDonald,  md 
JAMES  E.  MORNEAU,  MD 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston.  Texas  77002 


DONALD  J.  NEESE,  MD 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

400  Medical  Center  Blvd.,  Suite  207,  Webster,  Texas  77598;  713  332-2466 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 
Donald  J.  Logan,  MD 
Allen  S.  Plotkin,  MD 
Donald  L.  McKay,  MD 

Diplomates  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


TMA  News  Hotline  Recording 

Call  1-800-252-9357  for  current 
legislative  information.  It's 
toll  free,  24-hours  a day, 
seven  days  a week. 


TMA’s  1979  MEETING  FEATURES 

• 22  Section  Programs 

• 20  Curbstone  Consultations 

• 14  Continental  Breakfast 

Presentations 

• 30  Specialty  Society  Programs 

• 10  Special  Symposiums 

• 11  AMA-TMA  Postgraduate  Courses 

• 175  Technical  and 

Scientific  Exhibits 

• Forum  of  Original  Research 

• Social  & Sports  Events 
MAKE  YOUR  PLANS 
NOW  TO  ATTEND 

May  3-6,  1979  DALLAS 


See  the  special  advertising  insert  in  this 
issue  for  additional  meeting  information, 
hotel  reservation  forms,  and  advance 
registration  and  ticket  order  forms. 


. . . ANOTHER  SERVICE  OF  YOUR  ASSOCIATION 


TEXAS  MEDICINE 


IT  PATS  TO  BE  A]\  API  SUBSCRIBER 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 
1400  FRITO-LAY  TOWER 
DALLAS,  TEXAS  75235 


No.  05540 

DATE 


PAY  TO  THE  ORDER  OF: 


A TEXAS  DOCTOR 


L 

EXCHANGE  BANK  & TRUST  CO.,  DALLAS,  TEXAS 

•:  i i ;Q»'Ooa  ei: 


4".,  '■  '‘T' 
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lIVTEREST  CHECKS  LIKE  THIS  WERE  JUST  MAILED  TO  API  SUBSCRIBERS 


They  were  for  the  earnings  on  all  $1,000  subscribers’  deposits  since  June,  1978 
— a deposit,  which  is  both  interest  bearing  and  returnable. 

And  other  significant  accomplishments  made  1978  a banner  year  for  API 
policyholders: 

The  second  state-wide  rate  decrease  was  effective  June,  1978! 

100%  of  the  claims,  judged  by  the  insured  physicians  and  legal  staff  to  be 
capricious,  were  WON  when  taken  to  court! 

Over  1,500  carefully  selected  subscribers,  from  aU  medical  specialties  and 
geographical  areas  in  Texas,  places  API  among  the  top  professional  liability 
insurers  in  the  state. 

Net  operating  costs  since  inception  — 4.2%  of  premiums  — were  the 
lowest  of  aU  professional  liability  companies  (A.M.  Best,  1978  reports). 

From  the  beginning,  it  has  payed  to  be  an  API  subscriber.  If  you  feel  that  you  can 
qualify  for  membership,  call  us  or  mail  the  coupon  below  and  we’U  contact  you 
promptly. 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

THE  TEXAS  DOCTORS’  COMPANY 

SUITE  196,  4100  McEWEN  ROAD  • DALLAS,  TEXAS  75234  • (214)  386-6400 
IN  HOUSTON.  PHONE  225-2569  • IN  SAN  ANTONIO.  PHONE  226-5439 


your  name 


SPECIALTY 


ADDRESS 


CITY 


ZIP 


PHONE 


POLICY  RENEWAL  DATE 


For  nonnarcoti 


Yesterday’s  folk  remedies 
from  the  Southwest 


An  old  Pueblo 
remedy— corn-smut 
decoctions 


Traditional  Mexican  ^ 
therapy— plantain  tea 


19th  century 
Pioneer’s  relief— rice- 
parched,  then  boiled 


KMitrol  of  diarrhea 


Clinical  therapy  for  today 

25  mg.  tablets 

I vH  25  mg./5  ml  liquid 

(mepenzolate  bromide  NF) 

As  nonnarcotic  as  these  folk  remedies  of  yesterday,  Cantil  is  a logical 
clinical  choice  in  the  adjunctive  management  of  diarrhea*  today. 

■ Nonnarcotic— no  physical  dependence  and  no  potential 
embarrassment  to  the  patient  traveling  abroad.  And  you  can  prescribe 
it  over  the  phone. 

■ Anticholinergic^— helps  relieve  spasm  and  resulting  cramping 
and  other  abdominal  discomfort  that  often  accompanies 
diarrhea. 

■ Available  In  25  mg.  tablets— a convenience  for  patients  who  are 
traveling  or  working.  And  Cantil  is  economical. 

Cantil... control  that’s  convenient 
and  nonnarcotic 


Merrell 

This  drug  has  been  classified  as  "possibly"  effective  as 
an  adjunct  In  the  treatment  of  diarrhea. 

'See  Contraindications.  Precautions,  Warnings,  and 
Adverse  Reactions. 

See  prescribing  information  on  the  following  page. 


Caruth  Memorial  Hospital 

□ Medical  Rehabilitation  Services  Hemiplegia,  Secondary  to  Stroke^ 


□ Psycho -Social  Service 

□ Vocational  Rehabilitation 
Services 

□ Spinal  Pain  Program 

President;  Raymond  L.  Dabney 
Medical  Director:  James  L. 
Johnson,  M.D. 

Asst.  Medical  Director;  Robert  D. 
Bickel,  M.D. 

Dir.  Spinal  Pain  Program: 

David  K.  Selby,  M.D. 


Spinal  Cord  Injuries  / Head 
Injuries/  Amputations/ 
Orthopedic  and  Neurologic 
Disorders/ Chronic  Pain 
Disorders 

Accredited  by:  Joint  Commission 
on  Accreditation  of  Hospitals 
Commission  on  Accreditation  of 
Rehabilitation  Facilities 


REHABILITATION 

INSTITUTE 


TCST  YOUR 


Imepenzolate  bromide  NF) 

Tablets  and  Liquid 

AVAILABLE  ONLY  ON  PRESCRIPTION 


Brief  Summary 


INDICATIONS:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information.  FDA  has  clas- 
sified the  indications  as  follows 

'Effective"  Cantil  is  indicated  for  use  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer. 

"Probably”  effective:  Cantil  Is  indicated  for  use  as  adjunctive  therapy  in  the 
irritable  bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis  and  functional  gastrointestinal  disorders)  and  in  neurogenic 
bowel  disturbances  (including  the  splenic  flexure  syndrome  and  neurogenic 
colon). 

Possibly"  effective  Cantil  is  indicated  as  an  adjunct  in  the  treatment  of  diver- 
ticulitis and  mild  ulcerative  colitis.  Cantil  is  also  indicated  as  an  adjunct  in  the 
treatment  of  diarrheas,  i e . loose  stools,  functiohal  diarrheas,  post-gastrec- 
tomy diarrheas  (post-gastrectomy  syndrome,  dumping  syndrome),  drug 
induced  diarrheas,  acute  ehteritis,  intestinal  viral  infection,  colitis,  ileocolitis 
and  diarrheas  with  ileostomies  and  ileoanal  anastomoses. 

To  be  effective  the  dosage  of  Cantil  must  be  titrated  to  the  individual  patient's 
needs 

Final  classification  of  the  less-than-eftective  indications  requires  further  inves- 
tigation 


IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A LACK  OF  CONCUR- 
RENCE AS  TO  THE  VALUE  OF  ANTICHOLINERGICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER 

IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER  ANTICHOLINERGIC  DRUGS 
AID  IN  THE  HEALING  OF  A PEPTIC  ULCER,  DECREASE  THE  RATE  OF  RECURRENCES 
OR  PREVENT  COMPLICATION 

THESE  FUNCTIONAL  GASTROINTESTINAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSURANCE.  PHYSICIAN  INTEREST, 
AMELIORATION  OF  ENVIRONMENTAL  FACTORS,  ETC, 

CONTRAINDICATIONS:  1 In  glaucoma  (particularly  narrow-angle),  2 In  obstructive 
uropathy  (for  example,  bladder  neck  obstruction  due  to  prostatic  hypertrophy),  3 In 
obstructive  disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal  stenosis, 
etc  ) 4 In  paralytic  ileus.  5 In  intestinal  atony  of  the  elderly  or  debilitated  patient  6 In 
severe  ulcerative  colitis  and  toxic  megacolon  complicating  ulcerative  colitis  7 In  acute 
hemorrhage  where  the  cardiovascular  status  is  unstable  8 In  myasthenia  gravis. 
WARNINGS:  1 An  early  symptom  of  incomplete  intestinal  obstruction,  especially  in 
patients  with  ileostomy  or  colostomy,  may  be  diarrhea  Treatment  with  mepenzolate  bro- 
mide in  this  instance  would  be  inappropriate  and  possibly  harmful  2,  Heat  prostration 
(fever  and  heat  stroke  due  to  decreased  sweating)  may  occur  with  use  of  this  drug  in  the 
presence  of  high  environmental  temperature.  3 The  patient  should  be  warned  not  to  en- 
gage in  activities  requiring  mental  alertness  such  as  operating  machinery  or  driving  a motor 
vehicle  if  drowsihess  or  blurred  vision  occurs,  4 Since  the  safety  of  this  drug  in  pregnancy 
has  not  been  established,  use  of  this  drug  in  such  patients  requires  that  the  potential 
benefits  of  the  drug  be  weighed  against  possible  hazards  to  the  mother  and  child 
PRECAUTIONS:  Cantil  should  be  used  with  caution  in  patients  in  which  the  anticholiner- 
gic effects  might  produce  adverse  effects,  such  as  in  open-angle  glaucoma  (contraindi- 
cated in  narrow-angle),  autonomic  neuropathy,  non-obstructing  prostatic  hypertrophy 
and  hiatal  hernia  associated  with  reflux  esophagitis.  In  the  treatment  of  gastric  ulcer  tne 
use  of  anticholinergic  drugs  may  produce  a delay  in  gastric  emptying  time  and  may 
complicate  such  therapy  (antral  stasis).  In  ulcerative  colitis  large  doses  may  suppress 
intestinal  motility  to  the  point  ot  producing  a paralytic  ileus  ancfthe  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic  megacolon  Use  with  caution  in 
patients  with  hepatic  or  renal  disease.  Do  not  rely  on  the  use  of  this  drug  in  the  presence 
of  complications  of  biliary  tract  disease  Investigate  any  tachycardia  before  giving  anti- 
cholinergic (atropine-like)  drugs  since  they  may  increase  the  heart  rate  Use  with  caution 
in  patients  with  hyperthyroidism,  coronary  heart  disease,  congestive  heart  failure,  cardiac 
arrhythmias  and  hypertension  With  overdosage,  a curare-like  action  may  occur, 

ADVERSE  REACTIONS:  Anticholinergic  drugs  produce  certain  effects  which  may  be 
physiologic  or  toxic  depending  upon  the  individual  patient's  response  The  physician 
must  delineate  these.  Adverse  reactiohs  may  include  dryness  of  the  mouth,  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia,  palpitations;  mydriasis;  dilation  of  the 
pupil,  cycloplegia,  increased  ocular  tension,  loss  of  taste,  headaches,  nervousness, 
drowsiness;  weakness,  dizziness,  insomnia,  nausea,  vomiting,  impotency,  suppression  of 
lactation,  constipation,  bloated  feeling,  severe  allergic  reaction  or  drug  idiosyncrasies, 
including  anaphylaxis,  urticaria  and  other  dermal  manifestations;  some  degree  of  mental 
confusion  and/or  excitement  especially  in  elderly  persons  Decreased  sweating  is  another 
adverse  reaction  that  may  occur  It  should  be  noted  that  adrenergic  innervation  of  the 
eccrine  sweat  glands  on  the  palms  and  soles  make  complete  control  of  sweating  impossible. 
An  end  point  of  complete  anhidrosis  cannot  occur  because  large  doses  of  drug  would 
be  required  and  this  would  produce  severe  side  effects  of  parasympathetic  paralysis. 
DOSAGE  AND  ADMINISTRATION:  Cantil  Tablets:  Usual  Adult  Dose  One  or  2 tablets 
three  times  a day  preferably  with  meals  and  1 or  2 tablets  at  bedtime  . Begin  with  the  lower 
dosage  when  possible  and  adjust  subsequently  according  to  the  patient's  response 
Cantil  Liauid:  Usual  Adult  Dose:  One  or  2 teaspoonfuls  three  times  a day  preferably  with 
meals  ana  1 or  2 teaspoontuls  at  bedtime  As  with  the  tablets,  begin  with  the  lower 
dosage  when  possible  and  adjust  subsequently  according  to  the  patient's  response 
DRUG  INTERACTIONS:  Concomitant  administration  of  anticholinergic  drugs  and  any 
other  drugs  which  would  increase  the  anticholinergic  effects  of  Cantif  is  to  be  avoided 
MANAGEMENT  OF  OVERDOSAGE:  With  overdosage  a curare-iike  action  may  occur 
Symptomatic  treatment  ot  overdosage  is  directed  to  the  anticholinergic  effects  ot  the 
drug  Severe  intoxication  with  oral  overdosage  of  Cantil  is  unlikely,  since,  being  a quater- 
nary anticholinergic,  passage  across  the  blood  brain  barrier  is  not  known  to  occur  If 
severe  symptoms  do  occur,  gastric  lavage  should  be  instituted  promptly  Physostigmine 
or  other  reversible  anticholinesterases  may  be  necessary  Symptomatic  treatment  should 
also  be  instituted. 

(Revised  January,  1975) 
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MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc, 

Cincinnati,  Ohio  45215,  U S.A 


(Economics  Quolienl) 


CAN  YOU  ANSWER 
THESE  BASIC 

ECONOMIC  QUESTIONS? 


Tnje  False 

di  n (1.)  In  1975,  Feideral,  state 
and  local  governments  spent  about 
$7,500  per  household. 

n rH  (2.)  Producers  of  goods 
outnumber  producers  of  services  in 
our  economy. 

D d (3.)  Less  than  four  per  cent 
of  the  G.S.  labor  force  are  agricul- 
tural workers. 

d d (4.)  LI  .S.  coal  reserves 
are  the  world’s  largest. 

If  you  found  these  questions 
tough,  your  Economics  Quotient, 
your  E.Q.,  could  probably  stand 
some  improvement. 

It's  important.  Mot  just  because 
we  all  face  some  important  deci- 
sions about  our  economic  system. 
But  because  the  more  you  know 
about  our  system,  the  more  you’ll 
be  able  to  make  it  work  for  you. 

A special  booklet  has  been 
prepared  to  help  you  learn  more 
about  what  makes  our  American 
Economic  System  tick.  It’s  fact- 
filled,  easy  reading  and  free.  It’s  also 
an  easy  way  to  raise  your  E.Q. 

Eor  your  free  copy,  write 
“Economics’,’  Pueblo,  Colorado 
81009. 

ANSWERS:  l b 11  d Z 11 

The  American 
Economic  System 

We  should  oil  leorn  more  oboul  iL 

"A 

f - A public  setvtce  messoge  of 

^ / Tbis  Mogozir^e  & the  Adverttsirtg  CootkiI 

*"^**'4,  & the  US  Depottment  of  Commetce 
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Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
lacilities  lor  doing  all  types  ol  surgery  in  new  hospital  as  well  as  olfice 
m new  clinic  building.  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Taylor  Smith,  MD,  Malone  and  Hogan 
Clinic,  1501  West  lltn  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Taylor 
Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIAN  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


PHYSICIANS  WANTED — progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647.  Telephone  214-845-2281. 


CARDIOLOGIST-NON  INVASIVE:  Board  certified  or  eligible  to  join  ex- 
panding successful  group.  Busy  hospital  and  office  practice.  Houston 
environs.  Excellent  salary  and  fringe  benefits.  Please  reply  to  Ad-814, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MEDINA  COUNTY  AND  HONDO,  TEXAS.  An  excellent  opportunity  for 
a young  physician  to  establish  a practice.  The  local  physicians  will 
make  you  an  outstanding  offer.  Contact:  John  W.  Meyer,  MD,  Medina 
Medical  Management  Corporation,  602  31st  Street,  Hondo,  Texas  78861; 
telephone  512-426-3054. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after  Adult 
Psychiatry  training.  Academic  program  in  child  development,  family 
therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  with  intensive  individual  supervision  in  psy- 
choanalytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  child  development, 
linguistic  anthropology,  community  services,  and  other  fields.  Excel- 
lent opportunities  in  teaching  administration,  inpatient  and  outpatient 
clinical  programs.  New  60-bed  inpatient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  community  programs.  Stipends: 
first  year,  $17,000;  second  year,  $18,000;  third  year,  $19,000;  fourth 
year,  $20,000  with  additional  fringe  benefits.  Contact  Anthony  P. 
Rousos,  MD,  Director  of  Residency  Training,  Austin  State  Hospital, 
4110  Guadalupe,  Austin,  Texas  78751. 
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RADIOLOGIST — TRAINED  IN  angiography,  CT  scanning,  and  ultra- 
sound, an  interest  in  nuclear  medicine  would  be  helpful,  to  fill  open- 
ing in  5 man  incorporated  group  with  hospital  and  office  practice  in 
Central  Texas.  Compensation  competitive.  Please  reply  to  Ad-847, 
TEXAS  MEDICAL,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  OPPORTUNITY:  Our  community  of  5K,  40  miles  from  Dallas  soon 
opens  the  doors  of  a new  hospital.  We  need  three  more  GPs  to  join 
MD  group  or  set  up  own  practice.  The  practice/compensation  package 
we  offer  is  excellent.  Send  CV  to  or  call  D.  R.  Flynn,  611  Ryan  Plaza 
Drive,  #537,  Arlington,  Texas  76011;  817-461-1451. 


PHYSICIAN  WANTED — Temporary  position  available  from  present  time 
until  July  1,  1979.  Need  a family  practitioner  or  internist  willing  to  do 
family  practice.  Close  to  Houston,  Austin  and  San  Antonio.  Charter 
member  American  Academy  of  Family  Practice.  Clinic  adjacent  to  hos- 
pital. Contact  Willis  G.  Youens,  Jr.,  MD,  105  N.  Grohmann,  Weimar, 
Texas  78962;  713-725-8545. 


WANTED:  PEDIATRICIAN  to  join  growing;  multispecialty  clinic  with  ex- 
cellent facilities.  New  clinic  building  adjacent  to  new  hospital  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Taylor  Smith 
Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  915-267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — maloractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


ORTHOPEDIC  SURGEON  WANTED  TO  JOIN  an  expense  sharing  group 
in  a north  Central  Texas  community  of  100,000.  Must  be  at  least  board 
eligible.  For  additional  information  contact  AD-861,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


RURAL  COMMUNITY  OF  15,000  people  seeking  a MD  for  family  prac- 
tice. Fully  equipped  clinic  available,  with  waiting  room,  bookkeeping 
room,  2 examining  rooms,  private  office,  lab,  x-ray  facilities,  excellent 
trained  nurse  and  experienced  bookkeeper.  Nice  new  brick  buildihg. 
Government  salaried  approximately  $40,000.  Call  or  write  D.  R.  Domkos, 
109  SW  Johnson,  DeKalb,  Texas  75559  or  214-667-2516. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon  do- 
ing GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  with  salary  of  $45,000  per  year  negotiable.  City 
has  population  of  9.000  with  trade  area  of  25,000  to  30,000.  Contact 
Chris  S.  Cruzcosa,  MD,  300  S.  5th  Street,  Carrizo  Springs,  Texas  78834, 
512-876-5236. 


ROLLING  PLAINS  MEMORIAL  HOSPITAL,  Sweetwater,  Texas  is  seeking 
the  services  of  an  internist,  ophthalmologist  and  pediatrician.  Guaran- 
tees and  office  space  available.  Sweetwater  is  a growing  community  of 
15,000  with  approximately  20,000  within  Nolan  County.  Please  contact 
Administrator,  915-235-1701. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  tiaining  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Craig  Bivins,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850. 


EMERGENCY  DEPARTMENT  DIRECTOR  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD  with  ER  and  administrative  experience.  Malpractice  insur- 
ance supplied.  Fee  for  service  compensation  $72,000  for  20  shifts/month. 
Craig  Bivins,  Emergency  Health  Service  Associates,  3600  Gaston  Ave- 
nue, Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


LIVE  AND  WORK  WHERE  OTHERS  VACATION:  Port  Aransas,  Mustang 
Island.  Developing  tourist  and  recreational  area  needs  physician. 
5,300  permanent  population;  50,000  transient  population.  Offers  un- 
limited potential.  Excellent  quality  of  life,  leisurely  pace,  unmatched 
recreational  opportunities.  Hospital  within  7 miles,  major  metropolitan 
area,  36  miles.  Reply  to  W.  L.  Gavit,  Box  188,  Port  Aransas,  Texas 
78373. 


COMMERCE:  Excellent  location  just  outside  the  Dallas-Fort  Worth 
Metroplex.  Community  of  10,000  in  Northeast  Texas  desires  to  attract 
physicians.  High  level  of  middle  income  families  due  to  university 
located  in  the  community.  Facilities  and  medical  staff  include  30  bed 
hospital  and  other  practicing  physicians.  Ideal  climate,  recreation  and 
cultural  opportunities  in  a community  that  cares.  Contact  Ron  Robinson, 
Co-Chairman,  Health  Care  for  Commerce  Committee,  1107  V2  Main 
Street,  Commerce,  Texas  75428;  telephone  214-886-3950. 


PHYSICIANS;  You  can  find  the  perfect  practice  opportunity  through 
Medenco  Hospitals,  Inc.  A variety  of  settings  from  rural  to  metropolitan 
plus  an  attractive  financial  package  are  available  with  Medenco  Con- 
tact Physician  Relations,  Medenco  Hospitals.  Inc  , P.  O.  Box  3448  Hous- 
ton, Texas  77001;  Call  collect  in  Texas  713-621-8131. 


HEMATOLOGIST/ONCOLOGIST:  Board  certified  or  eligible  to  join  ex- 
panding successful  group.  Busy  hospital  and  office  practice.  Houston 
environs.  Excellent  salary  and  fringe  benefits.  Please  reply  to  Ad-813, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  in  cardiology,  obstetrics, 
pediatrics,  family  practice,  neurology  and  radiology.  Enjoy  practicing 
medicine  with  our  28-man  multispecialty  group  located  in  a friendly 
city  of  100,000  people  in  north  central  Texas.  Close  to  everything,  but 
away  from  big  city  problems.  If  you  want  to  know  more  about  this 
long  established  group  (1919)  whose  city  has  a booming  economy,  call 
collect  Dr.  David  M.  Pogue  at  817-766-3551.  Wichita  Falls  Clinic,  501 
Midwestern  Parkway,  Wichita  Falls,  Texas  76302. 


PSYCHIATRIC  RESIDENCY  IN  APPROVED  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  with 
Texas  license  are  $17,000,  $18,000  and  $19,000  per  year  with  additional 
fringe  benefits.  For  full  information,  write  to:  Anthony  P.  Rousos,  MD, 
Director  of  Residency  Training,  Austin  State  Hospital,  4110  Guadalupe 
Street,  Austin,  Texas  78751. 


LOCUM  TENENS— EMERGENCY  MEDICINE— available  in  our  Dallas 
area  hospitals;  monthly  scheduling  is  flexible  and  according  to  your 
preferences;  malpractice  is  paid,  excellent  hourly  income  according  to 
your  flexibility  and  hours  worked.  Call  214-522-5481  for  details. 


PUBLIC  HEALTH  PHYSICIANS  at  state,  regional  or  local  levels.  Salary 
competitive  based  on  qualifications.  MPH  and/or  board  certification 
qualification  desirable.  Texas  license  to  practice  medicine  required. 
Merit  System  classification  utilized.  Contact  George  Anderson,  MD,  Tex- 
as Department  of  Health,  1100  West  49th  Street,  Austin,  Texas  78756. 
An  equal  opportunity  employer. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $15.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Txas  78701. 
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INTERNIST— BOARD  QUALIFIED  OR  CERTIFIED.  Texas  State  Chest 
Hospital,  Harlingen,  Texas.  Hospital  practice  of  pulmonary  and  related 
disease.  Stipend:  $47, 000-$50, 000/annum.  Excellent  fringe  benefit  pack- 
age includes  retirement,  hospitalization,  salary  savings,  etc.  Inquire 
Paul  W.  Musgrave,  MD,  P.O.  Box  593,  Harlingen,  Texas  78550.  An  equal 
opportunity  employer. 


STAFF  PHYSICIAN — The  University  of  Texas  Health  Center  at  Tyler 
seeks  staff  physician  to  care  for  medical  in-patients  and  out-patients 
in  new  320  bed  facility.  Texas  license  required.  Salary  negotiable. 
Excellent  fringe  benefits.  Please  submit  letter  of  interest  and  curriculum 
vitae  to:  P.O.  Box  2003,  Tyler,  Texas  75710.  An  equal  opportunity  em- 
ployer. 


SAN  lACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Pediatrician, 
internist,  psychiatrist,  family  practitioner,  solo  practice.  Home  Exxon, 
US  Steel,  Gulf.  High  income.  Bay  area  near  Houston.  Outstanding 
schools,  colleges.  Contact  Administrator,  1101  Decker  Drive,  Baytown, 
Texas  77520;  713-422-3405. 


FAMILY  PRACTITIONER  OR  GENERAL  INTERNIST  for  primary  care 
group,  Excellent  compensation/benefits:  continuing  education,  malprac- 
tice, health,  life,  and  disabilitv  insurance,  vacation,  pension/profit- 
sharing plan,  potential  shareholdership.  Contact  L.  N.  Dotin,  MD, 
Southwest  Medical  Group,  PA,  4499  Medical  Drive,  Suite  270,  San  An- 
tonio, Texas  78229;  512-690-2010. 


PHYSICIANS  WANTED  to  staff  emergency  medicine  opportunities  in 
Texas  (full  or  part-time)  or  join  established  practices  or  begin  new 
practices.  We  have  the  opportunities — we  need  the  physicians.  Contact 
Vicki  Hay,  Hospital  Resources  Management,  P.O.  Box  45148,  Dallas, 
Texas  75235;  (214-358-4486  collect). 


FAMILY  PRACTICE,  DALLAS,  TEXAS — Unusual  opportunities  for  hos- 
pital oriented  practice.  Solo  or  group  practice  locations.  Guaranteed 
income.  Staff  membership  available  at  117-bed  teaching  hospital,  af- 
filiated with  Texas  College  of  Osteopathic  Medicine,  (iall  collect,  John 
Isbell,  Administrator,  Steven  Park  Osteopathic  Hospital,  2120  W.  Colo- 
rado Blvd.,  Dallas,  Texas  75211;  214-943-4631. 


TEXAS  PHYSICIAN  PLACEMENT.  Professionally  and  personally  satis- 
fying general  family  practices  in  all  sized  Texas  towns.  Some  specialty 
practices.  Good  cross-coverage  with  other  physicians  in  town.  Please 
send  CV-resume  with  lifestyle  preferences  to  Sanford  Smith,  Profes- 
sional Practice  Management,  Inc.,  1102  Kingwood  Drive,  Humble,  Texas 
77339. 


OB-GYN,  HOUSTON,  TEXAS:  To  associate  with  three  doctor  office. 
Well  established  practice.  Minimum  $40,000  yearly.  Call  1-713-643-2644 
or  write  Joe  Atlas,  MD,  8322  Gulf  Freeway,  Houston,  Texas  77017. 


OPHTHALMOLOGIST  WANTED:  To  take  over  an  established  general 
ophthalmology  practice  in  a predominantly  Spanish-speaking  area  of 
San  Antonio,  Texas.  Ability  to  speak  Spanish  helpful,  but  not  essential. 
No  investment  required.  Any  arrangement  negotiable.  Contact  James 
W.  Speights,  MD,  700  S.  Zarzamora,  Suite  302,  San  Antonio,  Texas 
78207;  telephone  512-432-0979. 


EMERGENCY  DEPARTMENT  PHYSICIAN/DIRECTOR— North  Dallas  sub- 
urb. Duties  include  clinical  as  well  as  administrative  responsibilities. 
Ideal  practice  for  second  career  physician.  Competitive  remuneration; 
flexible  scheduling,  Monday-Friday,  no  weekends.  Send  CV  to  Texas 
Emergency  Room  Services,  3603  Hall  Street,  #102,  Dallas,  Texas  75219, 
or  call  collect  214-522-5481  for  details. 


WANTED:  GP,  FP  NEEDED  to  join  4 man  group  to  do  general  practice 
and  OB.  Population  5,000;  trade  area  15,000  plus.  Old  established  clinic 
group  of  3 GPs  and  1 board  surgeon.  Lovett  Meredith  Clinic,  Box  487, 
Olney,  Texas  76374;  817-564-5543. 


UNIVERSITY  AFFILIATED  CHILDRENS  HOSPITAL  with  109  beds— one 
pediatric,  level  2 and  one  pediatric,  level  3 position  available  for  July  1, 
1979.  Contact  Benjamin  Suchoff,  MD,  Director  of  Medical  Education, 
Driscoll  Childrens  Hospital,  3533  South  Alameda,  Corpus  Christi,  Texas 
78411. 


PHYSICIAN — We  are  one  of  America's  largest  health  care  corporations. 
Currently  we  are  seeking  a back-up  physician  for  our  plasma  donor 
center  located  in  Houston.  Responsibilities  will  include  performing 
physicals  in  conjunction  with  donor  screening  and  evaluations  when 
our  regular  staff  physicians  are  on  vacation.  Our  reguirements  are 
flexible  and  we  will  consider  retired  physicians  as  well  as  those  de- 
siring to  work  on  a consulting  basis.  We  offer  excellent  working  en- 
vironment and  a highly  competitive  salary.  Please  contact:  Tom  Mc- 
Cutchen,  Alpha  Therapeutic  Corporation,  formerly  Abbott  Scientific 
Products  Division,  1520  Capital,  Houston,  Texas  77002;  713-225-91'77. 
Equal  opportunity  employer  M/F. 


TO  SENIOR  RESIDENTS' — In  selected  areas  of  interest  we  develop  and 
supply  for  private  review  the  comprehensive  professional,  social  and 
economic  information  you  may  wish  to  consider  in  your  choice  of 
location.  (There  is  never  a charge  to  the  candidate  physician.)  Please 
direct  inquiry  to  Cheryl  Cade,  Physician  Liaison,  Sunbelt  Physician 
Placement  Service,  5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096, 
713-729-6068. 


Situations  Wanted 


CARDIOLOGIST,  board  certified  in  internal  medicine,  board  eligible 
m cardiology.  Well  trained  in  invasive  (Sones  and  Judkins)  and  non- 
invasive  cardiology.  Seeks  practice  opportunities  in  association  with 
other  cardiologist(s)  in  Dallas  or  Houston  area.  Available  July  1979. 
Contact  Ad-843,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


DERMATOLOGIST — 37.  dermatology  board  certified  1971.  Texas  tempo- 
rary license.  Looking  for  practice  in  Houston.  Open  to  all  possibilities. 
Please  reply  to  Ad-831,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON:  Board  eligible  July  1979 — seeks  position  with 
group  or  solo  practice.  Well  trained  in  all  aspects  of  general  ortho- 
pedics. Please  contact  Ad-868,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


FAMILY  PHYSICIAN — 37,  FLEX,  board  certified,  desires  associate,  group 
or  solo  practice.  Prefer  metropolitan  area.  Please  reply  to  Ad-88(), 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  '78701. 


ANESTHESIOLOGIST — 34  board  eligible,  4 years  training,  FLEX,  avail- 
able July  1979.  Licensed  in  Florida  and  Texas.  Any  kind  of  service  to 
group  or  hospital  full-time,  part-time,  any  kind  of  service.  Contact  A. 
D.  Desai,  MD,  7 Hegman  Avenue,  Apt.  17C,  Brooklyn,  New  York  11212; 
212-485-6835. 


HARVARD-TRAINED  NEPHROLOGIST-INTERNIST,  30,  board  certified  in 
medicine  and  nephrology,  trained  in  all  aspects  of  nephrology  includ- 
ing dialysis  and  transplantation.  Seeks  group,  partnership  or  hospital- 
based  position  in  clinical  nephroloqv.  Will  do  internal  medicine.  Prefers 
areas  m and  around  Dallas-Fort  Worth,  Houston,  Galveston  and  San 
Antonio.  Available  in  1979.  Please  reply  to  Ad-864,  TEXAS  MEDICINE. 
1801  North  Lamar  Blvd.,  Austin,  Texas  7b701. 


BOARD  CERTIFIED  ANESTHESIOLOGIST— University  trained,  three- 
years  of  extensive  experience  in  all  types  of  anesthesia.  Looking  tor 
position  for  private  practice.  Prefer  tee-for-service.  but  will  consider  all 
offers  and  locations.  Contact  Ad-869.  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


ASSOCIATION  OF  ABIM  INTERNISTS,  all  subspecialties  represented, 
available  for  weekend  coverage  of  internal  medicine  or  general  medi- 
cine practices  in  the  San  Antonio  area  or  throughout  state.  Subspecialty 
coverage  also  available.  Call  512-684-8108  after  7 pm  or  write  6922 
Forest  Way,  San  Antonio,  Texas  78240. 


BOARD  CERTIFIED  OTOLARYNGOLOGIST,  well  trained  and  experi- 
enced in  all  facets  of  otolaryngology,  including  maxillo-facial  trauma 
and  head  and  neck  surgery.  Seeks  practice  in  Texas.  CV  on  request. 
Please  reply  in  full  details  to  Ad-872,  TEXAS  MEDICINE.  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


NEUROSURGEON:  42  with  12  years  of  experience  in  private  solo  prac- 
tice in  Canada  wishes  to  relocate  in  Texas.  FLEX,  LMCC,  FRCS  (Cana- 
da), FACS,  board  eligible.  Possess  immigrant  visa  to  USA.  Prefer 
association  or  partnership.  Please  reply  to  Ad-871,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON — 50.  board  certified,  FACS.  University  trained 
with  academic  background.  Private  practice  or  academic.  Houston  and 
metropolitan  areas  preferred.  Please  reply  to  Ad-874,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN — Board  certified,  8 years  experience.  Seeks  a position  in 
or  around  urban  area.  Desires  partnership,  group  or  solo  practice. 
Please  reply  to  Ad-875,  TEXAS  MEDICINE.  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


INTERNIST — 30,  ABIM,  FMG  (Taiwan),  subspecialty  infectious  diseases, 
university  trained.  Seeking  solo/associate/group  practice  after  July  1979 
in  Texas.  Primary  care  considered.  Reply  to  Ad-876,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN — 47  year  old  FACOG  desirous  of  OB/GYN  group  practice  in 
Southeast  or  Southwest  Texas.  Available  3-6  months,  (jood  health. 
Please  reply  to  Ad-877,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


UROLOGIST — FMG,  FLEX,  board  eligible,  university  trained  with  ex- 
perience in  adult  and  pediatric  urology,  seeks  solo,  group  or  hospital 
based  practice  starting  July  1979.  Please  reply  to  Ad-878,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN — 34,  passed  written  board.  FMG.  Well  trained,  com- 
pleting fellowship  in  pediatric  metabolism  in  July  1979.  Seeks  group, 
partnership  or  solo  practice  in  Texas.  Available  July  1979.  Please  reply 
to  Ad-879,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


BOARD  ELIGIBLE  GENERAL  AND  VASCULAR  SURGEON  seeking  solo 
or  group  practice.  Available  from  July  1979.  Contact  Krishan  Tayal,  MD, 
3209  Belle  Court,  Royal  Oak,  Michigan  48072;  telephone  313-435-4270. 


BOARD  ELIGIBLE  YOUNG  FEMALE,  graduate  of  Bombay  University 
1972,  with  six  years  of  experience  and  good  references,  looking  for 
group,  partnership  or  solo  practice  in  OB-GYN.  Community  preference 
more  than  50,000.  Available  July  1979.  Residency  trained  in  NYC,  NY 
and  Cleveland,  Ohio.  Please  reply  to  Ad-881,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


GYNECOLOGIST-REPRODUCTIVE  ENDOCRINOLOGIST.  39  years  old. 
Current  medical  school  faculty.  Looking  for  private  practice  opportunity 
in  Southwest  Houston.  Nine  years  consulting  practice  in  gynecology, 
surgery,  laparoscopy,  microsurgery,  infertility  and  endocrinology.  Need 
financial  guarantee.  Reply  to  Aa-882,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78'701. 


INTERNIST-ENDOCRINOLOGIST,  ABIM,  30,  Texas  state  licensed.  Seek- 
ing associate  practice,  partnership  or  group  practice.  Prefer  city  in 
East  and  South  Central  Texas,  Available  July  1979.  Contact  Ad-883, 
TEXAS  MEDICINE,  18C)1  North  Lamar  Blvd,,  Austin,  Texas  78701. 


PEDATRICAN — 36,  immigrant,  board  eligible,  trained  in  pediatric 
hematology-oncology.  University  trained,  presently  in  full  time  pediatric 
specialty  group,  hospital  based.  Seeks  pediatric  practice,  solo  or  group. 
Licensed  to  practice  in  New  York,  Texas  and  California.  Available 
April-May  1979.  Please  reply  to  Ad-885,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


UTMB  (Galveston)  Graduate — Completing  chief  resident  year  in  general 
surgery.  Will  practice  in  medium  size  town  or  small  city.  FPs,  south- 
west educated  and  trained,  available  in  July.  Excellent  IM,  orthopedic 
and  OB/GYN  candidates,  general  and  subspecialty.  Contact  through 
Sunbelt  Physician  Placement  Service,  5500  N.  Braeswood,  No.  177, 
Houston  77069;  713-729-6068. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  search, 
evaluation  and  screening  to  supplement  your  own  independent  recruit- 
ing. (We  never  require  deposit,  retainer  or  exclusion.)  Full  information 
to  physicians  and  nealth  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood.  No.  177,  Houston,  'Texas  77096;  713-729-6068. 


CERTIFIED  PHYSICIANS  ASSISTANT  with  surgical  experience  wants  to 
relocate  in  the  South,  (ball  515-423-4108. 


BOARD  ELIGIBLE  INTERNIST  desires  part-time  clinic,  office  or  industrial 
work  in  Dallas/Fort  Worth  metroplex.  Will  consider  part-time  emer- 
gency room  work.  Available  immediately.  Please  reply  to  Ad-884, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  MEDICINE 


For  Sale  or  For  Rent 


NEW  ULTRA-MODERN,  cedar  and  glass  office  space  for  lease  in 
Northwest  San  Antonio  one  block  from  Loop  410  and  one  exit  from  IHIO. 
Across  the  road  from  Park  North  Hospital,  the  building  is  divided  into 
six  separate  office  spaces  which  are  occupied  by  4 general  dentists,  3 
oral  surgeons,  an  orthodontist,  and  a psychologist.  Up  to  2700  sq.  ft. 
available  at  5U  sq,  ft.  with  a very  liberal  allowance  to  finish  out  to 
your  specifications.  Ideal  situation  for  the  family  practitioner  or  pedia- 
trician. Contact  Mossrock  Venture,  2803  Mossrock,  Suite  201,  San  An- 
tonio, Texas  78230. 


OFFICE  SPACE  IN  DALLAS — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy,  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available 
without  cost.  Contact  Joe  Mistrot,  214-328-2761,  or  write  P.  O.  Box  18237, 
Dallas,  Texas  75218. 


IDEAL  NE  SAN  ANTONIO  SPACE  AVAILABLE  in  building  with  two 
general  practitioners  in  family  medicine  and  one  general  dentist.  The 
medical  practices  have  been  in  the  same  location  for  10  years.  Lease 
to  start  Feb,  28,  1979.  10127  Sahara,  San  Antonio  78216.  C.  I.  Merritt, 
DDS;  512-341-2536. 


FOR  LEASE — Plano,  Texas.  854  square  feet  near  two  area  hospitals. 
Suitable  lor  any  physician.  Reception  room  business  office,  two  exam 
rooms  lab,  office,  restroom,  and  storage.  Available  immediately  with 
or  without  furniture  and  equipment.  Contact  Ms.  M.  M.  White,  214-423- 
2092:  214-596-9269. 


PROFESSIONAL  SUITES  FOR  LEASE  IN  HOUSTON— adjacent  to  Spring 
Branch  Memorial  Hospital.  Modern,  brand  new  2-story  building.  B50 
to  2,000  square  feet  offices.  Opportunity  for  ownership.  Call  Mr.  Axel- 
rad,  713-871-0355. 


HOUSTON — New  medical  building  lor  lease.  Excellent  residential  loca- 
tion adjacent  to  elementary  schools  with  3500  student  body.  Ideal  for 
pediatric  & family  practice.  Rental  of  75c  per  foot  includes  complete 
tix-up  costs,  no  extra  expenses,  no  common  area  charge.  Contact 
Medical  Construction  Corp.,  17821  Villa  Way  Drive,  Spring,  Texas  77373, 
or  call  713-376-8488. 


DOCTORS  OFFICE  SPACE,  newly  remodeled;  1,250  sq.  ft.;  Main  Street, 
Robstown,  Texas.  Telephone  512-387-3425. 


FOR  SALE:  Deceased  physician's  practice  and  completely  equipped 
office  located  on  Texas  coast.  Walk  in  and  take  over.  For  further  de- 
tails, call  512-776-2794. 


FM  1960  & IH  45,  Houston  Northwest  Medical  Center  Area.  For  sale, 
one  acre,  three  bedroom,  two  bath  home  and  850  sq  ft.  office  building. 
Excellent  location  for  clinic  or  professional  building.  $188,000  Call  A1 
Gonzales  at  713-797-1404  or  713-523-5621. 
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But  child  abuse  does  hurt.  And 
you  can  do  something  about 
it.  Below  are  a few  sugges- 
tions. Commit  yourself  to  one 
and  help  stop  the  hurt. 


MEDICAL  OFFICE  SPACE — Central  location,  close  to  St.  David's  and 
Brackenridge  Hospitals  m Austin.  Ground  level,  modern  decor  with 
garden  view,  off  street  parking,  Phone  512-477-2462  (8-5)  or  evenings 
512-345-4670. 


3,000  sq.  ft.  office  space  with  8,000  so  ft.  parking  on  Burnet  Road  in 
Austin  near  Seton  Medical  Center.  11  rooms,  three  baths,  superior 
construction.  Call  Mrs.  Sanders,  512-459-7665,  Monday-Friday , 9-5. 


EKG  AND  OTHER  EQUIPMENT  lor  sale.  EKG  is  Burdick  EK5A  with 
stand,  patient  table  and  supplies  $950.  Other  equipment  is  Epstein 
Audiometer  $275,  Keystone  Telebinacular  $275,  Vitalor  $125.  All  equip- 
ment is  virtually  new.  Call  David  Dillon  512-822-9641. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


JOB  WANTED  AS  WORKING  CARETAKER  on  small  ranch.  Farm  raised. 
Nine  years  police  experience.  32  years  old,  married  with  family  Resume 
on  request.  Salary  negotiable.  Call  K.  R.  Tullos,  713-426-5984. 


nCHT 

CANCER 

WITH  A I AND  A 
CHECKUP  CHECK 

I 

AMERICAN  CANCER  SOCIETY 


Stop  the  Hurt. 

□ I'll  show  my  child 
some  love.  (Some- 
times I forget.) 

I'd  like  some  facts.  I'll 
send  this  coupon  in 
and  request  in- 
formation. 

□ I'll  help  a troubled 
parent  by  being  a 
good  friend. 

□ I have  a problem.  I'm 
going  to  start  talking 
about  it. 

□ I'd  like  to  start  helping 
right  now.  Here's 
my  donation. 

Name 

Address 


State Zip I 

Stop  the  Hurt.  Write:  j 

Prevent  Child  Abuse  ■ 

Box  2866  j 

Chicago,  Illinois  60690  | 

National  Committee  lor  Prevention  of  ChikJ  Abuse  I 

I I 

A Public  Service  of  This  Magazine 
& The  Advertising  Council 
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PHYSiCIANS  WANTED 

West  Memorial — Katy,  Texas 

Immediate  openings  for  Family  Practitioners, 
Pediatricians,  General  Surgeons,  Internists,  etc. 
In  booming  area  few  miles  west  of  Houston. 

Call  713-465-1910 
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Sunbelt  Opportunities 

Medenco.  Inc  owns  and  manages  20  hospitals  within  Texas  Private  practice 
opportunities  await  you  in  settings  from  major  urban  areas  to  scenic  rural 
communities  Let  our  professional  staff  assist  you  m selecting  the  community  and 
practice  situation  that  fulfill  your  needs 

For  further  information,  submit  your  Curriculum  Vitae  in  strictest 'confidence  or 
contact. 

Director,  Physician  Relations 

IVIEDENCO 

Ino. 

P.O.  Box  3448 
Houston,  Texas  77001 

1-800-231-2655 
(713)  621-8131  (wHhIn  Texas) 


PHYSICIANS  WANTED 


Immediate  and  future  openings  for  Family  Practitioners 
(10),  Cardiologists  (3),  Internists  (8),  Pediatricians  (4), 
OB/GYN  (5),  and  a Rheumatologist  in  Austin,  Dallas 
and  other  cities  throughout  the  state.  Excellent  group 
or  solo  opportunities  available.  Send  C.  V.  or  call 

Wellington  Smith 
The  Texas  Doctors  Group 
815  Brazos  P.  O.  Box  177 
Austin,  Texas  78767 
(512)  476-7129 


PHYSICIANS  WANTED 

Downtown  Houston 
St.  Josephs  Medical  Plaza 

Immediate  openings  for  Family  Practi- 
tioners, Pediatricians,  General  Sur- 
geons, Internists,  etc.  Call  713  659-3440. 
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“What’s  New”  is  valuable  addition 

Dear  Dr  Daeschner: 

I wanted  to  comment  on  Texas  Medicine's  new  feature, 
“What’s  New,”  developed  by  the  Scientific  Publication 
Committee.  I was  particularly  impressed  by  the  short 
summary  on  diabetes  prepared  by  William  P.  Deiss,  Jr, 
MD.  I am  convinced  that  this  feature  will  be  of  great  value 
to  physicians  in  Texas  and  I commend  you  and  your 
committee. 

Edward  N.  Brandt,  Jr,  MD,  PhD,  Austin,  Vice  Chancellor 
for  Health  Affairs,  The  University  of  Texas  System. 

Lumbar  puncture — clinical  note 

Dear  Ms  Baker: 

Lumbar  puncture  is  a common  procedure  in  the  investiga- 
tion of  neurological  diseases.  Many  physicians,  however, 
are  not  aware  of  a relatively  simple  method  of  achieving  a 
successful  spinal  tap  by  learning  to  position  the  spinal 
needle  in  the  midline — a factor  which  is  the  key  to  this 
procedure. 

The  procedure  is  as  follows:  Under  sterile  conditions, 
L4-L5  level  should  be  chosen,  preferably  by  identifying 
the  superior  aspect  of  an  iliac  crest.  After  the  interspinous 
area  is  palpated,  it  should  be  infiltrated  with  a local 
anesthetic.  For  diagnostic  lumbar  puncture  a 20-gauge 
needle  should  be  used.  Place  the  tip  of  the  needle  in  the 
midline.  Ask  the  patient,  “Where  is  the  needle?”  If  the 
patient  says,  “I  do  not  know,"  or  “In  the  middle,”  then  the 
needle  is  in  the  midline.  If  the  patient  says,  “To  the  right,” 
or  “To  the  left,”  then  pull  the  needle  out  slightly  and  adjust 
it  so  that  it  is  in  the  midline.  Insert  the  needle,  and  every 
few  millimeters  repeat  the  questions  and  make  appropri- 
ate needle  adjustments  if  needed.  By  slowly  progressing 
in  the  above  fashion,  a successful  and  non-traumatic 
spinal  tap  will  almost  always  be  obtained.  Do  not  wait  for 
the  dural  “pop.”  When  you  think  the  needle  is  sufficiently 
into  the  soft  tissues,  pull  out  the  stylet  every  few  millime- 
ters to  check  for  the  back-flow  of  cerebrospinal  fluid. 
Good  luck! 

Mohammad  Sarwar,  MD,  Galveston. 


Correction 

Dear  Ms  Baker: 

I wish  to  thank  you  for  the  quality  of  your  treatment  of  my 
article,  “Trigeminal  Neuralgia:  Recent  Advances  in  Man- 
agement,” published  in  the  December  1978  issue  of 
Texas  Medicine. 

In  the  transfer  to  type,  there  was  one  omission  which  I 
believe  should  be  corrected.  The  reference  number  9 has 
had  the  citation  omitted;  it  should  read:  "Apfelbaum  Rl:  A 
comparison  of  percutaneous  radio  frequency  trigeminal 
neurolysis  and  microvascular  decompression  of  the  tri- 
geminal nerve  for  the  treatment  of  tic  douloureux.  Neu- 
rosurg  1 : 16-21,  1977.” 

Martin  L.  Lazar,  MD,  Dallas. 


123 


Volume  75  February  1979 


124 


KELSEY-SEYBOLD  CLINIC 


TEXAS  MEDICAL  CENTER  • 6624  FANNIN  STREET  • HOUSTON,  TEXAS  77030  • (713)  797-1551 


INTERNAL  MEDICINE 

Allergy 

C.  W.  Ewing,  M.D.,  F.A.C.A. 

S.  Weakley,  M.D. 

Arthritis  and  Rheumatic  Diseases 
J.  W.  Kemper,  M.D.,  F.A.C.P. 

M.S.  Fischer,  M.D. 

J.  M.  Condit,  M.D. 

Cardiology 

E.  F.  Beard,  M.D.,  F.A.C.P. 

D.  D.  Goulden,  M.D. 

M.  J.  Mihalick,  M.D. 

J.  A.  Garcia-Gregory,  M.D. 

Endocrine  and  Metabolic  Diseases 

M.  P.  Kelsey,  M.D.,  F.A.C.P. 

A.  E.  Leiser,  M.D.,  F.A.C.P. 

P.  K.  Champion,  Jr„  M.D.,  F.A.C.P. 

Gastrointestinal  Diseases, 

Endoscopy 

J.  R.  Kelsey,  Jr.,  M.D.,  F.A.C.P. 

P.  S.  Bentlif,  M.D.,  F.A.C.P. 

F.  S.  O’Neil,  M.D.,  F.A.C.P. 

General  Internal  Medicine 

G.  F.  Taboada,  M.D.,  F.A.C.P. 

N.  H.  Nauert,  Jr.,  M.D. 

G.  G.  Bourianoff,  M.D. 

G.  Crofoot,  M.D. 

J.  R.  Hoverman,  M.D. 

General  Medicine,  Gastroenterology 

R.  D.  Eichhorn,  M.D.,  F.A.C.P. 

Hematology 

J.  B.  Bart,  M.D.,  F.A.C.P. 

Infectious  Diseases 

S.  Riggs,  M.D.,  F.A.C.P. 

Nuclear  Medicine 

D.  E.  Mouton,  M.D.,  F.A.C.N.M. 

Oncology 

E.  N.  Root,  M.D. 

Pulmonary  Diseases,  Bronchoscopy 
S.  P.  Fischer,  M.D.,  F.A.C.P. 

B.  D.  Walker,  M.D. 


DERMATOLOGY 

W.  M.  Fraser,  M.D.,  F.A.A.D. 
D.  W.  Owens,  M.D.,  F.A.A.D. 


GENERAL  & THORACIC  SURGERY 

Surgical  Endoscopy  & Colonoscopy 
W.  D.  Seybold,  M.D.,  F.A.C.S. 

J.  D.  McMurrey,  M.D.,  F.A.C.S. 

J.  L.  Doggett,  M.D.,  F.A.C.S. 

M.  F.  Appel,  M.D.,  F.A.C.S. 

C.  P.  Clericuzio,  M.D. 

NEUROLOGY 

A.  Arana,  M.D. 

OBSTETRICS  & GYNECOLOGY 

M.  L.  Cody,  M.D.,  F.A.C.S., 

F.A.C.O.G. 

W.  A.  Johnson  III,  M.D., 

F.A.C.O.G 

OCCUPATIONAL  & 

PREVENTIVE  MEDICINE 

M.  B.  Johnston,  M.D., 

F.A.C.Pr.M. 

W.  B.  Dye,  M.D.,  F.A.C.Pr.M. 

H.  B.  Elwell,  Jr.,  M.D. 

R.  M.  Fenno,  M.D.,  F.A.C.P. 

F.  A.  Goss,  M.D. 

W.  R.  Hawkins,  M.D.,  F.A.C.Pr.M. 
W.  R.  Hein,  M.D.,  F.A.C.Pr.M. 

L.  A.  Herrmann,  M.D. 

R.  J.  Huebner,  M.D. 

G.  F.  Kelly,  M.D.,  F.A.C.Pr.M. 

T.  K.  Lee,  M.D.,  M.P.H. 

G.  O.  Lewis,  M.D.,  F.A.C.Pr.M. 

W.  V.  Murawsky,  M.D. 

C.  A.  Owen,  M.D.,  F.A.C.S. 

B.  W.  Prior,  M.D.,  F.A.C.Pr.M. 

L.  W.  Sheckles,  M.D.,  F.A.C.P. 

N.  A.  Tadros,  M.D.,  F.A.C.Pr.M. 

A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 

OPHTHALMOLOGY 

H.  E.  Wahlen,  M.D.,  D.A.B.O. 

J.  E.  Key,  II,  M.D.,  D.A.B.O. 

ORTHOPEDIC  SURGERY 

T.  H.  Crouch,  M.D.,  F.A.C.S. 

OTOLARYNGOLOGY 

J.  C.  Dickson,  M.D.,  F.A.C.S. 

J.  L.  Smith,  M.D.,  F.A.C.S. 

L.  P.  Conrad,  M.D. 


PATHOLOGY 

R.  A.  Jordan,  M.D.,  F.A.S.C.P. 


PEDIATRICS 

Rheumatology 

E.  J.  Brewer,  Jr.,  M.D.,  F.A.A.P. 

Allergy  and  Pulmonary  Diseases 

C.  W.  Ewing,  M.D.,  F.A.A.P. 

Gastroenterology 

G.  D.  Ferry,  M.D.,  F.A.A.P. 

General  Pediatrics  and  Consultation 

F.  J.  Boland,  M.D.,  F.A.A.P. 

R.  M.  Thaller,  M.D.,  F.A.A.P. 

K.  C.  Pinckard,  M.D. 

J.  C.  Hoyle,  Jr.,  M.D. 


PSYCHIATRY 

C.  G.  Cochran,  M.D. 
R.  Daichman,  M.D. 


RADIOLOGY 

R.  J.  Kurth,  M.D.,  F.A.C.R. 

E.  G.  Linares,  M.D. 

P.  Raphael,  M.D. 

J.  F.  Neumann,  M.D. 

UROLOGY 

D.  W.  Pranke,  M.D.,  F.A.C.S. 
R.  A.  Renner,  M.D. 


DENTISTRY 

J.  W.  Orr,  D.D.S. 

D.  L.  McClung,  D.D.S. 

SPEECH  PATHOLOGY 
& AUDIOLOGY 

D.  R.  Fox,  Ph.D. 

J.  W.  Porter,  M.A. 

N.  Shulak,  M.A. 


EXECUTIVE  DIRECTOR 

J.  A.  Bakken,  F.A.C.M.G.A. 


K-S  WEST 

nil  Augusta  Drive 
Houston,  Texas  77057 
(713)  780-1661 


K-S  DOWNTOWN 

Two  Houston  Center,  Suite  P-310 
909  Fannin  Street,  Hou^on,  Texas  77002 
(713)  654-4401 


KELSEY-SEYBOLD  RIVERHILL 

P.O.  Box  1235 
Kerrville,  Texas  78028 
(512)  896-8444 


TEXAS  MEDICINE 


EDITORIAL 


Generic  chaos 

From  the  mid-1950s  until  recently,  federal  and  state  inter- 
vention in  the  physician-patient  relationship  with  respect 
to  prescription  of  drugs  seemed  to  be  directed  primarily 
toward  assuring  higher  quality — ie,  more  effective  and 
safer  drugs.  There  have  been  times,  to  be  sure,  when  this 
intervention  seemed  to  be  misguided  or  quixotic;  one  can 
recall  situations  in  which  bureaucratic  banality  was  sub- 
stituted for  scientific  rationality.  But,  withal,  one  could 
support  a generalization  of  good  intention — protection  of 
patients  against  drugs  that  failed  to  meet  appropriate 
standards  of  need,  efficacy,  and/or  safety. 

However,  in  the  recent  period  there  has  been  an  un- 
acknowledged but  unmistakable  change  in  governmental 
direction.  Most  charitably,  this  change  can  be  described 
as  substitution  of  cost  consciousness  for  quality  concern. 
Put  less  generously,  the  trade-off  has  been  for  the  political 
or  public  relations  appearance  of  cost  consciousness. 
The  instrument  of  this  shift  has  been  immense  govern- 
mental pressure  for  the  replacement  of  branded  drug 
prescription  by  generic  dispensing.  Thus  far,  33  states 
and  the  District  of  Columbia  (hereafter  treated,  for  con- 
venience, as  34  states)  have  enacted  laws  permitting 
pharmacists  to  replace  prescribed  branded  drugs  with 
generic  “equivalents.”  These  laws  vary  greatly  from  state 
to  state  (which  in  part  accounts  for  the  title  of  this  edito- 
rial), but  with  few  exceptions,  they  all  have  in  common  the 
phenomenon  of  reducing  and/or  encumbering  the  physi- 
cian’s prerogative  of  designating  the  agents  to  be  em- 
ployed therapeutically.  Paradoxically,  for  laws  allegedly 
designed  to  protect  consumers  (patients),  these  acts  are 
amazingly  deficient  in  safeguarding  the  most  basic  rights 
of  the  patient.  For  example,  only  six  of  the  34  states 
involved  require  patient  consent  for  drug  substitution. 
Sixteen  of  the  laws  do  not  even  require  the  pharmacist  to 
record  the  switch  between  the  prescribed  and  dispensed 
drug.  Thus  in  nearly  half  of  the  states,  the  patient  would 
have  no  way  of  finding  out  if  an  adverse  reaction  to  a drug 
was  to  the  one  the  doctor  had  prescribed  or  to  something 
the  pharmacist  decided  to  substitute.  And  obviously,  a 
physician  trying  to  make  such  a determination  would  be 
almost  equally  helpless.  The  legal  and  litigational  implica- 
tions of  this  situation  are  as  obvious  as  they  are  frighten- 
ing. Only  one  state  requires  the  pharmacist  to  notify  the 
physician  of  a substitution. 

An  even  greater  erosion  of  physician  prerogatives  can 


be  found  in  the  ground  rules  under  which  pharmacists 
may  substitute  for  the  specific  drug  prescribed  by  the 
physician.  In  21  states,  the  formula  permits  substitution  if 
a substitute  drug  is  available  unless  the  physician  ex- 
plicitly withholds  permission  to  substitute.  In  some  states, 
like  New  York,  the  pharmacist  is  required  to  substitute  a 
generic  unless  the  physician  explicitly  denies  permission. 
Thus  a physician  who  wants  his  or  her  prescription  filled 
as  written  either  must  take  a blanket  and  often  unreason- 
able “no  substitution  for  anything”  position  or  familiarize 
himself  or  herself  with  the  complete  (and  continuously 
changing)  list  of  the  more  than  100  drug  categories  in 
which  substitution  is  now  possible. 

Certainly  one  of  the  major  motivations  of  the  govern- 
ment and  the  consumer  movement  in  advocating  generic 
prescription  is  the  vital  need  to  curb  a runaway  inflation  in 
health  care  costs.  It  is  curious  therefore  that  13  of  the  34 
state  substitution  laws  do  not  include  any  requirement  that 
cost  savings  realized  through  the  purchase  of  cheaper 
drugs  be  passed  on  to  the  patient.  Among  the  states  with- 
out this  requirement  are  many  of  the  most  populous, 
including  New  York,  Illinois,  Pennsylvania,  and  Massa- 
chusetts. Moreover,  even  the  states  that  “require”  sav- 
ings pass-along  provide  almost  no  enforcement  mecha- 
nism. Admittedly,  the  data  on  whether  or  not  generic 
dispensing  saves  the  patient  money  are  extremely  frag- 
mentary, but  studies  of  this  question  done  to  date  suggest 
a negative  answer. 

Physician  prerogatives,  patient  rights,  cost  savings  . . . 
all  of  these  are  certainly  of  major  significance,  but  it 
seems  to  this  writer  that  they  are  secondary  considera- 
tions if  viewed  in  the  context  of  the  question:  Does  the 
headlong  rush  to  generic  substitution  undermine  the 
whole  structure  built  in  the  last  20  years  to  guarantee 
therapeutic  efficacy  and  safety? 

Certainly  that  structure  has  worked  effectively  within  the 
limits  imposed  by  the  still  far  from  complete  body  of 
scientific  knowledge  concerning  the  biologic  behavior  of 
drugs  in  the  human  body.  Would-be  marketers  of  new 
drugs  must  submit  data  based  on  exhaustive  investiga- 
tions involving  in  vitro  and  animal  studies  and  meticulous- 
ly controlled  clinical  trials.  “Old  drugs”  are  subjected  to 
periodic  reviews,  and  the  burden  of  providing  both  effi- 
cacy and  safety  remains  with  the  manufacturer.  Plants 
and  methods  of  manufacturing  are  appropriately  moni- 
tored. Advertising  claims  are  carefully  regulated  and  full- 
disclosure  requirements  have  been  continuously  in- 
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126  creased.  No  industry  likes  regulation  but  United  States 
pharmaceutical  manufacturers  have  obviously  learned  to 
live  with  it  and  to  continue  to  operate  not  only  profitably 
but  also  with  adequate  incentive  to  continue  fruitful  devel- 
opment of  needed  new  and  improved  therapeutic  and 
diagnostic  agents. 

In  order  for  a generic  manufacturer  to  market  its  product 
it  must  submit  and  have  approved  by  the  FDA  a new  drug 
application  (NDA)  or  abbreviated  NDA.  However,  the 
standards  for  approving  applications  for  generic  drugs  are 
vastly  less  stringent  than  for  original  drugs.  Thus,  unless 
there  is  specific  evidence  to  the  contrary,  the  agency  has 
accepted  the  bioequivalence  of  the  generic  with  the 
original  version  without  requiring  controlled  clinical  test- 
ing, and  in  many  cases  without  subjecting  the  generics  to 
in  vivo  bioequivalence  or  bioavailability  tests. 

The  fact  is  that  the  track  records  of  generic  drugs  are 
far  poorer  than  those  of  branded  drugs  manufactured  by 
the  so-called  major  pharmaceutical  companies.  One  re- 
flection of  this  can  be  seen  in  a survey  of  FDA  drug 
recalls;  it  was  found  that  in  the  30  months  ending  in  Sep- 
tember 1977,  the  25  “research-intensive”  companies  that 
produced  69%  of  the  nation’s  ethical  drugs  accounted  for 
only  14%  of  the  recalls  (source,  the  Pharmaceutical 
Manufacturers  Association).  It  should  be  noted  that  strictly 
speaking  this  is  not  a basis  for  comparison  between 
branded  and  generic  drugs,  since  not  all  of  the  former  are 
produced  by  the  so-called  research-intensive  companies. 
Nevertheless,  it  seems  not  only  incontestable  that  the 
standards  and  controls  prevalent  at  the  major  drug 
houses  are  far  more  stringent  than  those  of  the  hundreds 
of  small  companies  without  any  research  support,  it  is 
also  eminently  logical.  After  all,  one  of  the  major  effects  of 
the  pharmaceutical  regulatory  procedures  has  been  to 
motivate  individual  companies  to  intensify  their  internal 
efforts  to  assure  drug  quality. 

Equally  logical  is  that  the  regulatory  agencies — notably 
FDA — are  far  less  efficient  in  policing  the  small  firms  than 
the  large  ones.  This  is  suggested  by  the  recall  data  cited 
previously.  Recall  after  the  fact  can  limit  damage  but  it  is 
no  substitute  for  preventive  regulatory  action.  What  is 
most  disturbing  is  that  by  shifting  from  regulation  to  ad- 
vocacy, the  FDA  appears  to  have  moved  from  its  role  in 
assuring  quality  and  safety  to  one  of  somehow  guarantee- 
ing that  there  will  be  an  ever  increasing  supply  of  generic 
drugs. 

Certainly  there  is  a real  need  to  bring  the  cost  of  drugs 


down  to  the  lowest  possible  level  consistent  with  mainte- 
nance of  quality  and  with  support  of  research  needed  to 
generate  new  and  improved  therapeutic  agents.  And  it  is 
equally  certain  that  selective  prescription  of  generic  drugs 
can  contribute  to  economy.  But  such  selectivity  is  not  go- 
ing to  be  achieved  by  laws  that  virtually  exclude  the  physi- 
cian from  the  process  of  decision,  that  do  not  adequately 
provide  the  basis  for  surveillance  of  drug  effects  at  the 
clinical  level,  and  that  ignore  or  dilute  the  protective  proto- 
cols that  have  been  developed  during  the  past  decades. 

David  W.  Fisher,  New  York  City. 

Reprinted  with  permission  from  Hospital  Practice,  June  1978. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim' DS  Sr 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  iO  to  i4  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Kiebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
“Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  “Intermediate  susceptibility”  also  indicates  a likely  re- 
sponse. "Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose — every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

V2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1 '72  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

'72  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazo  e per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

X Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

X X Nutley,  New  Jersey  07110 

Please  see  following  page. 
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attack  of  cystitis  may  require 


the  Bactrim . 
counterattack 


I 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  anct 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Enfero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introiW 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the  j 
urinary  tract/vaginai  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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Handbook  for  Delegates 

The  Speaker  of  the  TMA  House  of  Delegates  has  recom- 
mended that  a Handbook  for  Delegates  be  sent  to  any 
TMA  member  requesting  one.  The  handbook,  which  will 
be  available  in  March,  should  better  inform  and  involve 
additional  members  in  the  Association’s  affairs.  Members 
wishing  to  obtain  the  handbook  should  contact  Ms  Sharon 
Walker,  Administrative  Secretary,  TMA  House  of  Dele- 
gates, 1801  N Lamar  Blvd,  Austin,  TX  78701. 

Worker’s  Compensation 

The  Physician’s  Guide  to  Worker’s  Compensation  is  now 
available  from  Employers  Insurance  of  Texas  offices 
throughout  the  state.  The  guide  provides  information  on 
how  to  handle  disputes  between  physicians  and  insurance 
companies  related  to  Worker’s  Compensation  as  well  as 
procedures  for  handling  worker’s  compensation  cases. 

TMA  Committee  on  Worker’s  Compensation  and  Occu- 
pational Medicine  developed  the  guide,  which  is  published 
by  TMA. 

Too  many  physicians? 

In  opposition  to  US  Dept  of  Health  Education  and  Welfare 
Secretary  Joseph  Califano’s  view  of  an  overabundance  of 
doctors,  C.  H.  William  Ruhe,  MD,  AMA  senior  vice  presi- 
dent for  scientific  affairs,  noted  that  the  nation  needs  more 
doctors.  “It  is  the  AMA’s  view  that  there  is  still  a shortage 
of  physicians,”  he  said.  Dr  Ruhe  pointed  to  long  waiting 
lines  in  physicians’  offices,  difficulty  in  making  appoint- 
ments with  doctors  on  short  notice,  inability  to  find  phy- 
sicians in  some  communities,  and  difficulty  in  being  accept- 
ed as  a new  patient  in  some  areas.  Also,  physicians 
continue  to  work  too  long  hours  and  many  work  well  be- 
yond the  normal  age  of  retirement  to  meet  the  need,  he 
said. 

AMA  awards  nominations  sought 

The  AMA  is  seeking  nominees  for  the  Sheen,  Beaumont 
and  Goldberger  Awards. 

The  Dr  Rodman  E.  Sheen  and  Thomas  G.  Sheen  Award 
consists  of  a $1 0,000  cash  prize  and  commemorative 
plaque  presented  in  recognition  of  outstanding  contribu- 
tions in  medicine. 

The  Dr  William  Beaumont  Award  in  Medicine  provides  a 
$2,500  stipend  and  a plaque.  Established  to  encourage 
younger  physicians,  the  award  is  open  to  physicians  50 
years  of  age  or  under,  who  are  US  citizens  and  have  dis- 


tinguished themselves  in  medical  science. 

The  Joseph  B.  Goldberger  Award  in  Clinical  Nutrition 
consists  of  a commemorative  plaque  and  $1,000.  This 
award  was  established  as  a stimulus  to  medical  investi- 
gators in  advancing  public  and  personal  health  and  to 
honor  physicians  who  have  made  important  contributions 
to  the  field  of  nutrition.  Candidates  must  be  members  of 
the  AMA. 

The  nominations  will  be  considered  at  the  AMA  Board  of 
Trustees  meeting  March  29-31.  For  further  informa- 
tion, contact  Mr  Neil  Sutherland,  special  assistant  to  the 
executive  vice  president  at  AMA  headquarters. 

Continuing  Education  Directory 

The  1979  Texas  Continuing  Education  Directory  for  Phy- 
sicians, listing  approximately  275  courses,  has  been 
mailed  to  TMA  members.  The  directory  also  contains  infor- 
mation on  more  than  50  courses  being  presented  during 
the  1979  Annual  Session  in  Dallas,  May  3-6. 

Each  month  the  courses  cited  in  the  directory  are  updat- 
ed and  any  newly  scheduled  courses  are  published  in 
Texas  Medicine’s  Continuing  Education  Courses  section. 

The  directory  is  sent  to  each  member  of  TMA  as  a 
membership  benefit  and  is  a part  of  the  TMA  continuing 
education  service.  Organizations  seeking  accreditation 
for  their  local  continuing  education  program  may  contact 
Ms  Patricia  Jeter,  administrative  assistant  for  Continuing 
Medical  Education,  TMA,  1905  North  Lamar  Blvd,  Austin, 
TX  78705,  or  call  512/477-6704. 
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TMA  executive  board  meets; 
adopts  new  position  on  NHI 

The  TMA  Executive  Board  has  adopted  a new  policy 
statement  on  National  Health  Insurance  and  called  for  an 
immediate  appeal  for  AMA  support  in  opposing  any  regu- 
latory efforts  that  would  adversely  affect  confidentiality  in 
PSRO  records. 

The  Board  received  status  reports  on  the  Texas  Medi- 
cal Liability  Trust,  Texas  Medical  Foundation,  and  the 
Texas  Institute  for  Medical  Assessment;  additionally,  it 
heard  reports  from  its  ad  hoc  committee  on  specialty 
society  representatives,  its  ad  hoc  committee  on  reorgani- 
zation of  the  Board,  and  TMA  legal  counsel. 

The  meeting  was  held  Jan  21  in  Austin. 

The  NHI  policy  statement  adopted  by  the  Executive 
Board  indicated  that  the  primary  objective  of  the  Texas 
Medical  Association  is  to  foster  through  physician  mem- 
bers the  highest  quality  of  medical  care  possible  for  all 
residents  of  the  state.  In  the  statement,  the  Board  said 
the  Association  should  continue  to  strive  to  preserve  pri- 
vate, personal  medical  and  health  care  and  its  financing 
by  building  upon  the  existing  system  of  private  health 
insurance.  The  Association  should  not  be  a party  to  advo- 
cating new  programs  in  the  96th  Congress  which  would 
add  further  to  the  tax  burdens  of  the  American  public, 
fuel  the  spiral  of  inflation,  or  contribute  to  additional  defi- 
cit spending  by  the  federal  government. 

The  statement  concluded  that  the  Association  opposes 
national  compulsory  health  insurance  in  any  form  “in  the 
primary  interest  of  providing  the  highest  quality  of  medi- 
cal care  possible  for  the  people  of  the  state.” 

TEXPAC  elects  officers 

A new  slate  of  officers  was  elected  by  TEXPAC  during 
winter  session.  Elected  chairman  was  George  G.  Alexan- 
der, MD,  Houston;  Charles  M.  Sloan,  MD,  Dallas,  was 
named  vice-chairman.  The  new  TEXPAC  secretary  is 
Marco  T.  Eugenio,  MD,  Corpus  Christi.  Three  at-large 
members  were  also  named.  These  are  David  S.  Dow, 

MD,  Waco;  Arthur  M.  Jansa,  MD,  Houston,  and  Teresa 
Cavaretta  of  El  Paso. 

TEXPAC  elections  are  conducted  every  two  years,  and 
these  officials  will  serve  through  1 980. 


New  TMA  officers  announced 
at  executive  board  meeting 

Mylie  Durham,  MD,  Houston  and  Merle  W.  Delmer,  MD, 
San  Antonio,  were  reelected  to  their  posts  as  chairman 
and  vice  chairman,  respectively,  of  the  TMA  delegation 
to  the  AMA. 

F.  Warren  Tingley,  Jr,  MD,  Arlington  replaced  Ben  R. 
Keller,  Jr,  MD,  Arlington,  as  TMA  treasurer.  Dr  Keller 
resigned  his  post,  and  Dr  Tingley  will  serve  as  interim 
treasurer  until  elections  are  held  at  the  annual  session 
in  May. 

Drug  anaiysis  iaboratory 
opens  in  Galveston  County 

The  Texas  Criminal  Justice  Division  approved  a $52,383 
grant  to  establish  a drug  analysis  laboratory  for  use  by  all 
Galveston  County  law  enforcement  agencies.  The  labora- 
tory opened  for  operation  in  February  and  offers  facilities 
to  provide  blood  and  urine  analysis  of  alcohol  and  drug 
content  as  well  as  making  determinations  concerning  con- 
trolled or  toxic  substances. 

Directing  this  new  project  is  J.  Palmer  Saunders,  PhD, 
dean  of  The  University  of  Texas  Medical  Branch  Graduate 
School;  Walter  J.  Decker,  PhD,  associate  professor  of 
pharmacology  and  director  of  the  UTMB  toxicology  labo- 
ratory, is  the  drug  laboratory  director. 

Dr  Decker  said  the  drug  laboratory  should  speed  the 
processing  of  criminal  cases  involving  controlled  sub- 
stances. Currently,  evidence  seized  in  such  cases  must 
be  sent  to  Austin  for  Department  of  Public  Safety  labora- 
tory analysis.  Law  enforcement  officials  indicated  the  cur- 
rent procedure  requires  at  least  a week  to  ten  days.  With 
the  new  facility,  the  procedure  takes  between  one  and 
five  hours. 

The  drug  laboratory  is  located  within  the  department  of 
pharmacology  and  toxicology  facilities.  UTMB  and  county 
officials  will  meet  during  the  year  to  determine  a perma- 
nent location  for  it. 

Dr  Saunders  said  he  hopes  the  drug  laboratory  is  the 
first  step  toward  a fully  equipped  crime  laboratory  which 
could  provide  not  only  chemical  analyses,  but  also  ballis- 
tics results,  graphology  and  cryptology  services,  and 
other  assistance. 
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Legislative  issues  studied  at  conference 


TMA  president  Mylie  E.  Durham,  Jr,  MD,  opened  TMA’s 
Jan  20  Conference  on  Medical  Legislation  by  outlining 
TMA's  priorities  which  “can  be  directly  identified  with 
legislative  objectives.” 

“Our  association  will  strive  diligently  to  maintain  a 
sound  Medical  Practice  Act  which  will  ensure  that  medical 
care  is  rendered  to  patients  by  those  who  are  licensed  to 
render  the  service,”  he  said.  “The  association  is  pledged 
to  define  appropriate  roles  for  allied  health  personnel  in 
the  interest  of  maintaining  and  enhancing  standards  of 
care,” . . . and  “to  ensure  that  the  confidentiality  of  medi- 
cal information  and  personal  doctor-patient  relationships 
are  maintained.” 

Following  Dr  Durham’s  statement,  keynote  speaker 
Carlos  Pestana,  MD,  told  listeners  that  antiquated  hospi- 
tal billing  and  curbs  on  patient  admissions  may  prove 
counterproductive. 

Professor  of  surgery  and  associate  dean  for  student 


Hoyt  D.  Gardner.  MD.  AMA  president-elect. 


affairs  at  the  UT  School  of  Medicine  at  San  Antonio,  Dr 
Pestana  placed  responsibility  for  increased  health  care 
costs  on  the  shoulders  of  inflation  and  the  increased  use 
of  sophisticated,  expensive  technology — not  some  “dark 
conspiracy  on  the  part  of  the  medical  profession.” 

“Even  though  I do  not  feel  apologetic  about  what  is 
happening  to  the  cost  of  health  care,”  he  said,  “I  recog- 
nize that  it  has  become  a political  concern  for  the  Ameri- 
can people,  . . . that  the  percentage  of  the  national  prod- 
uct that  goes  for  health  care  is  a source  of  concern.” 

As  a result  of  increased  health  care  costs,  he  said,  “a 
lot  of  people  are  very  much  willing  and  ready  and  able  to 
seize  upon  (costs)  as  a reason  for  interfering  with,  and 
perhaps  destroying,  the  American  health  care  system  as  it 
exists  today.” 

At  one  time,  hospital  patient  costs  and  hotel  guest  ex- 
penses were  comparable,  he  said.  But  costs  for  hospital 
care  increased  as  more  specialized  services  became 
available;  yet,  hospital  billing  continued  on  a flat-fee 
basis. 

As  a result,  the  patients  essentially  receiving  hospital 
room  and  board  care  subsidize  those  receiving  more  ser- 
vices, such  as  x-rays. 

If  the  health  professions  respond  to  pressures  to  trim 
hospital  admissions  and  elective  surgeries,  he  theorized, 
the  more  serious  hospital  cases — those  requiring  more 
expensive  services — will  incur  heavier  expenses.  Addi- 
tionally, the  elaborate  administrative  structure  required  to 
assure  fewer  admissions  could  cost  more  than  admission 
of  minimal-service  patients. 

Even  though  there  could  be  some  savings  in  avoiding 
admission  of  the  not-so-sick,  “we  may,  in  fact,  reap  a 
backlash  from  all  the  outcry  and  unhappiness  of  those 
who  now  will  have  to  pay  their  own  way,”  he  said,  empha- 
sizing that  hospitals  simply  do  not  bill  according  to  actual 
expenses.  “People  are  looking  at  the  wrong  end  of  the 
cost  control  handle,”  he  said. 

By  charging  according  to  services  received,  and  there- 
by allowing  a better  reflection  of  true  costs,  sources  of 
increasing  costs  could  be  identified. 

“A  lot  of  people  might  be  very  interested  when  they  get 
a hospital  bill  that  indicates  to  them  that  one-fourth  of 
that  cost  was  the  cost  of  complying  with  government  regu- 
lations,” a proportion  shown  in  one  hospital  study,  he 
said. 

Later  in  the  morning’s  conference  schedule,  Texas 
House  of  Representatives  parliamentarian  Bob  Johnson, 
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standing  in  for  speaker  Bill  Clayton  who  was  ill,  outlined 
key  legislative  issues  and  political  influences. 

His  first  reference  to  Texas'  first  Republican  governor 
in  more  than  a century  drew  applause.  “This  year  we  re 
going  to  have  a different  ball  game,”  he  said. 

He  told  the  crowd  that  although  Gov  Bill  Clements  is  not 
dumb,  he  will  face  difficulty  during  his  first  term  simply 
because  he  was  not  governor  when  many  bills,  now 
before  the  legislature,  were  being  planned. 

Concluding  his  summary  of  major  bills  before  the  legis- 
lature, he  joked  that  “there  are  two  things  you  shouldn’t 
watch:  making  laws  and  making  sausage,”  and  added 
that  “neither  life,  liberty,  nor  property  are  safe  when  the 
legislature  is  in  session.”  Before  the  day  ended,  several 
individuals  had  voiced  concern  that  such  an  outlook  might 
be  far  from  unrealistic. 

Opening  the  afternoon  conference  session,  US  Con- 
gressman Richard  P.  White  offered  an  overview  of  key 
Capitol  Hill  legislation  and  predicted  a possible  replay  on 


Ace  Pickens,  TMA  legal  counsel  and  lobbyist- 


T.  Paschal  Clarke,  MD,  of  Houston,  and  Robert  Neely,  MD,  of  Bellvllle. 


7 


Volume  75  March  1979 


0 hospital  cost  containment  issues  that  died  in  the  last 
session. 

The  16th  Congressional  District  representative,  how- 
ever, apparently  struck  a happy  note  for  his  audience 
during  a question-answer  exchange  that  followed  his 
address.  How  could  citizens  “get  Califano  fired?”  one 
person  asked. 

White  replied  that  a delegation  of  medical  representa- 
tives could  request  a personal  audience  with  Califano, 
and  “we’ll  set  it  up.” 

White  called  his  proposal  an  open  invitation  to  meet 
with  the  country’s  most  prestigious  representatives — 

“the  ones  with  their  fingers  on  the  button.” 

The  final  portion  of  the  day-long  session  offered  infor- 
mation on  becoming  more  effective  with  legislative  issues. 

Texas  Sen  Bill  Meier  of  Bedford  said  there  is  “no  sub- 
stitute for  personal  attention  and  activity,”  a point  shared 
by  speakers  who  followed — Joseph  T.  Ainsworth,  MD,  a 
member  of  AMA’s  Council  on  Medical  Legislation  and 
director  of  personnel  health  services  at  the  University  of 
Texas  Cancer  System  at  M.  D.  Anderson  Hospital  in 
Houston,  and  Mr  Ace  Pickens,  who  represents  TMA  in 
legislative  issues. 

Dr  Ainsworth  described  the  “key-man”  program,  a sys- 
tem in  which  a certain  individual  deals  with  a given 
legislator  regarding  particular  legislation.  The  key  con- 
tact, he  said,  must  emphasize  that  he  is  a citizen  with  a 
vote,  money,  and  influence,  and  “must  be  consistent,  not 
sporadic,  or  entirely  social. 

Introduced  as  a lobbyist  for  TMA,  Mr  Pickens  referred 
to  Moses  and  Columbus  as  lobbyists  for  their  causes  and 
noted  that  “the  only  objectionable  lobbying  is  if  there 
are  too  few”  lobbyists.  “If  only  a few  have  the  ear  of 
government,  then  only  a few  are  represented.” 

The  elements  of  effective  lobbying,  he  said,  are;  (1)  to 
state  your  conclusion  and  why  you  have  come  to  that 
conclusion;  (2)  to  employ  emotional  persuasion  (“Facts 
come  across  best  when  you  can  impart  an  idea’  quality 
to  them.”):  (3)  to  be  patient  in  explaining  your  stand; 

(4)  to  “repeat  your  message  in  as  many  ways  as  possi- 
ble”; (5)  to  expect  resistance  from  those  who  may  dis- 
agree with  your  stand;  (6)  to  show  positive  personal  in- 
volvement; (7)  to  demonstrate  that  the  desired  action, 
or  alternative,  is  possible;  (8)  to  make  an  honest  state- 
ment of  motives:  and  (9)  to  guard  your  credibility. 


At  the  conference:  £.  Don  Webb.  MD,  chairman  of  TMA's  Committee  on 
Professional  Liability. 
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The  Texas  Medical  Association  In- 
surance Program  has  attained  a 
record  of  strength  and  stability  since 
its  inception  in  1955  to  the  extent 
that  our  carrier,  Prudential,  has  re- 
moved the  provision  from  the  Master 
Policy  which  gave  them  the  right  to 
cancel  any  of  the  Insurance  Plans.  If 
you  do  not  have  a brochure,  call  toll 
free  or  write  us,  now. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

Toll  Free  1«800*252*9318  • 1901  N.  Lamar  Blvd.,  Austin,  TX  78705 

DISABILITY  INSURANCE  • OFFICE  OVERHEAD  • LIFE 
MAJOR  MEDICAL  • PERSONAL  ACCIDENT 
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10  Judges  name  winners  of 
Anson  Jones  Awards 

Texas  news  media  representatives  have  been  named 
winners  in  seven  categories  of  Anson  Jones  Award  com- 
petition, sponsored  annually  by  TMA. 

The  awards,  presented  to  only  one  person  in  each  cate- 
gory, are  based  on  excellence  in  communicating  health 
information  to  the  public. 

Each  winner  will  receive  a $250  cash  prize  and  a certifi- 
cate at  TMA’s  annual  session  in  Dallas,  May  2-6.  Addi- 
tionally, citations  of  merit  will  be  awarded  to  competitors 
judges  felt  deserved  recognition. 

Categories,  winners,  and  the  media  they  represent  are: 
Daily  newspapers  in  Dallas,  Fort  Worth,  Houston,  and 
San  Antonio:  Charlotte  Guest,  Fort  Worth  Star-Telegram. 
(Mary  Jane  Schier,  of  the  Houston  Post,  citation  winner.) 
Daily  newspapers  in  all  other  Texas  cities:  Anne  Dodson, 
Corpus  Christi  Caller-Times.  (W.  A.  “Dub”  Brown,  of  the 
Waco  Tribune-Herald,  and  David  Crowder,  of  the 
Brownsville  Herald,  citation  winners.)  Weekly,  bi-week- 
ly, or  semiweekly  newspapers:  Bob  Nieman,  The  Grape- 
vine SunINews  Advertiser.  (Howard  McLerran,  of  the  San 
Antonio  Northside  Herald  and  Holly  Wood,  of  the  New 
Braunfels  Herald  and  Zeitung,  citation  winners.)  Maga- 
zines: D Magazine.  (Houston  Home /Garden  and  Texas 
Monthly,  citation  winners.)  Radio:  Jeanie  Stokes, 

WFAA,  Dallas.  Television  stations  in  Dallas,  Fort  Worth, 
Houston,  and  San  Antonio:  KTRK-TV,  Houston.  (KHOU- 
TV,  Houston,  and  Gary  Schwitzer,  of  WFAA  (Dallas),  cita- 
tions of  merit.)  Television  stations  in  all  other  Texas 
cities:  Kay  Shannon,  KAUZ-TV,  Wichita  Falls.  (KCBD-TV, 
Lubbock,  and  KBMT-TV,  Beaumont,  winners  of  citations.) 

Judging  newspaper  and  magazine  entries  were  Garth 
Jones,  Austin  bureau  chief  of  the  Associated  Press; 
James  W.  Tankard,  Jr,  PhD,  associate  professor  in  the 
University  of  Texas  journalism  department;  Rae  Vajgert, 
assistant  executive  editor  of  Texas  Medicine. 

Reviewing  broadcast  entries  were  Joe  Roddy,  news 
director  of  KTBC-TV,  Austin;  Elmo  Brown,  executive 
assistant  of  KVUE-TV,  Austin;  Ron  Rogers,  general  man- 
ager of  KVET-AM  and  KASE-FM,  Austin;  Robert  Ellzey, 
MD,  member  of  TMA’s  Council  on  Communication;  Jon 
Hornaday,  director  of  communication,  TMA. 


Delegates  to  consider  change 
in  TMA  constitution  in  May 

A change  in  the  Texas  Medical  Association  Constitution 
which  was  brought  before  the  House  of  Delegates  in 
November  1 978  will  be  voted  upon  by  the  delegates  at 
the  upcoming  Annual  Session  in  May. 

The  change  would  amend  Article  II,  Section  6 and  7, 
by  adding  “and  Scientific  Programming”  to  the  name  of 
the  Council  on  Annual  Session;  the  words  “annual  ses- 
sion” would  be  changed  to  “Association”  in  Section  7. 
These  sections  would  then  read: 

Sec.  6.  Any  person  of  scientific  attainment  may  be 
invited  by  the  chairman  of  any  scientific  section  to  become 
a “nonmember  participant,”  and  may  be  so  registered  for 
the  purpose  of  appearing  upon  the  program  of  the  scien- 
tific section  of  an  annual  session  or  participating  in  the 
discussion  of  a scientific  section,  provided  that  not  more 
than  two  such  “nonmember  participants”  appear  on  the 
program  of  any  scientific  section  in  the  same  annual  ses- 
sion; and  provided  further  that  approval  of  such  invitation 
first  be  obtained  from  the  Council  on  Annual  Session  and 
Scientific  Programming . 

Sec.  7.  For  purposes  of  general  education,  distin- 
guished persons  who  are  not  physicians  may  be  invited 
as  guests  of  the  Association  to  appear  on  the  programs 
of  the  Association . Such  persons  shall  be  selected  by  the 
Council  on  Annual  Session  and  Scientific  Programming 
and  invited  by  the  President. 

Four  commissioners 
appointed  to  JCAH  Board 

Four  new  commissioners  were  appointed  to  the  Board  of 
Commissioners  of  the  Joint  Commission  on  Accreditation 
of  Hospitals  (JCAH).  The  Board  of  Commissioners,  which 
serves  as  the  JCAH  governing  body,  is  composed  of 
appointees  from  its  four  member  organizations.  Three 
commissioners  each  are  appointed  by  the  American  Col- 
lege of  Surgeons  and  the  American  College  of  Physi- 
cians; seven  commissioners  are  appointed  by  both  the 
American  Medical  Association  and  the  American  Hospital 
Association. 

The  new  commissioners  who  began  their  three-year 
terms  of  office  on  Jan  1 , 1979,  are: 

Ceylon  E.  Lewis,  MD,  appointed  by  the  ACP,  is  clinical 
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professor  of  medicine  at  Tulsa  Medical  College,  Tulsa, 
Okla. 

Thomas  Nesbitt,  MD,  appointed  by  the  AMA,  is  currently 
AMA  president  and  has  a private  practice  of  urology  in 
Nashville,  Tenn. 

John  StagI,  appointed  by  AHA,  is  president  of  McGaw 
Medical  Center  of  Northwestern  University,  Chicago. 

Frank  Stinchfield,  MD,  appointed  by  ACS,  is  professor 
emeritus  at  the  College  of  Surgery  of  Columbia  Presby- 
terian Medical  Center  and  is  professor  and  consultant  of 
orthopedic  surgery  at  Presbyterian  Hospital  in  New  York. 

These  new  commissioners  replace  retiring  members  of 
the  board  John  R.  Graham,  MD  (ACP);  Jack  A.  L.  Hahn 
(AHA);  Humphrey  H.  Hardy,  MD  (AMA);  and  Carl  P. 
Schlicke,  MD  (ACS). 

The  1979  officers  were  announced.  Elected  chair- 
man was  Richard  E.  Palmer,  MD  (AMA),  a pathologist  in 
Alexandria,  Va,  and  clinical  professor  at  George  Washing- 
ton University  School  of  Medicine.  Daniel  S.  Ellis,  MD 
(ACP),  will  serve  as  vice-chairman.  Dr  Ellis  has  a private 
practice  in  internal  medicine  and  gastroenterology  in  Bos- 
ton, and  is  an  associate  clinical  professor  of  medicine  at 
Harvard  Medical  School,  Cambridge,  Mass.  Secretary  of 
the  board  is  William  P.  Longmire,  MD  (ACS).  Dr  Longmire 
is  professor  and  chairman  of  the  Department  of  Surgery  at 
the  University  of  California  School  of  Medicine,  Los 
Angeles.  Stephen  M.  Morris  (AHA)  was  elected  treasurer. 
Mr  Morris  is  president  of  the  Samaritan  Health  Service  in 
Phoenix,  Ariz. 

TIMA  recruits  Texas 
physicians  for  voluntary 
membership 

Texas  Institute  for  Medical  Assessment  (TIMA)  has  set 
June  15,  1979,  as  the  target  date  for  recruitment  of  25% 
of  Texas  physicians,  representing  various  practice 
groups,  as  TIMA  members.  William  F.  Ross,  MD,  presi- 
dent-elect of  TIMA,  urges  all  Texas  physicians  to  join 
TIMA.  Information  concerning  Texas’  single  statewide 
PSRO  was  distributed  at  the  beginning  of  February. 

Membership  is  voluntary  and  is  open  to  all  physicians 
who  are  currently  licensed  and  practicing  in  Texas,  and 
are  willing  to  participate  in  Professional  Standards  Review 
Organization  (PSRO)  activities. 

Provisions  for  PSROs  were  enacted  by  Congress  in 
1972.  The  federal  review  groups  are  required  by  law  to 


review  delivery  of  care  to  Medicare,  Medicaid,  and  ma- 
ternal and  child  welfare  patients.  PSROs  will  determine 
if  medical  services  are  necessary,  meet  professional  stan- 
dards, and  are  delivered  at  the  proper  level  of  care. 

Through  TIMA,  the  Texas  Medical  Association  and  Tex- 
as Osteopathic  Medical  Association  worked  for  all  li- 
censed Texas  physicians  to  set  up  an  effective  and  effi- 
cient PSRO.  “After  five  years  of  legal  battles,  DHEW 
designated  Texas  a single  statewide  PSRO  area  and 
awarded  TIMA  a PSRO  planning  grant  totaling 
$404,208,"  said  Dr  Ross.  He  said,  “Texas  physicians 
having  membership  in  TIMA  can  assure  that  an  effective 
PSRO  will  be  developed." 

By  joining  TIMA,  physicians  identify  their  interest  in 
peer  review.  PSRO  activities  might  include  board  or  com- 
mittee activity  or  taking  a physician  advisor  role.  A phy- 
sician advisor  is  the  key  individual  who  determines  the 
appropriateness  and  necessity  of  a hospital  admission  or 
health  care. 

TIMA  is  also  developing  a plan  to  review  the  quality  of 
health  care  services  throughout  the  state.  According  to 
Barry  Flynn,  TIMA  executive  director,  approximately  600 
hospitals  will  be  involved  in  the  review. 

Medical  education  in  Texas 
shows  steady  increase 

If  the  1968-1978  rate  of  growth  in  Texas  medical  educa- 
tion community  continues,  the  state  is  well  on  its  way  to 
meeting  the  public’s  medical  care  needs. 

A report  issued  by  the  Coordinating  Board,  Texas  Col- 
lege and  University  System,  in  October  1978  called  “Tex- 
as Higher  Education  in  Transition"  stated  that  although 
not  all  of  its  problems  have  been  overcome,  the  state 
continues  to  improve  medical  education  including  the 
training  of  increasing  numbers  of  physicians  to  serve  the 
people  of  Texas. 

The  Coordinating  Board  reports  that  during  the  past  ten 
years,  Texas  doubled — to  eight — the  number  of  schools 
awarding  MD  and  DO  degrees.  The  new  schools  are:  The 
University  of  Texas  Medical  School  in  Houston,  Texas 
Tech  University  School  of  Medicine  in  Lubbock,  Texas 
College  of  Osteopathic  Medicine  in  Fort  Worth,  and  the 
Texas  A&M  University  College  of  Medicine  in  College 
Station. 

In  1978,  a total  of  815  students  were  graduated  from 
these  schools  with  MD  and  DO  degrees,  an  increase  of 
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MAY  3-6 


WELCOME  TO  DALLAl 

HOUSING, 

ADVANCE  REGISTRATIOI 

AND 

TICKET  ORDER  FORMS 


FEATURING 

45  GUEST  SPEAKERS  plus  400  special  and  TMA-member 
speakers. 

22  SECTION  PROGRAMS:  Allergy,  Colon  and  Rectal  Sur- 
gery, Digestive  Diseases,  Diseases  of  the  Chest,  Family 
Practice,  Internal  Medicine,  Neurological  Surgery,  Neurol- 
ogy, Nuclear  Medicine,  Obstetrics  and  Gynecology,  Occu- 
pational Medicine,  Ophthalmology,  Otolaryngology,  Path- 
ology, Pediatrics,  Physical  Medicine  and  Rehabilitation, 
Plastic,  Reconstructive,  and  Maxillofacial  Surgery,  Psy- 
chiatry, Public  Health,  Radiology,  Surgery,  Urology. 


VReunionTower 


DOWNTOWN 


HEADQUARTERS  FACILITIES 


6.  Hyatt  Regency  Dallas  (Scientific  Sessions  and 
Exhibits) 

3.  Dallas  Hilton  Hotel  (Business  Sessions) 

9.  Sheraton-Dallas  Hotel  (Auxiliary  and  Scientific 
Sessions) 


AMA-TMA  POSTGRADUATE  COURSES  sche 
uled  Saturday,  May  5,  1-5  p.m.  and  2-5  p.n 
and  Sunday,  May  6,  8 a.m.-l  p.m.  Two  four-hc 
courses  and  three  three-hour  courses  will 
offered  Saturday,  and  six  five-hour  courses  c 
scheduled  Sunday.  All  courses  will  be  accepi 
ble  for  Category  1 credit,  AMA  Physician’s  Rf 
ognition  Award.  Course  fees  (for  AMA  me 
bers)  are  $10  per  hour  of  instruction.  The  1 
for  the  Sunday  courses  is  $60,  which  includ 
breakfast.  (Registration  information  will  be  s( 
to  membership  in  a separate  mailing.) 
Infectious  Diseases  and  Antibiotics — Currc 
Treatment  of  Hypertension — Postoperati 
Complications  After  Abdominal  Surgery 
Office  Orthopaedics — :0ffice  Gynecology 
Pediatric  Emergencies — Basic  Electroc 
diography — Office  Dermatology — Acid-Ba; 
Fluid  and  Electrolyte  Balance — Surgii 
Emergency  Room  Problems — Treatment 
Common  Digestive  Diseases. 

21  CURBSTONE  CONSULTATIONS.  Person 
person  conversational  discussions  of  cases  a 
problems  of  general  medical  interest. 

14  CONTINENTAL  BREAKFAST  PRESENl 
TIONS.  Join  guest  speakers  for  coffee,  rolls,  a 
short  lectures  Friday  and  Saturday  mornin 
Then  participate  in  the  informal  half-hour  c 
cussion  period  following. 

29  SPECIALTY  SOCIETY  PROGRAMS— 8 SI 
CIAL  COMMITTEE  SYMPOSIUMS— 128  SCIE 
TIFIC  AND  TECHNICAL  EXHIBITS— FORUM 
ORIGINAL  RESEARCH— PHYSICIANS  ’ Al 
SPOUSES’  ART  EXHIBITION. 

ETC.  Golf  Tournament,  Tennis  Tourname 
“Run  for  Fun,’’  Fraternity  and  Alumni  Parti 
Class  Reunions,  Art  Exhibit. 

AN  EVENING  AT  THE  HYATT  REGENCY.  J 
your  friends  in  the  sparkling  Reunion  Baliro 
for  the  sumptuous  cuisine  of  the  elegant  r 
Hyatt  Regency.  Then  relax  and  enjoy  The  Le^ 
Singers,  a popular  bass  and  banjo  sing-ale 
nightclub  show.  Friday,  May  4,  7-10:30  p.m. 


MAKE  YOUR  RESERVATIONS  NOW! 

Reservations  not  accepted  by  telephone.  Select  your  fir 
the  list  below,  complete  the  housing  request  card  and 
will  be  honored  as  far  as  possible,  and  confirmation  of 
hotel  or  motel. 

1.  Hyatt  Regency  Dallas  (Scientific  Sessions  and 
Exhibits) 

Singles  $42  -55 — Doubles  $56-69 — Twins 
$56-69 — Double  Double  $56-69 — Suites,  2 
room  $125  up;  3 room  $200  up. 

2.  Dallas  Hilton  Hotel  (Business  Sessions) 

Singles  $36-54 — Doubles  $48-66 — Twins 
$48-66 — Suites,  2 room  $95  up;  3 room  $130 
up. 

NOTE:  If  you  indicate  arrival  after  6 p.m.,  you  have  guaranteed 
ing  request  card  by  April  13. 


5t,  second  and  third  choice  of  hotels  and  motels  from 
mail  it  to  the  Dallas  Housing  Service.  Preferences 
reservations  will  be  sent  directly  to  you  from  the 


3.  Sheraton-Dallas  Hotel  (Auxiliary  and  Scientific 
Sessions) 

Singles  $37-49 — Doubles  $50-59 — Twins  $47 — 
Double  Double  $59 — Suites,  2 room  $110  up; 

3 room  $160  up. 

4.  Holiday  Inn — Downtown 
Singles  $32 — Doubles  $38 — Twins  $42 — 
Suites,  2 room  $95  up;  3 room  $135  up. 

one  night’s  payment  unless  reservation  is  cancelled.  Return  hous- 


ADVANCE  REGISTRATION  AND  TICKET  ORDERS 

Save  your  valuable  time  by  registering  in  advance.  Fill  out  the  advance  registration  card,  mail  it  to  TMA, 
and  your  registration  packet  will  be  waiting  for  you.  There  is  no  registration  fee  for  TMA  members.  You  may 
pick  up  your  registration  materials  at  the  Dallas  Hilton  Hotel,  Hyatt  Regency  Dal'as,  or  the  Sheraton-Dallas 
Hotel.  And  don’t  forget  to  order  your  tickets  for  the  General  Meeting  Luncheon  and  the  TMA  Buffet  Dinner. 


GENERAL  MEETING  LUNCHEON 

Friday,  May  4,  12:15  p.m.,  Hyatt  Regency  Dallas. 

Luncheon  speaker  will  be  Governor  of  the  State  of  Texas,  William  P.  Clements,  Jr. 


DELEGATES’  LUNCHEON 

Thursday,  May  3,  1 p.m.,  Dallas  Hilton  Hotel. 

Luncheon  speaker  will  be  Tom  E.  Nesbitt,  M.D.,  President,  American  Medical  Association. 


GUEST  SPEAKERS 


D.  FRANK  BENSON,  M.D. 

Boston,  Massachusetts 
neurology 

ROBERT  F.  BRADLEY.  M.D. 

Boston,  Massachusetts 
internal  medicine  (endocrinology) 

PAUL  W.  BRAND,  M.B. 

Carville,  Louisiana 

physical  medicine  and  rehabilitation 

MARVIN  L.  CORMAN,  M.D. 

Boston,  Massachusetts 
colon  and  rectal  surgery 

HERBERT  H.  DEDO,  M.D. 

San  Francisco,  California 
otolaryngology 

WILLIAM  R.  DITO,  M.D. 

La  Jolla,  California 
pathology 

LEONARD  S.  DREIFUS.  M.D. 
Philadelphia.  Pennsylvania 
internal  medicine  (cardiology) 

ELLIOTT  F.  ELLIS,  M.D. 

Buffalo,  New  York 
pediatrics:  allergy/immunology 

LEONARD  M.  FREEMAN,  M.D. 

Bronx,  New  York 
radiology;  nuclear  medicine 

GALE  GARDNER,  M.D. 

Memphis,  Tennessee 
otology:  neuro-otology 

DAVID  N.  GILBERT,  M.D. 

Portland,  Oregon 

internal  medicine  (infectious  diseases) 

JOHN  T.  HEADINGTON,  M.D. 

Ann  Arbor,  Michigan 
dermatology:  pathology 

J.  PATRICK  HIEBER,  M.D. 

Dallas,  Texas 
pediatrics 

HAROLD  C.  HODGE,  Ph.D. 

San  Francisco,  California 
pharmacology;  environmental  toxicology 


STANLEY  L.  JAMES,  M.D. 

Eugene,  Oregon 
orthopaedic  surgery 

ROBERT  J.  JOYNT,  M.D. 

Rochester,  New  York 
neurology 

CHARLES  KILO,  M.D. 

St.  Louis,  Missouri 

internal  medicine  (endocrinology) 

DAVID  H.  KNOTT.  M.D.,  Ph.D. 

Memphis,  Tennessee 
mental  health  (problems  of  alcohol  and 
drug  dependence) 

CHARLES  J.  KRAUSE,  M.D. 

Ann  Arbor,  Michigan 
otolaryngology 

GORDON  S.  LETTERMAN,  M.D. 
Washington,  D.C. 

plastic  and  reconstructive  surgery 

CHOH  HAO  LI.  M.D.,  Ph.D. 

San  Francisco,  California 
hormone  research 

E.  REGIS  McFADDEN,  JR.,  M.D. 

Boston,  Massachusetts 

internal  medicine  (pulmonary  disease) 

MARVIN  MOSER,  M.D. 

White  Plains,  New  York 
internal  medicine  (cardiology) 

ROBERT  M.  NAKAMURA,  M.D. 

La  Jolla,  California 

ROBERT  V.  O’TOOLE,  M.D. 

Columbus.  Ohio 

obstetrics  and  gynecology;  pathology 

HAROLD  O.  PERRY,  M.D. 

Rochester,  Minnesota 
dermatology 

JOSEPH  RANSOHOFF,  M.D. 

New  York,  New  York 
neurological  surgery 

CHESTER  L.  ROBERTS,  M.D. 

Glendale,  California 
aerospace  medicine 


MARVIN  A.  SACKNER,  M.D. 

Miami  Beach,  Florida 

internal  medicine  (pulmonary  disease) 

WILLIAM  E.  SCOTT,  M.D. 

Iowa  City,  Iowa 
ophthalmology 

SARAH  H.  SELL,  M.D. 

Nashville,  Tennessee 
pediatrics 

FRED  E.  SILVERSTEIN,  M.D. 

Seattle,  Washington 

internal  medicine  (gastroenterology) 

GERALD  SOLOMONS,  M.D. 

Iowa  City,  Iowa 
pediatrics 

DAVID  H.  STEPHENS,  M.D. 

Rochester,  Minnesota 
diagnostic  radiology 

ROBERT  K.  STOELTING,  M.D. 

Indianapolis,  Indiana 
anesthesiology 

W.  B.  THOMSON,  M.D. 

High  Wycombe,  England 
internal  medicine 

PETER  C.  VAN  DYCK,  M.D. 

Salt  Lake  City,  Utah 
pediatrics 

NANETTE  K.  WENGER,  M.D. 

Atlanta,  Georgia 

internal  medicine  (cardiology:  rehabilitation) 

CHARLES  B.  WILSON,  M.D. 

San  Francisco,  California 
neurological  surgery 

LEON  L.  WILTSE,  M.D. 

Long  Beach,  California 
orthopaedic  surgery 

JOHN  L.  WOBIG,  M.D. 

Portland,  Oregon 
ophthalmology 
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154%  in  ten  years.  Projections  for  the  number  of  gradu- 
ates through  1985  show  a steady  increase  in  the  number 
of  graduating  physicians. 

The  study  shows  that  in  1 968-69,  408  students  entered 
Texas  medical  schools;  in  1973-74,  787  students  entered 
and  in  1978-79,  1,103  students  were  enrolled.  This  rep- 
resents a 170%  increase  in  ten  years. 

While  the  growing  number  of  Texas  medical  school  en- 
rollees  and  graduates  is  encouraging,  it  is  also  reassuring 
to  note  that  the  number  of  physicians  licensed  to  practice 
in  the  state  is  increasing  as  well.  Whereas  in  1968  there 
were  12,242  physicians  practicing,  1978  showed  that 
approximately  20,301  physicians  were  licensed  and  prac- 
ticing in  Texas.  The  Coordinating  Board  found  that  in 
1977,  24%  of  the  2,441  licenses  issued  for  that  year  by 
the  Texas  Board  of  Medical  Examiners  were  issued  to 
graduates  of  Texas  medical  schools,  36%  to  graduates  of 
out-of-state  medical  schools,  and  40%  to  graduates  of 
foreign  medical  schools. 

However,  a large  number  of  physicians  alone  is  not  the 
cure  to  Texas’  medical  problems.  Probably  two  of  the 
more  pressing  needs  are  more  primary  care  physicians 
(in  fields  of  general/family  practice,  internal  medicine, 
pediatrics,  or  obstetrics  and  gynecology)  and  their  distri- 
bution throughout  the  state.  The  Coordinating  Board 
study  shows  that  the  national  trend  toward  more  special- 
ists and  fewer  primary  care  physicians  seems  to  be  re- 
versing. This  report  projects  that  by  1990,  50%  of  all  phy- 
sicians will  be  in  the  primary  care  fields.  Of  the  1978 
Texas  medical  school  graduates,  approximately  55%  indi- 
cated plans  to  practice  in  one  of  the  primary  care  fields. 

As  enrolling  medical  students  turn  toward  primary  care, 
their  distribution  throughout  the  state  is  a great  considera- 
tion. In  an  effort  to  better  distribute  the  physicians  in  med- 
ically underserved  areas,  the  65th  Legislature  in  1977 
appropriated  funds  for  establishing  and  supporting  family 
practice  residency  programs. 

In  1978,  there  were  12  existing  family  practice  resi- 
dency programs.  Eight  other  programs  are  still  in  the 
planning  stages,  five  of  which  will  become  operational 
during  fiscal  year  1979.  Many  of  these  programs  will  be 
based  in  nonmajor  metropolitan  areas  including  Wichita 
Falls,  Midland,  San  Angelo,  Baytown,  Port  Arthur,  Vic- 
toria, Grand  Prairie,  Tyler,  and  Clear  Lake  City. 


New  method  for  detecting 
syphilis  begins 
at  Bureau  of  Laboratories 

A new  serologic  test  for  detecting  syphilis,  the  microhem- 
agglutination test  for  Treponema  pallidum  (MHA-TP), 
has  been  introduced  at  the  Bureau  of  Laboratories,  Texas 
Department  of  Health  in  Austin. 

MHA-TP  offers  advantages  in  both  cost  and  time  need- 
ed for  test  results  over  the  more  widely  used  method, 
fluorescent  treponemal  antibody-absorption  (FTA-ABS), 
and  does  not  require  use  of  fluorescence  microscopy. 

According  to  Bruce  Elliott,  DPH,  supervisor  of  medical 
serology  at  the  Department  of  Health,  the  new  test  is  a 
time  saver.  The  FTA-ABS  test  required  a full-time  tech- 
nician to  conduct  a maximum  of  100  tests  per  day  just  to 
keep  up  with  the  volume  of  testing.  The  MHA-TP  allows 
a technician  to  run  200  or  more  tests  every  other  day, 
thus  releasing  him  for  other  duties. 

Reduced  cost  is  another  advantage  of  the  new  test. 
The  MHA-TP  test  can  be  run  for  less  than  $1 .50  with 
results  ready  in  V^-^V2  hours  due  to  its  microvolume  pro- 
cedure and  automation.  The  FTA-ABS  can  be  run  for 
about  $2.50,  but  it  requires  use  of  a fluorescent  micro- 
scope, an  investment  of  $4-7,000,  and  demands  more 
time  and  technician  training. 

The  specificity  of  the  MHA-TP  test  is  as  good  as  or 
better  than  the  FTA-ABS  test;  however,  it  is  less  sensi- 
tive (the  test’s  ability  to  be  positive  in  persons  having  the 
disease)  than  the  FTA-ABS  test  in  untreated,  primary 
syphilis.  This  offers  no  difficulty  however,  because  initial 
testing  makes  use  of  nontreponemal  tests  such  as  the 
Venereal  Disease  Research  Laboratory  (VDRL)  slide  test 
and  the  rapid  plasma  reagin  (RPR)  circle  card  test. 

The  Bureau  of  Laboratories  will  maintain  the  capability 
of  performing  the  FTA-ABS  test,  but  only  in  suspected 
cases  of  primary  syphilis  or  when  diagnostic  problems 
arise  from  conflicts  between  the  clinical  impression  and 
results  from  both  nontreponemal  and  treponemal  tests. 

In  both  incidences,  documentation  will  be  required  before 
the  FTA-ABS  test  is  performed. 

Dr  Elliott  recommends  that  physicians  interested  in  fur- 
ther information  concerning  the  new  test  should  read  an 
article  written  by  Harold  B.  Jaffe,  MD,  found  in  Annals  of 
Internal  Medicine,  December  1975  issue,  pp  846-850. 
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Possible  measles  epidemic 
points  to  more  immunizations 

Serious  outbreaks  of  measles  have  occurred  in  Texas 
with  many  reported  cases  occurring  in  junior  high  and 
high  school  students. 

Texas  Department  of  Health  is  watching  the  situation 
carefully,  and  is  ready  to  act  promptly  should  an  epidemic 
like  that  which  occurred  nationwide  in  1977  recur.  In  that 
year,  Texas  physicians  reported  a staggering  2,032  cases 
of  measles  compared  to  the  265  cases  reported  in  1976. 
In  1978,  reported  cases  dropped  to  1,033  in  Texas.  How- 
ever, during  the  first  week  of  1 979,  20  cases  were  report- 
ed where  three  cases  had  been  reported  at  that  same 
time  in  1978. 

Charles  R.  Webb,  Jr,  MD,  chief.  Bureau  of  Communi- 
cable Disease  Services,  said  that  large  numbers  of  chil- 
dren and  adolescents  thought  to  be  protected  are  sus- 
ceptible to  the  disease  because  of  (1)  inadequacy  of 
vaccines  or  immunizing  procedures  in  the  1960s,  or  (2) 
the  acceptance  of  unverified  parental  history  in  measles 
in  lieu  of  immunization.  Citing  measles  epidemics  in 
eight  other  states  and  increased  numbers  of  cases  in 
East  Texas,  Dr  Webb  said,  “We  have  no  reason  to  believe 
that  the  rest  of  Texas  will  remain  unaffected  unless  posi- 
tive and  vigorous  steps  are  taken  now  to  prevent  a vio- 
lent resurgence  of  measles.” 

Because  of  the  highly  effective  safe  measles  vaccines 
now  available,  the  degree  of  measles  control  depends 
largely  on  the  effectiveness  of  a continuing  effort  to  vacci- 
nate all  susceptible  persons. 

Dr  Webb  urges  that  all  children,  preschoolers  and  stu- 
dents in  all  schools,  including  universities,  be  protected 
against  measles  by  immunization. 

The  Department  of  Health  recommends  that  all  school 
systems  review  immunization  records  and  that  all  chil- 
dren who  have  not  had  adequate  immunization  with  live 
virus  measles  vaccine,  have  not  had  a physician-verified 
case  of  measles,  or  were  immunized  before  the  month 
which  included  their  first  birthday,  be  reimmunized.  The 
department  further  recommends  that  unimmunized  chil- 
dren should  not  attend  school  when  an  outbreak  of  mea- 
sles involves  the  school.  Practicing  physicians  are  urged 
to  report  all  cases  of  measles  so  that  public  health  authori- 
ties and  school  officials  may  act  effectively.  • 

Dr  Webb  warns  health  professionals  and  school  admin- 
istrators that  “speed  must  be  paramount  in  responding  to 


cases  and  outbreaks  of  measles.  It  is  better  for  some 
children  to  receive  a second  dose  of  vaccine  or  to  be 
immunized  after  they  have  had  measles,  than  to  allow  the 
epidemic  to  spread.” 

Lung  failure  study  receives 
$2.3  million  research  grant 

A $2.3  million  grant  has  been  made  to  The  University  of 
Texas  Health  Science  Center  at  San  Antonio  to  study  the 
problem  of  lung  failure  in  certain  otherwise  healthy 
patients. 

Acute  respiratory  failure,  a condition  where  the  air  cells 
in  the  lungs  collapse  and  the  lungs  fill  with  fluid  and  scar 
tissue,  occurs  in  some  patients  with  problems  which  ini- 
tially did  not  involve  the  lungs,  such  as  trauma,  abdominal 
surgery,  or  infections  in  other  parts  of  the  body. 

Waldemar  G.  Johanson,  Jr,  MD,  professor  of  medicine 
and  head  of  the  pulmonary  diseases  section  at  the  health 
science  center,  is  principal  investigator  of  the  five-year 
project  funded  by  the  National  Heart,  Lung  and  Blood 
Institute.  He  will  be  working  in  association  with  physicians 
at  the  Audie  Murphy  Memorial  Veterans  Hospital  in  San 
Antonio  and  Bexar  County  Hospital. 

Officially  the  research  project  is  known  as  a Specialized 
Center  for  Research  in  Adult  Respiratory  Failure  (SCOR- 
ARF).  The  health  science  center  is  one  of  only  three 
institutions  nationally  awarded  a pulmonary  SCOR  grant. 
(The  others  are  Harvard  and  the  University  of  California 
at  San  Diego.) 

In  its  manifestations  and  symptoms,  acute  respiratory 
failure  is  similar  to  hyaline  membrane  disease,  Johanson 
said. 

About  half  of  the  post-surgery  patients  who  have  acute 
respiratory  failure  do  not  survive.  Among  medical  patients 
who  develop  the  condition,  two-thirds  do  not  live.  Al- 
though death  rates  are  high,  patients  who  do  survive 
regain  normally  functioning  lungs,  and  scar  tissue  dis- 
appears. That  is  also  part  of  the  mystery. 

The  SCOR  project  will  examine  the  problems  from  sev- 
eral angles  including  how  inflammation  produces  lung  fail- 
ure, scar  tissue  growth  which  stiffens  the  lungs  and  pre- 
vents them  from  expanding,  and  infections  and  their 
effects. 
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• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


A reminder 

ZYIOPRIKT 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE;  This  is  not  an  innocuous 
drup  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  Is  intended  for 

1 . treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels 

CDNTRAINDICATIDNS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  In  nursing 
mothers 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION  In  some  Instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens- Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  perlormed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  tor  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  PurinethoT  (mercapto- 
purine)  or  imuran'^  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyioprim  per  day 
wili  require  a reduction  in  dose  to  approximateiy 
one-third  to  one-fourth  of  the  usuai  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinethol  or  imuran  shouid  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  If  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  Impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  In 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performeo  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic.  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivityreactions.  It  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal:  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular:  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 

Hematopoietic:  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  tor  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  ^loprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic” 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting. 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  1 00  and  1 000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  mr  local  B.  W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML. 
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rhe  Great  Laxative  Escape 


Fy«^octyt  Bodium  suif^iKinate  ■ , 

Colace  means  escape'-from  laxative  stimulation| 
from  laxative  harshness  from  laxative  habit* 
..Colace  gentlt^heipaao^n  stools  for  easy^gtM^^ 
1(^,  unstrained  elimination.  It's  the  greai^l^tiye 
escape,  from  infancy  to  old  age.  Available  in  100 
and  50  mg.  capsules.  Syrup  or  liquid. 
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PHARMACEUTICAL  DIVISION 


This  asthmatic 

Isn’t  worried  about  his  noM  hreath... 


he’s  active 
he’s  effectively 
maintained  en 


contains  theophylline  (onhydtous)  1 50  mg 
ond  glyceryl  guoiocolote  (guoifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indications:  Fot  the  symptomatic  relief  of  bronchospostic 
conditions  such  os  bronchiol  osthmo,  chronic  bronchitis, 
ond  pulmonory  emphysema 

Warnings:  Do  not  administer  more  frequently  rhon  every 
6 hours,  or  within  1 2 hours  after  reaol  dose  of  any  prepara- 
tion containing  theophylline  or  ominophylline.  Do  not 
give  other  compounds  contoining  xanthine  derivonves 
concurrently 

Precoutions:  Use  with  caution  in  patients  with  cardiac 
diseose,  heporic  or  renol  impoirmenr  Concurrent  odminis- 
rrorion  with  certain  ontibiotics,  i,e  , clindomycin,  erythro- 
mycin, rroleondomydn,  moy  result  in  higher  serum  levels 
of  theophylline  Plosmo  prothrombin  ond  foctor  V moy 
increose,  but  ony  clinicol  effect  is  likely  to  be  small.  Metab- 
olites of  guaifenesin  moy  contribute  to  increased  urinory 
5-hydroxylndoleocetic  ocid  reodings,  when  determined 
with  nirrosonophrhol  reogent.  Sofe  use  in  pregnoncy  hos 
not  been  established  Use  in  cose  of  pregnancy  only  when 
cleorly  needed. 

Adverse  Peoaions:  Theophylline  moy  exert  some  srimu- 
loting  effea  on  the  central  nervous  system.  Its  odminlstro- 
rion  may  couse  local  irritation  of  the  gastric  mucosa,  with 
possible  gostric  discomfort,  nouseo,  ond  vomiting.  The 
frequency  of  odverse  reoctions  is  reloted  to  the  serum 
rheophylline  level  ond  is  nor  usually  q problem  or  serum 
theophylline  levels  below  20  mcg.'ml. 

How  Supplied:  Copsules  in  bottles  of  100  ond  1000  ond 
unit-dose  pocks  of  100:  Liquid  in  bottles  of  1 pint  ond  1 
gollon. 

See  package  insert  for  complete  prescribing  information. 
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Proposed  Texas  health  plan 
receives  TMA  scrutiny 

TMA  registered  its  concern  over  the  proposed  Texas  state 
health  plan  accepted  by  the  Texas  Statewide  Health  Co- 
ordinating Council  in  October  1978.  The  plan  was  de- 
veloped by  the  Bureau  of  State  Health  Planning  and 
Resource  Development  pursuant  to  Section  1523  (a)(2) 
of  Public  Law  93-641  and  Article  441 8h,  Vernon’s  Texas 
Civil  Statutes. 

The  509  page  document,  compiled  from  Health  Systems 
Agencies  and  other  state  health  plans  during  1976-1978 
by  the  Texas  Department  of  Health,  is  designed  to  estab- 
lish statewide  priorities  for  health  needs  in  Texas. 

Central  health  issues  and  goals  brought  out  in  the  plan 
include: 

— infant  mortality:  to  reduce  fetal,  perinatal,  neonatal, 
and  infant  mortality. 

— communicable  disease:  reduce  the  annual  incidence 
of  vaccine-preventable  diseases  from  22.7  per  100,000 
population  to  4.7  by  1983. 

— cancer:  reduce  the  increase  in  cancer  mortality  by 
50%  by  1983. 

— cardiovascular  conditions:  reduce  the  cardiovascular 
disease  mortality  rate  from  365.4  to  290.5  per  100,000 
population  by  1983. 

— developmental  disabilities:  decrease  the  incidence 
and  severity  of  developmental  disabilities  caused  by 
illness,  trauma,  and  congenital  defects  so  that  handi- 
capping conditions  in  children  and  adolescents  in  1983 
are  25%  less  than  in  1978. 

— drug  related  conditions:  reduce  the  rate  of  drug 
abuse  to  the  1977  incidence  levels  by  1983. 

— mental  health:  reduce  the  incidence  of  mental  and 
emotional  disorders. 

— dental:  improve  dental  health  so  that  less  than  2%  of 
1 0-year-old  children  will  have  lost  any  permanent  teeth 
due  to  dental  caries  and  less  than  15%  of  adults  45-64 
years  of  age  are  edentulous. 

— nutrition:  improve  nutrition  to  achieve  optimal  health 
for  all  Texas  individuals  and  reduce  the  incidence  of 
nutrition  related  diseases. 

— diabetes  mellitus:  reduce  morbidity  and  mortality 
caused  by  this  disease. 

— mental  retardation:  reduce  the  incidence  of  mental 
retardation  by  1983. 

— motor  vehicle  accidents:  reduce  the  motor  vehicle 


death  rate  for  the  state  from  28.6  to  25.9  per  100 
million  miles  traveled  by  1983. 

— kidney  conditions:  reduce  death  and  disability  due  to 
end  stage  renal  disease  by  1983. 

— arthritis:  reduce  the  incidence  of  this  illness. 

TMA  was  allowed  three  weeks  to  review  the  plan.  Un- 
der the  direction  of  Donald  M.  Anderson,  assistant  execu- 
tive director,  the  health  care  portions  of  the  plan  were 
distributed  among  12-14  specialty  societies  composed  of 
practitioners. 

Each  of  these  review  committees  wrote  their  comments 
and  recommendations  which  were  consolidated  into  one 
TMA  response  for  the  Bureau  of  State  Health  Planning 
and  Resource  Department. 

The  review  committees  found  that  the  proposal  is  too 
general  and  offers  no  answers  as  to  how  the  central  goals 
will  be  carried  out. 

Texas  spent  nearly  $6  billion 
for  heaith  care  in  1975 

The  first  of  an  annual  series  of  health  care  expenditure 
data  in  Texas  showed  that  approximately  $6  billion  was 
spent  to  provide  health  and  medical  care  during  calendar 
year  1975  in  Texas. 

According  to  the  report  entitled  “Texas  Health  Care 
Expenditures  1975,”  issued  in  October  1978,  $5,987.9 
million  was  expended  representing  $489.02  per  capita. 

The  study  was  undertaken  by  the  Bureau  of  State 
Health  Planning  and  Resource  Development,  Department 
of  Health,  in  an  attempt  to  monitor  the  amounts  of  money 
spent  on  state  health  and  medical  care  to  better  assess 
efforts  directed  toward  health  care  cost  containment. 

Tables  and  graphs  illustrate  that  of  the  nearly  $6  billion 
total,  the  largest  portion  (slightly  more  than  $2  billion  or 
35.6%  of  the  total)  was  devoted  to  hospital  care. 

The  second  largest  portion  (slightly  more  than  $1  billion 
or  1 9.8%  of  the  total)  was  devoted  to  physicians’  services. 

When  looking  at  the  sources  of  funds,  the  report  shows 
that  areas  with  the  largest  federal  and  third-party  involve- 
ment include  hospitals,  nursing  homes  (primarily  due  to 
Medicaid)  and  other  professional  services.  Consumers 
pay  out-of-pocket  for  almost  all  dentists’  services  (94.1%) 
and  drug  purchases  (89.9%) 

The  report  points  out  that  the  per  capita  personal  health 
care  expenditures  in  the  US  are  fully  25%  higher  than 
in  Texas. 
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Because  calendar  year  1 975  was  the  first  and  only  year 
for  which  data  were  compiled,  no  attempt  can  be  made  to 
infer  time  trends.  However,  as  succeeding  years  are  add- 
ed on  to  this  series,  (a  1976  data  report  is  projected  for 
fall,  1979)  it  will  be  possible  to  evaluate  the  directions 
being  followed  in  health  and  medical  care  delivery  and 
also  specific  cost  containment  strategies. 

New  federal  regulations  affect 
payment  for  sterilization 

New  regulations  concerning  Medicaid  and  federal  pay- 
ment for  sterilization  procedures  went  into  effect  Feb  6, 
1979. 

One  of  the  major  changes  involved  extending  the  wait- 
ing period  between  consent  and  sterilization  to  at  least  30 
days.  Previous  regulations  required  only  a 72  hour  waiting 
period.  In  cases  of  premature  delivery  and  emergency 
abdominal  surgery,  a minimum  waiting  period  of  72  hours 
is  required. 

The  purpose  of  the  30  day  period  is  not  only  to  avoid 
coercion,  but  also  to  allow  time  for  an  individual  to  reflect 
carefully  on  his/her  decision. 

The  regulations  stipulate  that  a consent  expires  in  180 
days.  Therefore,  if  a consent  form  is  obtained  more  than 
180  days  prior  to  surgery,  it  will  be  considered  invalid. 

A patient’s  informed  consent  is  now  obtained  by  a spe- 
cific written  consent  form  which  states — in  a language 
easily  understood  by  the  patient — the  nature  and  conse- 
quences of  the  operation.  This  consent  form,  issued  by 
the  Department  of  Health,  Education  and  Welfare  (HEW), 
will  be  the  only  form  accepted  for  sterilization  procedures 
unless  the  individual  provider  has  obtained  other  approval 
from  the  secretary  of  HEW  and  the  secretary  has  ex- 
pressed approval  in  writing  to  the  Texas  Department  of 
Human  Resources. 

The  new  regulations  further  state  that  consent  may  not 
be  obtained  from  anyone  in  labor  of  childbirth,  under  the 
influence  of  alcohol  or  other  drugs,  or  seeking  or  obtaining 
an  abortion. 

Patients  undergoing  hysterectomies  for  any  reason, 
must  be  advised  orally  and  in  writing  that  sterility  will 
result.  A patient  undergoing  hysterectomy  for  the  sole 
purpose  of  sterilization  will  not  be  covered  by  Medicaid 
payment. 

The  regulations  further  state  that  special  arrangements 
must  be  made  for  the  handicapped,  and  an  interpreter 


must  be  provided  if  there  is  a language  barrier. 

Federal  funding  will  not  be  available  for  sterilization  of 
individuals  who  are  institutionalized  in  correctional  facili- 
ties, mental  hospitals,  or  other  rehabilitative  facilities;  for 
individuals  declared  mentally  incompetent  by  a court;  or 
for  those  under  21  years  of  age. 

“Once  a section,  always  a 
section”  is  a myth 

A five-year  study  done  by  two  San  Antonio  physicians 
has  proven  that  second  or  third  cesarean  sections  don’t 
always  have  to  follow  the  first. 

C.  E.  Gibbs,  MD,  professor  of  obstetrics  and  gynecolo- 
gy at  The  University  of  Texas  Health  Science  Center  at 
San  Antonio,  and  Berkeley  Merrill,  MD,  now  in  practice  in 
New  Orleans,  conducted  the  study.  They  found  that  “once 
a section,  always  a section"  only  perpetuates  some  of  the 
cost  of  the  initial  cesarean  both  physically  and  financially, 
and  occasionally  results  in  the  inadvertent  delivery  of  a 
premature  infant.  According  to  Dr  Gibbs,  allowing  vaginal 
delivery  when  possible  reduces  the  cost. 

Cesarean  sections  are  normally  performed  when  me- 
chanical problems  arise,  such  as  a large  baby  or  a small 
maternal  pelvis,  said  Dr  Gibbs.  If  a physician  believes 
that  labor  and  delivery  are  a hazard  to  the  infant,  or  if  a 
baby  needs  to  be  delivered  before  labor  begins  and  induc- 
tion is  not  possible,  then  a cesarean  section  may  be  per- 
formed. 

The  study  indicated  that,  in  general,  benefits  of  the  trial 
labor  program  included  decreased  complications  and  re- 
duced expenses  for  the  50%  of  patients  who  delivered 
vaginally,  as  well  as  assurance  of  the  lowest  possible 
number  of  low-birth-weight  infants. 

Dr  Gibbs  is  not  in  favor  of  completely  avoiding  cesarean 
sections  after  previous  ones,  but  he  said  that  his  study 
indicates  that  with  proper  facilities  and  staff,  and  with 
certain  maternal  and  fetal  conditions,  women  can  deliver 
vaginally  with  a minimum  risk  after  an  initial  cesarean 
section. 

Officials  study  history 
of  legionnaires’  disease 

Texas  Department  of  Health  representatives  in  a Decem- 
ber meeting  to  update  interested  individuals,  outlined  the 
history,  possible  modes  of  transmission,  and  the  search  for 
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epidemiological  patterns  of  legionnaires’  disease. 

Texas'  deputy  commissioner  for  preventable  disease, 
Jerome  Greenberg,  MD,  opened  the  hour-long  session  in 
Austin,  noting  that  “Legionnaires'  is  not  clinically  distinc- 
tive,” and  adding  that  it  . . will  be  more  frequently  diag- 
nosed because  it’s  more  popular  now.” 

Health  department  epidemiologists  are  attempting  to 
gather  more  information  through  forms  submitted  by  doc- 
tors examining  possible  legionnaires’  disease  cases. 

Statistics  show  that  16,  or  3.2%,  of  the  494  serologi- 
cal tests  for  LD,  conducted  from  August  1977  to  October 
1978,  yielded  positive  results. 

Charles  Sweet,  DPH,  chief  of  the  Bureau  of  Labora- 
tories, said  the  health  department  accepts  lung  tissue  and 
pleural  fluid  for  identification  and  performs  serologic 
studies  on  paired  samples  collected  at  least  21  days 
apart. 

In  a separate  study,  a University  of  Texas  Medical 
Branch  researcher  is  seeking  blood  and  tissue  culture 
samples  to  determine  the  incidence  of  legionnaires’  dis- 
ease in  Texas. 

Jo  Ellen  Schweinie,  MD,  a postdoctoral  fellow  in  the 


UTMB  infectious  diseases  division,  has  said  LD  is  more 
likely  to  occur  in  men,  people  more  than  40  years  old, 
smokers,  Caucasians,  and  individuals  with  underlying 
disease. 

Consequently,  Dr  Schweinie  and  her  associates  have 
begun  screening  for  LD  in  UTMB  patients  undergoing 
kidney  transplants,  patients  with  respiratory  disease, 
cancer  cases,  and  patients  with  infections  of  unknown 
origin. 

Dr  Schweinie,  who  said  the  legionnaires’  disease 
screening  will  be  conducted  at  no  charge  by  UTMB  per- 
sonnel, estimates  that  1 .5%  of  the  people  exposed  to 
the  bacteria  actually  become  infected,  and  only  15%  to 
20%  of  those  die  from  the  infection. 

Coming  next  month 

Articles  in  the  April  issue  will  be  on  innovations  in 
amputee  care,  primary  tuberculous  enteritis,  bacteremia 
due  to  Shigella  flexneri,  an  exercise  for  second-year 
medical  students,  and  the  distribution  of  physicians  in 
Texas,  1976. 


Investment  performance 

for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling  in  the  program,  comparative  perfor- 
mances for  investments  are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  news- 
papers list  up-to-the  minute  values  on  mutual  funds.) 


Investment  Media® 

1978 

through 

12/31/79 

3 Years 

Ended 

12/31/77 

5 Years 

Ended 

12/31/77 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-H.5 

+ 38.0% 

-23.1% 

2.0% 

Loomis-Sayles  Mutual  Fund 

-n.o 

+ 25.3% 

-18.2% 

5.0 

‘Mercantile  Bank  HR-10  Equity  Fund 

-n.o* 

+ 56.0% 

-16.6% 

— 

■Mercantile  Bank  HR- 10  Fixed  Income  Fund 

-o.r 

+ 34.6% 

+ 26.9% 

— 

T.  Rowe  Price  Growth  Stock  Fund 

-0.6 

+ 33.9% 

-33.8% 

2.5 

T.  Rowe  Price  New  Income  Fund 

-1.2 

+ 6.6% 

N/A 

8.0 

Stein,  Roe  & Farnham  Balanced  Fund 

-rl.6 

+ 25.8% 

-23.8% 

4 1 

Standard  & Poor  500  Stock  Average 

+ 4.0 

+ 38.8% 

-19.4% 

— 

Dow  Jones  Industrial  Average 

+ 4.2 

+ 34.8% 

-18.5% 

— 

a.  Mutual  Fund  performances  include  reinvested  capital  gain  distributions. 

b.  Mercantile  HR-10  Equity  and  Fixed  Income  Funds  make  no  distributions.  All  earnings  are  retained  in  the  respective  funds. 
* estimated 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 

Hearing  Aid  Speciaiist 

IN  TEXAS 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Earl  O.  Barnes 

Beltone  Hearing  Aid  Service 
604  North  7fh 
Beaumont,  Texas  77701 
(713)  832-7132  & 832-1433 

Gordon  L.  Bisel 
Beltone  Hearing  Aid  Service 
6800  North  Main  Street 
Suite  107B 

Houston,  Texas  77030 
(713)  523-0919 

R J Cox 

Beltone  Hearing  Aid  Service 
3122  S Alameda 
Corpus  Christi,  Texas  78404 
(512)  884-2217 

William  Crnkovic 
Beltone  Hearing  Aid  Service 
Sunnyland  Shopping  Center 
1 706  Texas  Avenue 
Bryan,  Texas  77801 
(713)  823-5821 

Beltone  Hearing  Aid  Service 
Weingarten  s Shopping  Center 
729  East  Davis 
Conroe,  Texas  77301 
(713)  539-2626 

Ken  Dennis 

Beltone  Hearing  Aid  Service 
1125  Twenty-Third  Street 
Galveston  Island,  Texas  77550 
(713)  765-5791 

Beltone  Hearing  Aid  Service 
1617  Sixth  Street 
Bay  City,  Texas  77414 
(713)  245-9383 

Dick  Durbin 

Beltone  Hearing  Aid  Service 
8412  Preston  Center  Plaza 
Dallas,  Texas  75225 
(214)  363-7510 

Beltone  Hearing  Aid  Service 
1770  W Irving  Blvd  - Suite  #14 
Irving  Texas  75061 
(214)  253-2026 


Beltone  Hearing  Aid  Service 
104  W Virginia 
McKinney,  Texas  75069 
(214)  542-3793 
(214)  542-3793 

Tam  Durbin 

Beltone  Hearing  Aid  Service 
267  Wynnwood  Village 
Dallas,  Texas  75224 
(214)  948-3273 

John  N Evans 

Beltone  Hearing  Aid  Center 
The  Suburban  1 
4201  North  1st  Street 
Abilene,  Texas  79603 
(915)  673-4989 

Robert  J Fonner 
Beltone  Hearing  Aid  Service 
315  Randol  Mill  Road 
Arlington,  Texas  76011 
(817)  277-8121 

Beltone  Hearing  Aid  Center 
7305  Grapevine  Highway 
Fort  Worth,  Texas  76118 
(817)  485-1051 

Joe  Geraci 

Beltone  Hearing  Aid  Center 
617  South  First 
P O Box  1464 
Lutkin,  Texas  75901 
(713)  634-4383  & 634-4384 

Ann  Head 

Beltone  Hearing  Aid  Service 
109  W Beauregard  P O Box  1082 
San  Angelo,  Texas  76901 
(915)  653-5044 

Eldon  Johnson 
Beltone  Hearing  Aid  Service 
315  North  Travis 
Sherman,  Texas  75090 
(214)  892-1597 

Rutus  Jordan 

Beltone  Hearing  Aid  Center 
215  East  Missouri 
El  Paso,  Texas  79901 
(915)  533-2291 


Charles  H,  Knox 
Beltone  Hearing  Aid  Service 
1015  Pennsylvania 
Fort  Worth,  Texas  76104 
(817)  322-6397 

Joe  B,  Lardizabal 
Beltone  Hearing  Aid  Center 
1421  North  Elm  Street 
Suite  104 

Denton,  Texas  76201 
(817)  387-9574 

Homer  R Mayhall 
Beltone  Hearing  Aid  Service 
127  East  7th  Street 
Austin,  Texas  78701 
(512)  472-1777 

Beltone  Hearing  Aid  Service 
Washington  County  Chamber  ot 
Commerce  Building 
Bienham,  Texas  77833 
(713)  836  3695 

James  M McCrae 
Beltone  Hearing  Aid  Center 
5430  Fredericksburg  Road 
Oak  Hills  Tower  tt  1 19 
San  Antonio,  Texas  78229 
(512)  341-1414 

Wes  McKinzey 
Beltone  Hearing  Aid  Service 
402  East  7th  Street 
Odessa,  Texas  79761 
(915)  332-0519 

Beltone  Hearing  Aid  Service 
104  North  O Street 
Midland,  Texas  79701 
(915)  682-2180 

Beltone  Hearing  Aid  Service 
606  Johnson 
Big  Spring,  Texas  79720 
(915)  263-6181 

Carlos  Perez 

Bettone  Hearing  Aid  Center 
905  Judson  Road 
Longview,  Texas  75601 
(214)  758-5558 


J Gregory  Platten 
Beltone  Hearing  Aid  Service 
822  South  Beckham  Street 
lyler,  Texas  75701 
(214)  593-8215 

Herb  Schlier 

Beltone  Hearing  Aid  Center 
2215  Kemp  Blvd, 

Wichita  Falls,  Texas  76309 
(817)  322-3541 

Kingsbury  Scott 
Beltone  Hearing  Aid  Center 
402  Mam  Street 
P O Box  710 
Kerrville,  Texas  78028 
(512)  257-5855 

Louis  R Thibault 
Beltone  Hearing  Aid  Service 
910  North  Main  Street 
McAllen,  Texas  78501 
(512)  686-6881 

Beltone  Hearing  Aid  Service 
803  South  77  Sunshine  Strip 
Suite  106 

Harlingen,  Texas  78550 
(512)  425-4011 

Hollis  Underwood 
Beltone  Hearing  Aid  Service 
1207  Mam  Street 
Pasadena,  Texas  77506 
(713)  47  7-4835 

Beltone  Hearing  Aid  Service 
1017  North  Mam  Street 
Baytown,  Texas  77520 
(713)  428-2121 

Kenneth  R,  Wade 
Beltone  ol  Lubbock 
2815  Avenue  Q 
Lubbock,  Texas  79405 
(806)  747-1675  & 747-1676 

John  Westmoreland 
Beltone  Hearing  Aid  Service 
1616  Austin  Avenue 
Waco,  Texas  76710 
(817)  754-5485 


WORLD  LEADER  IN  HEARING  AIDS  AND  HEARING  TEST  INSTRUMENTS 

ELECTRONICS  CORPORATION 

4201  West  Victoria  Street  • Chicago,  Illinois  60646 
An  American  Company 
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contains  no  aspirin 


tablets 


Darvocet-N'KX)  cv 


lOO  nriQ.  DQrvon”N  (propcwvphe 
650  mg.  acetaminophen 


i 

Additional  Information  available 
to  the  profession  on  request  from 

Eli  Lilly  and  Company 

Indianapolis,  Indiana  46206 

700565 

Eli  Lilly  and  Company,  Inc. 

Carolina,  Puerto  Rico  00630 
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Beginning  this  month,  Texas  Medicine  introduces  a 
column  designed  to  bring  out  varied  opinions  regarding 
key  medical  issues.  The  Texas  Medical  Association  (TMA) 
and  the  American  Medical  Association  (AMA)  usually  re- 
lease their  reactions  to  given  issues,  but  careful  review 
and  often  diverse  opinions  went  into  making  up  that  stand. 
DEBATE  will  present  opinions  from  varying  professionals 
along  with  policy  stands  to  illustrate  the  many  considera- 
tions present  in  given  issues.  This  month,  our  subject  is 
the  reaction  of  physicians  to  the  November  FTC  ruling 
against  the  AMA  concerning  advertising  by  physicians. 
The  physicians  quoted  below  were  asked  for  their  reaction 
to  this  ruling  and  of  its  consequences  to  the  patient. 

THE  ISSUE* 

In  November,  1978,  Federal  Trade  Commission  Judge 
Ernest  G.  Barnes  ruled  that  the  AMA  "conspired,  com- 
bined and  agreed  to  adopt,  disseminate,  and  enforce 
ethical  standards"  and  that  in  stopping  advertising  erect- 
ed a barrier  that  "has  served  to  deprive  consumers  of  the 
free  flow  of  information  about  the  availability  of  health 
care  services.  He  said  advertising  bans  "have  operated 
to  restrict  the  dissemination  of  information  about  the 
price,  type,  and  availability  of  medical  services  including 
information  concerning  industrial,  medical  clinics,  pre- 
ventive medical  services  and  pre-paid  group  practice 
plans.  Everything  from  holding  open  house  to  advertising 
In  the  yellow  pages  or  seeking  media  publicity  has  been 
denied  doctors  by  the  standards." 

POLICY  STANDS 

The  AMA,  with  the  support  of  TMA,  immediately  com- 
mented on  Judge  Barnes’  ruling.  “We  will  appeal  this  de- 
cision in  order  to  assure  that  patients  will  continue  to  re- 
ceive high  quality  medical  care  and  in  order  to  prevent 
the  dissemination  of  deceptive  medical  advertising,”  said 
AMA  general  counsel  Bernard  D.  Hirsh.' 

The  FTC  “wants  the  practice  of  medicine  to  descend  to  the 
lowest  level  of  the  marketplace,”  said  AMA  executive 
vice  president  James  H.  Sammons,  MD.  “As  far  as  the 


'Taken  from  Capital  Comments,  February  Texas  Medicine,  prepared  by 
Ace  Pickens,  TMA  legal  counsel. 


AMA  is  concerned,”  Dr  Sammons  continued,  ‘“Let  the  buy- 
er beware’  is  an  ethic  which  has  no  place  where  human 
life  and  health  are  at  stake.  Patients  should  choose  their 
physician  on  the  basis  of  who  is  the  best  doctor,  not  who 
is  the  best  advertiser.”^ 

“We  are  opposed  to  false  and  misleading  advertising  and 
its  adverse  impact  on  the  quality  of  health  care  available 
to  patients,”  said  Robert  B.  Hunter,  chairman  of  the  AMA 
Board  of  T rustees.'’ 

“The  Texas  Medical  Association  agrees  with  the  AMA  that 
the  Principles  of  Medical  Ethics  do  not  prohibit  advertis- 
ing. They  do  prohibit  the  solicitation  of  patients  by  means 
of  testimony;  solicitation  intended  to  create  unjustified 
expectations  or  favorable  results;  self  laudatory  comments 
and  implications  of  superior  skills;  solicitations  which  con- 
tain incorrect  or  incomplete  facts,  representations  or  impli- 
cations that  are  likely  to  cause  the  average  person  to  rriis- 
understand  or  be  deceived,”  said  Mylie  E.  Durham,  Jr, 
MD,  president,  TMA.  He  continued,  “In  our  opinion,  the 
activities  of  the  TMA,  AMA  . . . are  not  in  restraint  of  trade, 
and  in  fact  are  in  the  best  interest  of  the  public. ’’^ 

INDIVIDUALS  COMMENT 

“Going  to  advertising  will  only  degrade  medicine.  Medicine 
is  not  one  of  those  things  that  should  be  advertised. 

“The  objective  of  every  physician  should  be  to  get  the 
patient  well — to  supply  good  care  at  a reasonable  cost.  If 
the  cost  is  excessive,  then  this  should  be  controlled  in 
some  other  way,  perhaps  by  going  to  the  county  medical 
society,  or  the  judicial  board.” 

“Advertising  will  only  hurt  the  quality  of  care  some  peo- 
ple will  get.  The  average  individual  is  not  able  to  look  at 
most  ailments  and  to  decide  for  himself  what  treatment  is 
correct.  He  needs  someone  he  can  trust.  Advertising  will 
only  hurt  the  patient/physician  trust  relationship.  For  good 
quality  care,  a patient  needs  a dependable  physician 
whom  he  can  trust,  and  who  can  hold  the  costs  down.” 
Max  C.  Butler,  MD,  Houston. 

“One  does  not  have  to  belong  to  the  TMA  or  the  AMA  if 
one  doesn’t  want  to.  Why  the  FTC  feels  that  either  of  these 
organizations  is  limiting  trade,  I don’t  know.  When  an  indi- 
vidual agrees  to  join  an  organization,  he/she  agrees  to 
abide  by  its  rules.” 
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The  patient  would  be  ‘misled’  if  advertising  is  allowed. 
“Physicians  are  not  'holier  than  thou';  they're  just  like  any- 
one else  and  invariably  some  will  take  advantage  of 
others.”  Drue  O.  D.  Ware,  MD,  Fort  Worth. 

“It  seems  that  the  government  is  intent  upon  tearing  down 
what  has  been  good  for  years  in  medicine.  They  are  mak- 
ing it  difficult  to  discipline  our  members.”  The  ruling  will 
“open  the  door  to  all  kinds  of  quacks  to  a confused  public.” 

For  years,  the  AMA  “has  been  trying  to  keep  up  profes- 
sional standards  and  quality.  If  these  are  torn  away,  what 
will  happen?” 

It’s  a ‘damned  if  you  do,  damned  if  you  don’t’  situation. 
“If  the  FTC  succeeds  in  tearing  down  the  advertising  ruling, 
the  profession  will  be  blamed  ” for  allowing  any  medical 
misconduct  or  quackery  to  reach  the  public. 

“The  American  people  are  great  on  gadgets  and  cult- 
ists.  Billions  of  dollars  are  spent  each  year  on  quackery 
such  as  weight  reduction.  If  there  is  no  control,  and  all 
restraints  are  eliminated,  it’s  opening  the  door  for  all.” 
Ruth  M.  Bain,  MD,  Austin. 

“The  number  one  goal  for  medicine  is  to  provide  the  very 
best  counsel  and  assistance  to  the  people  of  our  state.  The 
public  will  get  better  recommendations  based  on  speaking 
with  executives  in  county  medical  societies,  friends,  and 
other  resources  open  to  them,  than  if  physicians  advertised 
each  day.”  C.  Lincoln  Williston,  Executive  Director,  TMA. 

“Advertising  never  really  added  to  my  practice.  The  aver- 
age person  doesn’t  believe  in  those  ads.”  Imogene  May- 
field,  MD,  of  Dallas  is  not  opposed  to  advertising,  but  based 
on  her  experience,  she  found  that  advertising  was  not 
worth  what  it  cost  her.  Dr  Mayfield  ran  a 1 by  iy4-inch 
ad  in  the  Dallas  Times  Herald  which  announced  that  she 
delivered  babies  and  performed  abortions  in  her  clinic,  and 
the  cost.  The  ad,  which  cost  $300  per  month,  ran  for  about 
three  months  in  1977,  said  Dr  Mayfield.  When  Dr  Mayfield 
asked  her  patients  how  they  came  to  her,  she  found  it  was 
mostly  through  recommendation. 

Dr  Mayfield  decided  to  try  placing  an  advertisement  after 
the  Supreme  Court  ruled  that  lawyers  could  advertise  in 
1977. 

“I  don’t  feel  it’s  in  the  best  interest  of  the  public  to  advertise. 
Some  aspects  of  it  might  be  good  and  beneficial,  but  to 
have  unrestricted  advertising — so  much  can  be  mislead- 


ing.” J.  M.  Rankin,  MD,  Lubbock. = 

There  should  be  no  cause  for  advertising,  because  for 
most  physicians,  “the  quality  of  their  work  is  their  adver- 
tising.” Carl  Page,  MD,  director  of  the  division  of  geriatrics, 
Texas  Tech  School  of  Medicine.® 

1, 2,  3 AMA  News.  Dec  8,  1978 

4 TMA  press  release 

5 Avalanche-Journal , Dec  5,  1978 

6 Ibid 
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Texas  doctors 
have  made  ICA 
the  fastest  growing 
writer  of  medical 
malpractice  insurance.  * 


Bob  Hallmark 


IS  one  good 

Bob  Hallmark,  J.D.,  claims  manager.  One  of  the 
people  who  makes  an  ICA  policy  your  best 
defense  against  a medical  malpractice  claim. 

As  a licensed  attorney,  Bob  is  a rare  find  in 
the  world  of  professional  liability  insurance. 

Each  day  he  puts  his  twelve  years  experience  — 
four  of  them  as  head  of  a professional  liability 
division  of  one  of  America’s  largest  insurance 
companies  — to  work  for  his  clients. 

At  some  companies,  malpractice  claims 
against  physicians  are  actually  handled  by  the 
same  people  who  handle  auto  liability  claims  — 
people  who  may  not  know  a pair  of  forceps  from 
a fender.  At  ICA,  handling  professional  liability 
claims  is  all  Bob  Hallmark  does.  When  one  of  his 
clients  is  threatened  with  a malpractice  claim,  he 
works  with  teams  of  the  finest  malpractice 
lawyers  in  Texas  in  their  defense.  He  also 
coordinates  these  efforts  with  those  outstanding 
physicians  who  serve  as  consultants  to  ICA. 

Bob  Hallmark  is  one  reason  ICA  is  now  the 
nation’s  fastest  growing  writer  of  medical  mal- 


reason  why. 

practice  insurance,  according  to  Best's  Review, 
the  leading  insurance  industry  trade  publication. 

Another  reason  is  ICA’s  tough  stance 
against  unjustified  malpractice  claims.  At  ICA, 
we  absolutely  refuse  to  make  malpractice  actions 
even  more  popular  by  settling  a frivolous  claim. 

We  guarantee  that  protection  from  ICA  means 
you  will  be  defended  from  any  frivolous  claim  to 
the  fullest  extent,  regardless  of  the  threat  or  cost 
of  litigation. 

Our  record  and  the  people  who  make  it 
happen  — people  like  Bob  Hallmark  — make  an 
ICA  policy  the  best  protection  you  can  give  your 
practice  and  your  reputation. 

With  something  so  important  at  stake,  is  there 
any  reason  in  the  world  to  settle  for  less?  If  you’re 
not  already  with  ICA,  the  time  to  act  is  now  — 

Just  fill  in  and  mail  the  attached  postage-paid  card. 


*According  to  Best’s  Review,  the  nation’s  leading  insurance 
trade  publication. 


Insurance  Corporahon  Of  America,  2205  Montrose,  Houston,  Texas  77006  (713)  526  -4863 
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(ViEDiCAL  NEWSMAKERS 


Truman  G.  Blocker.  MD 


Stephen  R.  Lewis.  MD 


TRUMAN  G.  BLOCKER,  MD,  and  STEPHEN  R.  LEWIS, 
MD,  plastic  surgeons  at  UT  Medical  Branch,  have  been 
honored  by  an  endowment  presented  to  the  Medical 
Branch  by  residents  who  received  training  from  the  sur- 
geons. Dr  Blocker  is  an  Ashbel  Smith  Professor  of  plastic 
surgery  and  president  emeritus  of  UTMB.  Dr  Lewis  is  pro- 
fessor and  chief  of  plastic  surgery  and  director  of  con- 
tinuing education. 

CHARLES  A.  COLTMAN,  JR,  MD,  is  the  American  Can- 
cer Society  Professor  of  Clinical  Oncology  at  UT  Health 
Science  Center  at  San  Antonio.  Dr  Coltman  is  professor 
of  medicine  at  the  school  and  part-time  medical  director 
of  the  Cancer  Therapy  and  Research  Center. 

BERRY  N.  SQUYRES,  MD,  has  been  appointed  chair- 
person for  the  department  of  family  practice  at  Texas 
Tech  University  of  Medicine.  Dr  Squyres  has  served  as 
vice  chairman  for  the  department  and  as  assistant  dean 
for  admissions.  He  is  president-elect  of  the  South  Plains 
chapter,  Texas  Academy  of  Family  Physicians. 

JAMES  E.  BERTZ,  DDS,  MD,  is  the  new  Assistant  to 
the  Vice  Chancellor  for  Health  Affairs  of  The  University 
of  Texas  System.  Dr  Bertz  was  formerly  Assistant  Dean 
for  Student  Affairs  at  The  University  of  Texas  Medical 
School  at  Houston. 

C.  WILLIAM  DAESCHNER,  JR,  MD,  chairman  of  pedi- 
atrics at  UT  Medical  Branch,  has  been  named  the  first 
holder  of  the  John  Sealy  Chair  in  Pediatrics.  Dr  Daesch- 
ner  is  chairman  of  the  TMA  Scientific  Publication  Com- 
mittee. 

DOROTHY  PATRAS,  MD,  Fort  Worth,  has  received  the 
George  T.  Caldwell  Distinguished  Service  Award  from  the 
Texas  Society  of  Pathologists,  Inc  (TSP).  Dr  Patras,  a 
past  president  of  TSP,  is  a delegate  to  the  Texas  Medi- 
cal Association  from  Tarrant  County. 

JEAN  MOBLEY,  CMA-AC,  an  employee  of  JOHN  H. 
SELBY,  MD,  Lubbock,  has  been  honored  by  the  authors 
of  “The  Humanistic  Medical  Assistant.”  Arlin  V.  Peterson, 
EdD,  and  Roy  C.  Allen,  EdD,  have  dedicated  the  book  to 
Ms  Mobley,  “a  dedicated  and  committed  medical  assis- 
tant who  is  also  a warm,  loving,  humanistic  individual.” 


TEXAS  MEDICINE 


“THE  PHYSICIAN  IS  A 
DECISION  MAKER,  AND  ALMOST 
EVERY  DECISION  HE  MAKES 
COSTS  OR  SAVES  MONEY.” 

—Ik.  William  I' cits,  Fast  President, 
American  Society  of  Internal  Medicine 

More  and  more  physicians  today  are  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them'?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 
hospital  charges  for  routine  lab  tests.  They’re  requesting  copies  of  patients’ 
hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 
tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients’  hospital 
stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 
Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 
patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients’ 
demands  for  unnecessary  medication,  treatment  or  hospitalization. 
Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 

More  physicians  today  realize  what  a tough  problem  we’re  all  faced 
with.  They  know  this  is  a challenge  for  medicine.  And  that  physicians  are 
in  the  best  position  to  deal  with  and  solve  the  problem. 


Comm»fnoratlng 
Wy  yaare 
VyMlngfora 
haalthtaf  America 


® Registered  Service  Marhs  oi  the  Blue  Cross  Association 
®’Registered  Service  Marks  of  the  Blue  Shield  Association 


* PATIENT  CARE  Magazine— OulUnik  1 97  z "Face  Off:  Cast  Containment  vs.  Chaos’,'  January  1,  1977. 

Lyle  CB,  et  al.  "Practice  habits  in  a group  of  eight  internists!' ANNALS  OF  INTERNAL  MEDICINE  84  (May  1976).  594  601. 

Schroeder  S/1.  el  al.  "Use  of  laboratory  tests  and  pharmaceuticals:  variatum  arturng  physicians  and  effect  of  cost  audit  on  subsequent  use!’  JOl’RN.AL  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION  225  (A  ug.  20.  1973).  969  73. 


For  hemorrhoids 
and  other 

anorectal  conditions 


External  hemorrhoids 


Internal  Pruritus  oni 

hemorrhoids 


Proctitis  Anal  fissures 


Easy  to  handle.  Easy  to  apply, 

easy  to  insert,  nonstaining— 

comfortably  shaped—  Rx  only 
Rx  only 


Prescribe 

Anusol-HC 

Suppositories/Qeom 

for  symptomatic  relief 

Effectively  reduces  inflammation  and  edema 
Rapidly  relieves  pain  and  itching 


ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC’  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

CAUTION:  Federal  law  prohibits  dispensing  without 

prescnptlon. 

Descriphon:  Each  Anusol-HC  Suppository  contains 
hydrocortisone  acetate,  10  0 mg,  bismuth  subgollote, 

2 25%,  bismuth  resorcin  compound,  1 75%;  benzyl 
benzoate,  1 2%,  Peruvian  balsam,  1 8%,  zinc  oxide, 

1 1 0%,  also  contains  thetollowing  inactive  ingredients 
bismuth  subiodide,  calcium  phosphote,  ond  certitied 
coloring  in  o hydrogenated  vegetable  oil  base 
Each  gram  of  Anusol-HC  Cream  contains 
hydrocortisone  acetate,  5 0 mg,  bismuth  subgallote, 

22  5 mg,  bismuth  resorcin  compound,  17  5 mg,  benzyl 
benzoate,  12  0 mg,  Peruvian  balsam,  18  0 mg,  zinc 
oxide,  110  0 mg,  also conloins thetollowing  inactive 
ingredients:  propylene  glycol,  bismuth  subiodide, 
propylparaben,  methylporaben,  polysorbote  60  and 
sorbiton  monoslearole  in  a woter-miscible  base  of 
mineral  oil,  glyceryl  stearate  and  water 
Indications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  adjunctive  therapy  for  the  symptomatic  relief  of 
pom  and  discomfort  in  external  and  internal 
hemorrhoids,  proctitis,  papillitis,  cryptitis,  anal  fissures, 
incomplete  fistulas  and  relief  of  locol  pain  and  discomfort 
following  anorectal  surgery 


Anusol-HC  Cream  is  also  indicated  for  pruritus  am 
Anusol-HC  IS  especially  indicated  when  inflammation 
is  present  After  acute  symptoms  subside,  most  patients 
con  be  maintained  on  regular  Anusol*  Suppositories  or 
Ointment 

Confraindicotlons:  Anusol-HC’'  Suppositories  and 
Anusol-HC’  Cream  are  contraindicated  in  those  patients 
with  a history  of  hypersensitivity  to  any  of  the  components 
of  the  preparation 

Warnings:  The  safe  use  of  topical  steroids  during 
pregnancy  has  not  been  fully  established  Therefore, 
during  pregnancy,  they  should  not  be  used  unnecessarily 
on  extensive  areas,  in  large  amounts,  or  for  prolonged 
periods  of  time 

Precauhons:  Symptomatic  relief  should  not  delay 
definitive  diagnoses  or  treatment  If  irritation  develops, 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  should 
be  discontinued  and  appropriate  therapy  instituted 
In  the  presence  of  on  infection  the  use  of  on  appropriate 
antifungal  or  onlibocteriol  agent  should  be  instituted  If  a 
favorable  response  does  nol  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection 
has  been  adequately  controlled 
Core  should  be  token  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 
Anusol-HC  IS  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC 
Suppositories— Adults:  Remove  foil  wrapper  and  insert 
suppository  into  the  onus  One  suppository  in  the  morning 


and  one  at  bedtime,  for  3 to  6 days  or  until  inflammation 
subsides  Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories 

Anusol-HC  Cream— Adults  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surtoce  ond  gently  rub  in.  For  internal  use,  attach 
the  plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure  Then  squeeze  the  tube  to 
deliver  medication  Cream  should  be  applied  3 or  4 times 
0 day  tor  3 to  6 days  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  OintmenI 
NOTE  If  staining  from  either  of  the  above  products 
occurs,  the  stain  may  be  removed  from  fabric  by  hand  or 
machine  washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories— boxes  of  12 
(N  0047-0089-12)  and  24  (N  0047-0089-24),  in  silver 
foil  strips  with  Anusol-HC  W'C  printed  in  block, 

Anusol-HC  Creom— one-ounce  tube  (N  0047-0090-01), 
with  plastic  applicator,  detachable  label 
Store  between  15°-30°  C (59°-86°  F) 

Full  informolion  is  available  on  request 

warner/cniicott 

Division,  Warner-Lambert  Company 
Morris  Plains,  N,J  07950 
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The  professional  source  of  anorectal  comfort 
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MEDICINE  AND  THE  LAW 


PLANNING  CHECK  LIST  FOR  WHEN  THE  PHYSICIAN 
DIES 

This  outline  has  been  prepared  to  assist  the  physician  in 
organizing  his  or  her  affairs  to  aid  survivors,  or  for  the  use 
of  survivors  in  settling  the  physician’s  estate. 

It  should  be  pointed  out  that  many  of  the  items  outlined 
are  matters  which  technically  will  be  the  responsibility  of 
the  executor  (if  the  physician  dies  with  a will)  or  the  ad- 
ministrator (if  the  doctor  dies  without  a will);  however,  we 
hope  this  outline  will  prove  to  be  helpful  to  the  person 
having  this  responsibility,  as  well  as  the  physician’s  sur- 
vivors. It  is  recommended  that  the  physician  discuss  the 
contents  of  this  guide  with  the  heirs  and  estate’s  proposed 
executor.  In  the  event  this  outline  is  employed  for  the  first 
time  after  the  physician’s  death,  the  surviving  family 
should  review  the  contents  with  the  executor  or  adminis- 
trator of  the  estate. 

The  following  is  a check  list  of  items  you  will  need  to 
know.  However,  this  list  is  not  exclusive  and  you  may  wish 
to  make  additions: 

-Cemetery  lot,  location  of  deed  or  cremation  arrange- 
ments 

-Attorney’s  name,  address  and  telephone 
-Insurance  agent’s  (and/or  estate  planning  manager’s) 
name,  address  and  telephone 
-Accountant’s  name,  address  and  telephone 
-Location  of  last  will  and  testament  of  physician  and  lo- 
cation of  any  codicils 

-Pension  or  profit-sharing  arrangements  and  details 
-Life  insurance — the  location  of  policies  and  policy  num- 
bers 

-Cash — the  location  of  receipts,  unbanked  cash,  source 
of  cash  for  immediate  needs 
-Securities — the  location  of  certificates 
-Social  Security  number 
-Taxpayer’s  identification  number 
-Name  and  address  of  stockbroker 
-Trusts  (if  established),  name  of  trustee,  address  and 
telephone 

-Home — the  location  of  deed,  mortgage  papers,  note 
payments,  etc 

-Office — the  location  of  deed  or  lease,  mortgage  papers, 
duration  of  lease  or  mortgage 
-Other  real  estate — the  location  of  deed,  mortgage  pa- 
pers, insurance  policies,  etc 
-Temporary  coverage  of  the  practice — name,  address 


and  telephone  of  associate  and/or  covering  physician 
-If  veteran,  the  branch  of  service,  date  of  discharge, 
service  number,  VA  number,  location  of  discharge  pa- 
pers 

-Outstanding  obligation  notes,  mortgages,  pledges, 
charge  accounts,  credits,  credit  checking  accounts,  cur- 
rent unpaid  open  accounts,  etc,  and  the  details  for  same 
-Safe  deposit  box  or  boxes — what  bank  or  banks,  and 
numbers  of  savings  accounts — the  location  of  pass- 
books if  required 

-Checking  accounts — in  what  banks,  the  location  of 
checkbooks  and  number  of  the  accounts 
-Financial  record  of  physician — the  location  of  same 
-Narcotics  or  controlled  substances — the  location  of 
same,  records  of  same 

-Federal  and  state  tax  information — the  location  of  past 
and  current  information 

-Notifying  patients — method  preferred  by  doctor,  location 
of  appointment  book  for  future  appointments 
-Telephone  numbers  to  notify  hospital  administrator, 
associated  physicians,  medical  societies,  etc 
-Health  insurance  benefits — policy  number  of  same 
-Notes,  loans,  mortgages,  accounts  receivable,  etc,  and 
location 

-Employees’  names,  address,  telephone  and  details  of 
termination  or  service 

-Physician’s  view  on  disposition  of  property,  securities, 
anticipated  income,  etc 

-Birth  and  marriage  records,  citizenship  papers,  if  appli- 
cable, and  the  location  of  same 

In  addition  to  the  foregoing,  but  subject  to  the  rights  and 
duties  of  the  executor  or  administrator,  the  heirs  may 
become  involved  with  the  following: 

-Probation  of  the  will  is  generally  done  by  an  attorney. 
-Disposition  of  controlled  substances,  dangerous 
drugs  and  related  matters.  Contact  should  be  made  with 
regional  or  local  office  of  the  Federal  Drug  Enforcement 
Administration  of  the  United  States  Department  of  Jus- 
tice or  its  successor  agency  for  current  requirements  and 
guidelines  applicable  under  the  Federal  Controlled  Sub- 
stances Act.  Contact  also  should  be  made  with  state  or 
local  office  of  Narcotics  Service,  Texas  Department  of 
Public  Safety,  for  current  requirements  and  guidelines 
applicable  to  Texas  drug  laws.  Assistance  requested 
should  be  in  relation  to  the  disposition  of  unused  drugs, 
samples,  other  medications,  length  of  time  to  keep 
books  and  records,  etc. 

-Patient  records.  These  are  important  and  confidential, 
and  should  be  carefully  preserved.  The  contents  of  such 
records  should  be  disclosed  to  another  physician  if  the 
patient  so  requests.  Such  a request  should  be  in  writing 
and  should  be  retained  with  the  records.  Normally,  the 
records  are  confidential,  and  diagnostic  information  in 
them  should  not  be  disclosed  directly  to  the  patient  be- 
cause of  the  risk  that  he  might  misinterpret  them.  All 
patients’  records  should  be  retained  pending  consulta- 
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tion  with  an  attorney  regarding  the  present  legal  inter- 
pretation of  the  statute  of  limitations  as  it  applies  to 
medical  malpractice.  Destruction  of  records  might  serve 
to  release  the  insurance  carrier  from  obligations  under 
the  policy. 

-Telephone.  If  there  is  an  answering  service,  this  can 
be  a very  helpful  way  of  notifying  patients  of  the  phy- 
sician’s death  with  possible  suggestions  regarding  their 
continued  care.  It  is  suggested  that  this  service  be 
retained  for  at  least  a month. 

-Notifying  patients.  Perhaps  a simple  sign  on  the  office 
door,  “Call  (office  telephone  number),’’  will  relieve  you 
of  the  burden  of  contact  with  most  of  the  patients,  and 
the  answering  service  can  take  care  of  the  matter.  Active 
patients  (seen  regularly  or  currently  under  treatment) 
should  be  notified  directly  via  a printed  card  or  letter  so 
that  they  may  make  arrangements  for  other  care  prior 
to  an  emergency.  Patients  should  be  told  that  their  med- 
ical records  upon  request  will  be  made  available  to  the 
new  physician.  (These  records  are  the  property  of  the 
estate  and  the  originals  should  not  be  relinquished.)  If 
the  physician’s  secretary  is  retained  temporarily,  he  or 
she  might  perform  this  service  by  being  present  during 
usual  office  hours,  and  could  notify  patients  with  future 
appointments  during  this  time. 

-Taxes.  The  accountant  and/or  attorney  should  take  care 
of  all  of  this  in  connection  with  the  financial  records. 

-Insurance  agent  and/or  trustee.  A preliminary  brief  con- 
ference might  be  in  order  to  settle  the  question  of  imme- 
diate funds,  documents  to  be  located,  and  arrangements 
for  a later,  detailed  conference.  Prompt  notification  to 
such  people  is  important. 

-Consideration  of  sale  of  practice.  If  the  practice  is  to  be 
sold,  with  or  without  real  estate  (and  it  may  be  difficult 
without  real  estate),  relatively  rapid  action  is  advised,  for 
it  will  lose  value  quickly.  Newly  available  practices  of 
deceased  physicians  may  be  advertised  in  Texas  Medi- 
cine without  charge  for  three  months.  Advertising  may 
be  purchased  in  other  journals.  There  are  also  medical 
office  management  consultants  and  other  firms  which 
will  assist  in  the  sale  of  a practice.  The  physicians’  place- 
ment service  of  the  Texas  Medical  Association  will  assist 
in  listing  without  charge. 

-Real  estate.  Except  for  practice-connected  real  estate, 
a hasty  decision  on  the  sale  or  retention  is  not  advised. 
It  is  hoped  that  the  physician  has  made  known  his  views 
on  his  subject. 

-Temporary  coverage  of  patients.  Some  arrangement 
with  a former  colleague  should  be  made  immediately 
regarding  patients  in  the  hospital.  While  not  required,  it 
would  be  courteous  to  be  able  to  suggest  a colleague 
to  the  patients. 

-Malpractice  insurance.  All  professional  liability  insur- 
ance policies  (including  those  which  have  expired  or 
have  been  cancelled)  should  be  retained  since  such 
insurance  in  effect  at  the  time  of  the  alleged  malpractice 
will  protect  the  estate.  A refund  on  the  unused  premiums 


charged  under  the  contract  policy  may  be  possible.  Con- 
sult a local  agent  or  the  company  with  regard  to  this 
possibility. 

-Other  liability  insurance.  Certain  policies  issued  about 
the  practice  may  have  provisions  for  refunds.  Consult 
the  issuing  company,  or  your  agent. 

-Group  accident  and  health  insurance.  Consult  the  com- 
pany or  medical  society  about  continuation  of  coverage 
for  surviving  spouse,  etc. 

-Veterans'  Administration.  If  the  physician  was  a veter- 
an, notify  the  Veterans’  Administration  with  the  indicated 
information  and  apply  for  benefits. 

-Social  Security.  Visit  the  local  Social  Security  office  and 
present  the  physician’s  Social  Security  number  as  to 
benefits. 

-Automobile  or  automobiles.  Title,  if  in  the  physician’s 
name,  can  be  transferred.  Also,  make  sure  insurance 
coverage  is  retained. 

-Equipment.  It  is  best  disposed  of  as  part  of  the  prac- 
tice if  possible.  Otherwise,  it  might  be  possible  to  obtain 
an  estimate  of  the  value  from  one  of  the  reputable  equip- 
ment vendors  and  then  to  sell  it  either  privately,  through 
an  advertisement  in  the  Texas  Medicine  or  other  pro- 
fessional publications,  or  to  a dealer  in  used  equipment. 
The  sale  value  of  used  equipment  may  be  disappoint- 
ingly low. 

-Current  bills.  These  must  be  paid,  but  not  until  the  court 
has  approved  the  executor  or  appointed  the  administra- 
tor of  the  physician’s  estate. 

-Aid  societies.  The  Texas  Medical  Association  has  a 
benevolent  fund  to  assist  needy  qualifying  relatives  of 
deceased  physicians. 

-Magazine  subscriptions.  Those  purchased  for  office  use 
might  be  checked  for  possible  stoppage  and  subscrip- 
tion refund  if  you  do  not  wish  to  continue  them. 

-Dues.  There  may  be  a partial  refund  of  TMA  and  other 
medical  society  dues  in  the  first  six  months  of  the  year, 
and  you  may  wish  to  write  to  other  professional  organi- 
zations in  which  the  doctor  held  membership  to  learn  if 
they  have  refund  policies. 

-Securities.  It  is  worth  noting  that  securities  can  be  used 
as  collateral  to  meet  financial  needs  as  an  alternative 
to  selling  them. 

This  check  list  is  not  intended  to  replace  the  advice 
and  counsel  of  attorneys  and  other  consultants,  and  they 
should  always  be  contacted  for  individual  advice  and 
assistance.  This  check  list  could,  however,  be  of  assis- 
tance and  help  to  the  physician,  the  surviving  relatives, 
and  others  in  planning  and  more  expeditious  handling  of 
the  problems  that  do  occur  in  physicians’  estates. 

Ace  Pickens 

Brown,  Maroney,  Rose,  Baker  & Barber 
TMA  Legal  Counsel 
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Part  of  your 
professional  liability 
insurance  premium  is 
available  for  investment. 


Who  profits  from  it  — you 
or  the  insurance  company? 


You  do  — if  you  're  an  API  policyholder. 

With  most  companies,  the  funds  you  pay  for 
estimated  future  claims  are  lost  to  you,  but  are 
used  by  the  insurance  company  for  invest- 
ments. 

API's  CONVERTIBLE  POLICY  makes  it  possible 
for  you  to  use  those  funds  for  your  own  in- 
vestment portfolio.  To  find  out  how  you  can 
benefit  from  the  protection  and  economy  of 
membership  in  API,  fill  in  the  coupon  below 
and  we  'll  contact  you  promptly. 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

THE  TEXAS  DOCTORS’  COMPANY 

SUITE  196,  4100  McEWEN  ROAD  • DALLAS.  TEXAS  75234  •{214)  386-6400 
IN  HOUSTON,  PHONE  225-2569  • IN  SAN  ANTONIO.  PHONE  226-5439 


your  name 


SPECIALTY 


ADDRESS 


CITY 


ZIP 


PHONE 


POLICY  RENEWAL  DATE 


PREVENTATIVE  MEDICINE 
FOR  HOSPITAL  EQUIPMENT 


At  Gentec,  we  know  how  critical  it  is  to  minimize  the  risk  of  equipment  failure. 
That’s  why  we  offer  three  kinds  of  “preventative  medicine”  for  our  equipment  and 
supplies: 

• 90-day  guarantee  for  all  supplies  and  service. 

• Thorough  training  programs  to  make  certain  your  staff  can  operate  equipment  quickly 
and  confidently. 

• Complete  periodic  equipment  checkups  — to  keep  your  machinery  in  perfect  working 
order. 

This  complete  program  applies  to  all  Gentec  products — one  of  the  most  well-stocked, 
reasonably  priced  quality  hospital  lines  in  the  Southwest. 

For  more  about  preventative  medicine  for  your  hospital  equipment  and  supplies,  call 
today. 


GGRTGC 

HOSPITAL  SUPPLY  COMPANY 
Division  of  Foremost -McKesson,  Inc.  Terrell  Supply  Division 


FORT  WORTH/DALLAS,  P.O.  Box  310  76101,  (817)  336-8731,  (214)  429-2566  / AMARILLO,  P.O.  Box  2829  79105,  (806)  376-4696 
AUSTIN,  P.O.  Box  4860  78751,  (512)  478-2559  / LUBBOCK,  P.O.  Box  2913  79408,  (806)  763-4655  / SAN  ANTONIO,  P.O.  Box  59 

78291,  (512)  532-5227  / HOUSTON,  P.O.  Box  1609  77001,  (713)  237-9678 


TEXAS  MEDICINE 


lyaxide 

capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
terene)  and  25  mg.  of  hydrochlorothiazide. 

4al<es  Sense  in 
lyper  tension 

Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 


Warning 

This  drug  Is  not  indicated  for  Initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual.  If  this  combination 
represents  the  dosage  so  determined,  Its  use  may 
be  more  convenient  In  patient  management  Treat- 
ment of  hypertension  and  edema  Is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant. 


Contraindications:  Further  use  In  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities  It  Is  more  likely  In 
the  severely  ill,  with  urine  volume  less  than  one  liter/day, 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  Insufficiency  Periodically,  serum  K-l-  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards.  Including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing.  Adequate 
Information  on  use  In  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  In  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency.  Watch  for  signs 
of  Impending  coma  in  severe  liver  disease  If  spiro- 
nolactone Is  used  concomitantly,  determine  serum  K-F 
frequently;  both  can  cause  K-F  retention  and  elevated 
serum  K-F  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible 
blood  dyscraslas,  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  In 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides.  Triamterene  Is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  In  cirrhotics 
with  splenomegaly.  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients  Use  cau- 
tiously in  surgical  patients  The  following  may  occur; 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (In  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness. headache,  dry  mouth;  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions, nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules.  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 


SK6F  CO. 

a SmithKIine  company 

Carolina,  PR  00630 


painful  spasm 
the  presenting 
^ symptom 


. . in  functional  G.l.  disorders* 


Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent. 


Reference: 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


•This  drug  has  been  classified  "probably”  effective  in  treating 
certain  functional  G I.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


41 


8-3497  (y519a) 


(dicyclomine  hydrochloride  USP) 


Capsules.  Tablets,  Syrup,  Injection 
AVAIUBlE  only  on  PRESCRIPTION. 

Brief  Summary 
INDICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer, 

IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER.  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER.  DECREASE  THE  RATE  OF  RECURRENCES.  OR 
PREVENT  COMPLICATION 


Based  on  a review  ot  this  drug  by  the  Natiohal  Academy  of 
Sciences-National  Research  Couhcil  and/or  other  ihforma- 
tion,  FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(Irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders); and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  tlexure  syndrome  and  neurogenic 
colon). 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
UEVED  BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE.  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy):  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage:  severe  ulcerative  colitis,  toxic  megacolon  compli- 
cating ulcerative  colitis:  myasthenia  gravis  WARNINGS.  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with,  autonomic  neuropathy,  hepatic  or  renal 
disease;  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon,  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension; 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis).  Do  not  rely  on  the  use  of  the  drug  m the  presence  ot 
complication  of  biliary  tract  disease  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropme-like)  drugs  since  they  may 
increase  the  heart  rate.  With  overdosage,  a curare-like  action  may 
occur  ADVERSE  REACTIONS:  Anticholmergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response.  The  physician 
must  delineate  these.  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention;  blurred  vision  and  tachycardia; 
palpitations,  mydriasis,  cycloplegia,  increased  ocular  tension, 
loss  of  taste:  headache,  nervousness,  drowsiness,  weakness; 
dizziness:  insomnia:  nausea:  vomiting;  impotence:  suppression  of 
lacfation;  constipation;  bloated  feeling,  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis:  urticaria  and  other 
dermal  manifestations;  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons:  and  decreased  sweat- 
ing With  the  injectable  form  there  may  be  a temporary  sensation 
ot  lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage  Bentvl  10  mo  capsule  and  svrup:  Adults  1 or  2 
capsules  or  teaspoontuls  syrup  three  or  tour  times  daily  Children 
1 capsule  or  teaspoonful  syrup  three  or  lour  times  daily  Infants,  'h 
teaspoonful  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  ot  water.)  Bentvl  20  mq  Adults.  1 tablet  three  or  four 
times  daily  Bentvl  Iniection:  Adults  2 ml,  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  ot  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  of  Dctober,  1976 


Merrell 

MERRELL  NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati.  Ohio  45215,  USA 


Cassettes 
now  available 
on  Legislative 
Conference 

Order  handy  cassettes  of  important  speeches  at 
TMA’s  late  January  Conference  on  Medical 
Legislation: 

Tape  A;  “Medical  Issues  Facing  the  Texas 
Legislature”  (a  panel  on  malpractice  insurance, 
public  health,  drug,  medical  education  and  other 
legislation). 

Tape  B;  “The  Solution:  A Balanced  Budget” 

by  U.S.  Rep.  Richard  White  of  El  Paso;  “Legis- 
lative and  Regulatory  Drug  Developments”  by 

C.  Joseph  Stetler,  Pharmaceutical  Manufacturers 
Association  president. 

Tape  C:  “Issues  before  the  66th  Texas  Leg- 
islature” by  Bob  Johnson,  Texas  House  parlia- 
mentarian; “Our  AMA”  by  Dr.  Hoyt  Gardner, 
AMA  president-elect. 

Tape  D;  “Enhancing  Physicians’  Effective- 
ness in  the  Legislative  Arena”  (a  panel  from 
the  viewpoints  of  legislator,  physician  and  lobby- 
ist). 

Tape  E.  “Cost  Control:  Are  We  Shooting  at 
the  Wrong  Targets”  by  Dr.  Carlos  Pestana,  UT 
Health  Science  Center  at  San  Antonio;  “Volun- 
tary Cost  Efforts  or  Mandatory  Government 
Controls”  by  R.  Bruce  Andrews,  American 
Medical  International  vice  president. 

Order  Today 


Please  send  me  the  following  tapes  at  $5  apiece  when  they  are 
available  in  February: 

Tape  A Tape  B TapeC  TapeD  Tape  E 

(no.)  (no.)  (no.)  (no.)  (no.) 

Total  number  of  tapes: 

Total  $: 

Check  enclosed: 

Bill  me: 


Name  

Address 

City  State Zip 

Send  to:  Communication  Department,  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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CAPITAL  COMMENTS 


AUSTIN:  GOVERNOR'S  APPOINTMENTS  Gov  Bris- 
coe made  the  following  appointments  prior  to  leaving 
office:  Mr  A.  L.  Mangham,  Jr,  of  Nacogdoches  was  ap- 
pointed to  replace  Olin  B.  Gober,  MD,  on  the  Board  of 
Mental  Health  ,&  Mental  Retardation  for  a term  to  expire 
Jan  31,  1983. 

Mr  C.  E.  Engelman  of  Ft.  Worth,  Cecil  G.  Harrell,  MD, 
of  Houston,  and  Per  H.  Langsjoen,  MD,  of  Temple  all 
were  reappointed  to  the  Coordinating  Commission  for 
State  Health  and  Welfare  Services. 

The  following  were  appointed  or  reappointed  to  the 
State  Board  of  Medical  Examiners  District  Review  Com- 
mittees: Arthur  M.  Jansa,  Sr,  MD,  of  Houston,  reappoint- 
ed; Phillip  E.  Williams,  Jr,  MD,  of  Dallas,  reappointed; 
Joaquin  B.  Gonzales,  MD,  of  San  Antonio,  reappointed; 
and  Grant  F.  Begley,  MD,  of  Fort  Worth  was  appointed 
replacing  John  W.  Freese,  MD,  who  resigned.  All  have 
six-year  terms  to  expire  Jan  1 5,  1 985. 

AUSTIN:  SENATE  COMMITTEE  APPOINTMENTS  Lt 
Gov  William  P.  Hobby  has  appointed  for  the  66th  session 
of  the  Texas  Legislature  the  following  Senate  committees 
important  to  health  and  medical  matters.  Economic  De- 
velopment— Chairman,  Tom  Creighton;  vice  chairman, 

O.  H.  “Ike”  Harris.  Members:  Ed  Howard,  Grant  Jones, 
William  T.  Moore,  Bob  Price,  and  Bob  Vale.  Senate  Fi- 
nance Committee — Chairman,  Grant  Jones;  vice  chair- 
man, Tati  Santiesteban.  Members:  Chet  Brooks,  Tom 
Creighton,  Ray  Farabee,  Raul  Longoria,  Carl  Parker,  Pey- 
ton McKnight,  Bill  Meier,  William  T.  Moore,  W.  E.  Snelson, 
A.  R.  Schwartz,  John  Traeger.  Senate  Human  Resources 
— Chairman,  Chet  Brooks;  vice  chairman.  Bill  Braecklein. 
Members:  Betty  Andujar,  Roy  Blake,  Ron  Clower,  Lloyd 
Doggett,  Gene  Jones,  William  Patman,  Bob  Price,  E.  L. 
Short,  and  Carlos  Truan.  Senate  Jurisprudence  Commit- 
tee— Chairman,  Ray  Farabee;  vice  chairman.  Bill  Meier. 
Members:  Bill  Braecklein,  Lloyd  Doggett,  Gene  Jones, 
Raul  Longoria,  Oscar  Mauzy,  Walter  Mengden,  Carl 
Parker,  Tati  Santiesteban,  A.  R.  Schwartz.  State  Affairs — 
Chairman,  William  T.  Moore;  vice  chairman,  Glenn  Koth- 
mann.  Members:  Betty  Andujar,  Roy  Blake,  Bill  Braec- 
klein, Chet  Brooks,  Ron  Clower,  Lloyd  Doggett,  O.  H. 
“Ike”  Harris,  Ed  Howard,  Peyton  McKnight,  Jack  Ogg, 
and  John  Traeger. 

AUSTIN:  HOUSE  COMMITTEES  APPOINTED  Speak- 
er Bill  Clayton  appointed  the  following  members  to  key 
committees  of  the  Texas  House  of  Representatives  for 


the  66th  session  of  the  Texas  Legislature.  Committee 
on  Health  Services — Chairman,  Mike  Ezzell  of  Snyder; 
vice  chairman.  Chase  Untermeyer  of  Houston.  Members: 
Gonzalo  Barrientos  of  Austin,  Arnold  Gonzales  of  Corpus 
Christi,  Emmett  Whitehead  of  Rusk,  Walter  Grubbs  of 
Abilene,  Bob  Simpson  of  Amarillo,  Hector  Uribe  of 
Brownsville,  Bobby  Webber  of  Fort  Worth. 

Committee  on  Appropriations — Chairman,  Bill  Presnal 
of  Bryan;  vice  chairman,  Don  Rains  of  San  Marcos.  Mem- 
bers: Jim  Clark  of  Pasadena,  Charles  Finnell  of  Holiday, 
Fred  Head  of  Athens,  Bill  Heatly  of  Paducah,  Bill  Hollowell 
of  Grand  Saline,  Dan  Kubiak  of  Rockdale,  Richard  Slack 
of  Pecos,  LeRoy  Wieting  of  Portland,  Doyle  Willis  of  Fort 
Worth,  Fred  Agnich  of  Dallas,  Robert  Bush  of  Sherman, 
Milton  Fox  of  Houston,  William  Hall,  Jr,  of  Laredo,  Cullen 
Looney  of  Edinburg,  Ed  Mayes  of  Granbury,  Jim  Rudd  of 
Brownfield,  Lou  Nelle  Sutton  of  San  Antonio,  Senfronia 
Thompson  of  Houston,  Robert  Valles  of  El  Paso. 

Committee  on  Calendars — Chairman,  Tom  Masey  of 
San  Angelo;  vice  chairman,  Susan  McBee  of  Del  Rio. 
Members:  Tim  Von  Dohlen  of  Goliad,  Lynn  Nabers  of 
Brownwood,  Jerry  Donaldson  of  Gatesville,  Bob  Davis  of 
Irving,  Al  Brown  of  San  Antonio,  Bennie  Bock  of  New 
Braunfels,  Ron  Wilson  of  Houston. 

Committee  on  Higher  Education — Chairman,  Wilhel- 
mina  Delco  of  Austin;  vice  chairman,  David  Cain  of  Dallas. 
Members:  Ron  Wilson  of  Houston,  Mike  Ezzell  of  Snyder, 
Frank  Gaston  of  Dallas,  Forrest  Green  of  Corsicana, 
Frank  Madia  of  San  Antonio,  Bill  Caraway  of  Houston, 
Thurman  Bo  Crawford  of  Beaumont,  Lanny  Hall  of  Fort 
Worth,  Gary  Thompson  of  Abilene. 

Committee  on  Human  Services — Chairman,  Craig 
Washington  of  Houston;  vice  chairman,  Frank  Madia  of 
San  Antonio.  Members:  Hamp  Atkinson  of  New  Boston, 
Joe  Hanna  of  Breckenridge,  Lou  Nelle  Sutton  of  San 
Antonio,  John  Bryant  of  Dallas,  Jim  Clark  of  Pasadena, 
Jimmie  Edwards  of  Conroe,  Brad  Wright  of  Houston. 

Committee  on  Insurance — Chairman,  Bob  Simpson  of 
Amarillo;  vice  chairman,  Jim  Browder  of  Willis.  Members: 
Don  Cartwright  of  San  Antonio,  R.  E.  Green  of  Houston, 
Frank  Hartung  of  Houston,  Bobby  Webber  of  Fort  Worth, 
Lanell  Cofer  of  Dallas,  Thurman  Bo  Crawford  of  Beau- 
mont, Ted  Lyon  of  Mesquite,  Carlyle  Smith  of  Grand 
Prairie,  Arthur  Temple  of  Diboll. 

Committee  on  State  Affairs — Chairman,  Tom  Uher  of 
Bay  City;  vice  chairman,  R.  E.  Green  of  Houston.  Mem- 
bers: Al  Brown  of  San  Antonio,  Smith  Gilley  of  Greenville, 
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Don  Henderson  of  Houston,  Bob  McFarland  of  Arlington, 
Arthur  Temple  of  Diboll,  Emmett  Whitehead  of  Rusk,  Bill 
Blythe  of  Houston,  Bill  Ceverha  of  Dallas,  Paul  Elizondo 
of  San  Antonio,  Joe  Gibson  of  Waco,  Walter  Grubbs  of 
Abilene,  W.  Hall,  Jr,  of  Denton,  George  Pierce  of  San 
Antonio. 

Committee  on  Ways  and  Means — Chairman,  Bob 
Davis  of  Irving;  vice  chairman,  Stan  Schlueter  of  Belton. 
Members:  Bennie  Bock  of  New  Braunfels,  A.  C.  Garcia 
of  Pharr,  Ben  Grant  of  Marshall,  Wayne  Peveto  of 
Orange,  Brad  Wright  of  Houston,  Hugo  Berlanga  of  Cor- 
pus Christi,  Jim  Browder  of  Willis,  W.  O.  Harrison  of 
Corpus  Christi,  Gerald  Hill  of  Austin,  Lee  Jackson  of  Dal- 
las, John  Sharp  of  Placedo. 

WASHINGTON:  GENERIC  DRUGS  Secretary  of 
HEW  Joseph  Califano  has  announced  three  administra- 
tive actions  which  in  his  opinion  are  to  encourage  the 
use  of  generic  drugs.  First,  FDA  and  FTC  proposed  a 
model  state  generic  drug  law  under  which  a pharmacist 
would  not  have  to  use  a brand  name  drug  to  fill  a pre- 
scription unless  specifically  requested  by  the  physician. 
Second,  FDA  published  a list  of  5,000  safe  and  effective 
prescription  drugs,  including  2,000  generic  drugs  con- 
sidered by  FDA  to  be  medically  equivalent  to  name  brand 
drugs  of  other  manufacturers.  Third,  the  Secretary  has 
directed  HCFA  to  set  maximum  allowable  cost  limits  for 
all  generic  drugs  which  appear  on  the  FDA  list  and  meet 
the  MAC  program  requirements. 

WASHINGTON:  ASIM  POSITION  ON  NHI  The  Ameri- 
can Society  of  Internal  Medicine  has  come  out  in  support 
of  an  incremental  approach  to  national  health  insurance, 
with  catastrophic  rather  than  comprehensive  coverage  as 
the  first  step.  Such  an  approach,  ASIM  stated,  would 
have  several  advantages:  (1)  catastrophic  coverage 
would  protect  all  Americans  from  financial  ruin  resulting 
from  medical  care  expenses,  (2)  pressure  for  additional 
government  mandated  coverage  would  be  lessened,  (3) 
government  involvement  would  be  limited,  at  least  initially, 
to  what  is  needed  most,  (4)  catastrophic  coverage  already 
has  congressional  support  and  is  more  in  line  with  Presi- 
dent Carter’s  principles  than  the  current  AMA  bill,  and  (5) 
the  limited  approach  is  both  pragmatic  and  salable. 

WASHINGTON  SWINE  FLU  SUITS  More  than  $3  bil- 
lion in  damages  are  sought  in  claims  filed  against  the 
federal  government  for  deaths  and  injuries  resulting  from 
the  swine  flu  immunization  program.  The  statute  of  limita- 


tions for  filing  claims  is  two  years  after  inoculation.  The 
immunization  program  was  halted  Dec  16,  1976.  As  of 
Dec  15,  there  were  3,329  filed  claims  asking  for  $3.2 
billion  in  damages.  There  are  278  wrongful  death  claims 
seeking  $331.2  million,  and  3,044  personal  injury  claims 
seeking  $2.8  million.  Of  these  3,329  claims,  326  claims 
totaling  $72.9  million  have  been  denied,  while  1 1 claims 
totaling  $36,646  have  been  allowed. 

WASHINGTON  FEDERAL  MALPRACTICE  PROPOSAL 
The  Justice  Department  is  drafting  a legislative  proposal 
for  the  96th  Congress  that  would  make  medical  malprac- 
tice claims  subject  to  a detailed  screening  process.  The 
proposal  will  contain  national  minimum  standards  for  a 
procedure  to  resolve  malpractice  discipline  procedures. 
The  Justice  Department  noted  that  about  20  states  have 
already  adopted  measures  to  cope  with  the  rising  cost  of 
malpractice  claims.  Attorney  General  Griffin  Bell  said  the 
cost  of  malpractice  insurance  adds  considerably  to  the 
cost  of  medical  services.  “Moreover"  he  added,  “existing 
litigation  procedures  do  not  always  assure  that  meritori- 
ous claims  are  compensated  or  that  physicians  and  hospi- 
tals are  adequately  protected  against  unmeritorious 
claims.’’ 

WASHINGTON  INTERN'S  PAY  IS  TAXABLE  The  pay 
received  by  a hospital  intern  is  taxable  income,  not  a 
fellowship,  according  to  US  Tax  Court.  The  Court  ruled 
in  a case  that  held  the  intern’s  pay  in  a hospital  was 
taxable.  A physician  had  alleged  that  his  pay  work  was 
learning  activity,  and  sought  to  deduct  part  of  his  pay  as 
a fellowship  grant.  Under  the  law,  such  grants  are  deducti- 
ble only  if  their  primary  purpose  is  educational,  not  pay- 
ment for  services,  said  the  Tax  Court. 


Editor's  note:  "Capital  Comments  " is  prepared  by  Brown,  Maroney,  Rose, 
Baker  & Barber,  TMA  Legal  Counsel,  and  highlights  current  Items  of 
interest  relating  to  health  matters  in  the  US  Congress,  federal  agencies, 
state  legislatures,  and  Texas  administrative  agencies. 


TEXAS  MEDICINE 


Our  Contribution  to 
Cost  Containment 


Physicians  and  medical  leaders  in 
Texas  are  paving  the  way  in  health 
care  cost  containment. 

Let  us  show  you  how  we  are  paving 
the  way  in  auto  leasing.  Our  pro- 
gram offers  significant  assists  to 
tax,  cash  flow  and  overhead  prob- 
lems. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


Texas  Medical  Association 
Automobile  Lease  Program 


Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  • Ft.  Worth,  Texas  76101  • 817/335-6471 
Lowell  Lebermann  Lincoln-Mercury  • 900  W.  Sixth  Street  • Austin,  Texas  78763  • 512/472-8401 
Main  Lincoln-Mercury  (Trans-Mountain  Leasing)  • 1123  N.  Main  • San  Antonio,  Texas  78295  • 512/227-5309 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/777-3816 
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A graded  approach  to  nutrition  support  in  surgery 

Carey  P.  Page,  MD  J.  Bradley  Aust,  MD,  PhD 

With  the  development  of  total  parenteral  nutrition  as  a 
safe,  effective,  readily  available  technique  in  most  larger 
hospitals,  we  have  the  capability  of  meeting  the  nutritional 
needs  of  most  of  our  patients.  The  availability  of  this  tech- 
nique, however,  has  often  resulted  in  a dichotomy  in  the 
nutritional  support  of  hospitalized  patients.  On  the  one 
hand,  obviously  malnourished  patients  who  are  subjected 
to  the  stress  of  a disease  process  and/or  operation  are 
maximally  supported  with  total  parenteral  nutrition.  On  the 
other  hand,  patients  not  “obviously"  malnourished  who 
are  admitted  to  the  hospital  for  evaluation,  medical  treat- 
ment, and/or  an  operation  receive  no  nutritional  support. 
As  a result,  many  initially  marginal  or  even  well-nourished 
patients  arrive  at  the  point  of  therapeutic  decision  (e  g, 
operation,  chemotherapy,  radiotherapy)  with  nutritional 
deficits  imposed  by  the  disease  process  and  by  in-hospital 
starvation.  This  situation  compromises  the  care  not  only 
of  patients  in  larger  hospitals  but  also  of  those  in  smaller 
facilities.  Physicians  and  surgeons  practicing  in  smaller 
facilities  where  total  parenteral  nutrition  is  not  possible 
often  despair  of  optimal  support  for  their  patients. 

What’s  new  in  surgery  and  surgical  nutrition  is  the  con- 
cept of  individual  nutritional  assessment  of  patients  and 
the  provision  of  a graded  approach  to  nutrition  support. 
This  approach  is  based  on  the  patient’s  nutritional  status, 
the  impact  of  the  disease  process  on  that  nutritional 
status,  and  the  rational  use  of  various  methods  and  ma- 
terials in  maintaining  nutrition  or  correcting  nutritional 
deficits. 

Many  hospitals  now  have  nutrition  assessment-support 
teams.  Such  a team  may  be  composed  of  existing  mem- 
bers of  the  health-care  team  and  is  easily  feasible  for  any 
size  hospital.  The  team  may  be  as  simple  or  as  sophisti- 
cated as  is  permitted  by  existing  personnel  and  resources. 
The  composition  and  responsibilities  of  a team  are  sum- 
marized in  Fig  1.  The  procedures  necessary  for  nutritional 
assessment  by  the  team  are  shown  in  Fig  2.  The  basis 
for  assessment  is  an  excellent  history  and  physical  exam- 
ination, the  application  of  information  gained  from  the 
history  and  physical  to  basic  metabolic  tables,  and  the 


From  the  Department  of  Surgery,  University  of  Texas  Health  Science 
Center  at  San  Antonio. 


application  of  a minimal  amount  of  laboratory  data.  In 
essence,  metabolic  requirements  are  defined  as  they  are 
altered  by  the  disease  process.  The  metabolic  require- 
ments, together  with  the  severity  of  the  weight  loss,  de- 
termine the  appropriate  type  of  support  for  the  patient. 
The  various  types  of  support  available,  based  on  the 
severity  of  weight  loss,  are  categorized  in  Fig  3. 

The  forms  of  nutrition  which  may  be  used  in  providing 
optimal  support  based  on  the  assessment-support  plan 
are  summarized  in  Fig  4.  These  include  the  use  of  all 
available  sources  of  calories  and  nitrogen,  ranging  from 
food  to  total  parenteral  nutrition.  The  proper  use  of  the 
correct  source  depends  on  the  patient’s  appetite,  the  pa- 
tient’s having  a functional  small  intestine,  and  the  ability 
of  the  support  team  to  provide  the  desired  modality. 

Once  nutrition  support  is  initiated,  the  patient  must  be 
monitored  by  making  appropriate  clinical  and  laboratory 
observations.  The  patient’s  nutritional  progress  must  be 
reassessed  weekly  in  order  to  complete  the  feedback  loop 
shown  in  Fig  2.  The  most  important  measure  is  periodic 
body  weight.  With  knowledge  of  the  body  weight  trend 
over  a period  of  time  and  knowledge  of  the  patient’s  mean 
daily  caloric  input,  weight  loss  or  gain  may  be  assigned  to 
changes  in  body  cell  mass  or  to  changes  in  fluid  balance. 
This  is  done  by  considering  a 3,500  calorie  excess  or 
deficit  to  be  the  equivalent  of  0.5  kg  (1  lb)  of  weight  gain 
or  loss.  Gains  or  losses  not  accounted  for  by  caloric  in- 
put represent  fluid  excess  or  deficit.  This  sort  of  feedback 
assessment  assists  the  nutrition  assessment-support 
team  in  adjusting  the  caloric  and  nitrogen  input. 

In  summary,  establishment  of  a basic  nutrition  assess- 
ment-support team  may  correct  the  all-or-nothing  ap- 
proach frequently  found  in  the  nutritional  support  of 
hospitalized  patients.  The  team  approach  should  provide 
for  earlier  identification  of  marginally  malnourished  pa- 
tients and  for  repletion  or  maintenance  of  nutrition  with 
techniques  which  are  as  aggressive  as  necessary  but  as 
safe  and  cost-effective  as  possible. 

This  approach  to  the  nutrition  assessment  and  support  of  patients  is 
well  summarized  in  the  book  The  Metabolic  Management  of  the  Criti- 
cally III,  by  Douglas  W.  Wilmore  (Plenum  Medical  Book  Company, 

New  York  and  London,  1977).  Precise  application  may  be  the  subject 
of  another  discussion  if  indicated. 


■'What's  New  ” provides  authoritative  comments  on  recent  advances  in 
medical  understanding,  diagnosis,  and  treatment.  Where  controversy 
exists,  the  contributor  is  expected  to  express  a personal  preference. 
Emphasis  is  on  clarity  of  communication,  while  the  use  of  references 
and  theoretical  discussion  is  limited  to  the  essentials.  C.  W.  Daeschner, 
MD,  chairman  of  the  Scientific  Publication  Committee,  is  the  editor  of 
this  column. 


TEXAS  MEDICINE 


FEEDBACK  LOOP 


1 Nutrition  assessment -support  team. 


3.  Types  of  support  available  based  on  severity  of  weight  loss. 


Member 

Responsibilities 

Physician 

Captain  of  the  team 

History  & physical  examination 

Orders  assessment,  monitoring,  support 

Feeding  tube  placement 

Central  line  placement  and  integrity 

Nurse 

Minute-to-minute  patient  interface 

Maintains  feeding  tube/central  line 

Peripheral  IV  route  if  needed 

Coordinator  role 

Daily  weight,  input  & output 

Dietitian 

Dietary  and  weight  history 

Calculates  requirements  with  physician 

Provides  attractive,  palatable,  appropriate  food 

Calorie  counts 

Defined  formula  diet  mix  and  distribution 

Pharmacist 

Mixes  total  parenteral  nutrition  solutions,  distributes 
Eliminates  incompatibilities 

Severity  of  Weight  Loss 

Type  of  Support* 

None  or  Minimal 

Hypocaloric 

or 

Maintenance 

Moderate  (<20%) 

Maintenance 

or 

Repletion 

Severe  (>20%) 

Repletion 

From  history  and  physical  examinations  and  tables: 

Hypocaloric  = EMR  - 1 ,000-2,000  calories  (clear  liquid,  D5W)  5 days 
Maintenance  = EMR  + 25% 

Repletion  = EMR  + 1 ,000  calories 


2,  Parameters  necessary  for  nutritional  assessment. 


START 


1 

OBSERVATIONS  CALCULATIONS 


4.  Forms  of  nutrition  and  factors  influencing  their  use. 


Nurse 


Substrate 

Use 

Cost 

Care 

Comment 

Hospital  food 

Gut  ok 

Minimum 

Minimum 

Prophylaxis/ 

+ supplements 

Appetite  ok 

Maintenance/Repletion 

Standard  tube 

Gut  ok 

Minimum 

Moderate 

Infrequently 

feeding  bolus 

1 Appetite 

Defined  formula  diets 

Gut  marginal 

Minimum-to- 

Minimum 

Maintenance/Repletion 

(small  tube  constant  drip) 

i Appetite 

moderate 

TPN*  ^ peripheral 

Gut  temporarily 

Very  expensive 

Minimum 

Maintenance 

(Fat  + carbohydrate  + amino  acids) 

unavailable 

TPN  central 

Gut  unavailable 

Expensive 

Maximum 

Repletion/Maintenance 

(Carbohydrate  + amino  acids  ± fat) 

— Short  term 

— Long  term 


*TPN:  Total  parenteral  nutrition 
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Bank  Financing 
I for  Physicians 

I 
I 
I 
I 
I 
I 
I 
I 


We  specialize  in  equipment  leasing  and  financing, 
unsecured  loans  and  lines  of  credit  to  Physicians 
And  we  handle  it  all  by  mail. 

Unsecured  loans  with  optional  dollar  amounts 
(to  $10,000),  optional  payment  schedules.  Equipment 
leasing  to  give  you  tax  advantages,  restore  operating 
capital,  convert  unused  depreciation  to  cash.  And  lines 
of  credit  to  provide  for  future  cash  needs. 

We  charge  tax  deductible  bank  rates.  You  won't  spend 
any  of  your  valuable  time  at  your  bank,  and  you'll  re- 
serve your  regular  bank  credit  for  times  when  you 
really  need  it. 

For  further  information,  complete  and  mail  this  coupon 
today.  I want  to  know  more  about: 

_ Unsecured  Loans  Sale  & Lease  Back  Plans 

_ A Line  of  Credit  — Lease-Purchase  Plans 
. Equipment  Leasing  _ Equipment  Financing 


Dr 

Address , 
City 


Phone , 


JhiTEXnS  BRNK 

▼ AND  TRUST  COMPRNY 


ProftMional 
Service*  Division 

P.  O.  Box  101  Jacksonville,  Texas  75766 


EXL  NEED 

(Economics  Quobenl) 

IMPROVING? 

IT  MIGHT  TAKE  THIS 
QUICK  QUIZ  AND  FIND  OUT. 

True  False 

□ □ (1 .)  When  inflation  occurs,  each 
dollar  we  have  buys  rriore  goods  and 
services. 

□ □ (2.)  As  productivity  increases,  our 
standard  of  living  increases. 

□ □ (3.)  One  out  of  five  American 
workers  belongs  to  a labor  union. 

If  you  found  these  questions  tough,  your 
Economics  Quotient,  your  E.Q.,  could  prob- 
ably stand  some  improvement. 

A special  booklet  on  our  American 
Economic  System  can  help  you  do  just  that. 
It’s  fact-filled,  easy  reading  and  free. 

For  your  free  copy,  write  "Economics',' 
Pueblo,  Colorado  81009. 

AMSWERS:  rC  I Z JT 

The  American  Economic  System 

We  should  oil  learn  more  oboul  it. 


A public  service  messoge  of 
^ . This  N4ogo2ine  & the  AcJverlismg  Courxil 

& the  US  Deportment  of  Commerce 
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The  essentials  of  fetal  monitoring 

William  S.  Freeman,  MD 


The  purpose  of  fetal  monitoring  is  simple:  to  detect  fetal 
distress  (hypoxia)  before  the  fetus  sustains  any  perma- 
nent neurologic  damage. 

Although  fetal  monitoring  systems  that  continuously  re- 
cord the  scalp  pH’'^  should  be  on  the  US  market  by  1978,* 
we  are  currently  faced  with  interpreting  the  two-channel 
system.  The  graphic  printouts  from  these  monitors  show 
two  patterns.  The  upper  line  is  the  fetal  heart  rate;  normal 
values  are  in  the  120-160  beats-per-minute  (bpm)  range. 
A computer  averaged  “beat-to-beat  variation”  of  5 bpm 
gives  the  tracing  a jagged  appearance,  which  is  normal. 
The  lower  tracing  is  an  intrauterine  pressure  recording, 
which  shows  when  the  uterine  contractions  occur. 

In  Fig  1 , which  is  a normal  tracing,  the  upper  line  on  the 
graph  shows  a normal  fetal  heart  rate  of  124  bpm  and 
good  beat-to-beat  variation  (5  bpm).  There  are  no  decel- 
erations with  uterine  contractions.  The  lower  tracing 
shows  the  uterine  activity,  with  contractions  occurring 
every  three  minutes,  and  lasting  40  seconds,  and  an 
intrauterine  pressure  of  40  mm  Hg. 

Both  the  fetal  heart  rate  tracing  and  the  uterine  contrac- 
tion (pressure)  tracing  can  be  obtained  by  internal  or  ex- 
ternal monitoring  leads. 

The  following  are  the  most  common  patterns  seen;  the 
criteria  used  to  determine  whether  they  represent  true 
fetal  hypoxia,  or  simply  a variant  of  the  normal  tracing, 
are  included. 

■Roche  Medical  Electronics,  Cranbury,  NJ  08512. 


The  Three  Classical  Patterns 

The  pattern  and  the  underlying  condition  it  indicates  are 
classified  according  to  where  the  deceleration  occurs  in 
relation  to  the  contraction. 

In  Fig  2,  onset  occurs  simultaneously  with  uterine  con- 
traction. The  deceleration  is  a mirror  image  of  the  con- 
traction, beginning  as  the  contraction  begins,  and  is  the 
fetus'  vagal  response  to  increased  head  pressure.  These 
should  not  drop  by  more  than  40  bpm. 

In  Fig  3,  the  deceleration  begins  after  the  apex  of  the 
contraction  (unless  the  hypoxia  is  very  severe),  usually 
does  not  drop  by  more  than  40  bpm,  and  is  caused  by 
placental  insufficiency.  The  most  common  cause  is  Pito- 
cin.  Other  causes  include  any  cause  of  placental  insuffi- 
ciency: diabetes,  toxemia,  preeclampsia,  chronic  hyper- 
tension, tension  on  the  cord,  and,  rarely,  amnionitis. 

In  a third  pattern  (Fig  4),  the  decelerations  are  charac- 
terized by  the  variability  in  the  time  at  which  they  occur; 
ie,  the  deceleration  may  begin  simultaneously  with  the 
contraction,  during  the  contraction,  or  even  between  con- 
tractions. An  abrupt  fall  from  the  baseline  and  slow  recov- 
ery time  are  additional  characteristics. 

Variable  (cord  compression)  patterns  are  caused  by 
serious  reduction  of  the  fetal  circulation  during  a contrac- 
tion. Causes  include  complete  or  occult  prolapse  of  the 
umbilical  cord,  cord  around  the  fetal  neck,  or  tension  on 
the  cord.  The  hypoxia  is  especially  severe  if  the  decelera- 
tion goes  below  70  bpm,  or  lasts  more  than  one  minute. 


1 Normal  tracing 
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2 Type  I decelerations,  or  "dips. " 


3.  Type  II  (late)  decelerations. 


4.  Type  III  (variable)  dips. 


II  n 

rapid  drop  from  baseline.  38638  variable  time  of  onset  38b88  biphasic  deceleration  38  Mi  l! 
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Occurrence  of  this  latter  type  of  variable  pattern  is  a solid 
indication  for  a rapid  delivery — by  cesarean  section,  or 
from  below  if  the  cervix  is  sufficiently  dilated. 

A biphasic  deceleration  indicates  complete  occlusion  of 
the  cord  during  a contraction,  and  if  variable  dips  occur 
in  more  than  50%  of  the  contractions  during  the  first 
stages  of  labor,  a cord  around  the  neck  is  the  most 
likely  diagnosis. 

Additional  Patterns  Commonly  Seen 

Figs  5-8  show  other  patterns  that  are  commonly  seen, 
and  the  chart  below  each  figure  outlines  steps  in  evalua- 
tion. 

Overview 

Many  patterns  seen  by  the  clinician  do  not  fit  any  of  the 


standard  categories.  They  may  be  considered  an  indica 
tion  of  problems  to  come,  and  close  observation  is  in 
order.  Whenever  a pattern  suggesting  fetal  hypoxia  ap- 
pears, definite  plans  for  delivery  should  be  made.  If  the 
cervix  is  not  well  dilated,  preparations  for  a cesarean 
section  should  be  made.  Should  the  pattern  worsen: 


5.  Loss  of  beat-to-beal  variation,  showing  the  jagged  (computer-aver- 
aged) appearance  of  the  tracing  becoming  smooth. 


----  ^ 
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Evaluation 


1 . Baseline  rate  Is  normal 

2.  No  decelerations  occur  with  contractions 

Not  an  ominous  pattern.  Common  causes: 
Immaturity,  fetal  sleep,  malformations  (es- 
pecially anencephaly),  medications  (es- 
pecially barbiturates,  diazepam,  atropine, 
paracervical  anesthesia) 


1.  Baseline  rate  is  not  normal 

2.  Pathologic  decelerations  occur  with 
contractions 

I 

Indicates  fetal  hypoxia 


TEXAS  MEDICINE 


Fetal  monitoring 


1.  Check  the  cervix  for  its  state  of  dilation  and  to  rule 
out  a prolapsed  cord. 

2.  A scalp  pH  may  be  obtained.  Normal  values  are  7.25 
to  7.35.  Values  below  7.0  are  considered  a solid  indica- 
tion for  a cesarean  section. 

However,  the  taking  of  blood  samples  for  scalp  pH 
values  is  cumbersome,  and  a good  correlation  with  the 
fetal  acid-base  status  can  usually  be  made  by  observing 
the  tracing  alone.  Finally,  it  must  be  remembered  that 
any  single  scalp  pH  value  may  be  wrong  or  misleading; 

6,  Baseline  tachycardia:  the  baseline  rate  is  above  the  accepted  upper 
limit  of  160  bpm. 

38bHI)_^ 


therefore  at  least  two  fetal  scalp  pH  values  should  be 
obtained  whenever  possible. 

3.  Roll  the  patient  to  the  opposite  side  and  administer 
oxygen. 

4.  Inform  the  patient  that  a cesarean  section  may  be 
necessary  for  fetal  indications.  Obtain  an  informed  surgi- 
cal consent. 

5.  Prep  the  abdomen,  insert  Foley  catheter,  type  and 
crossmatch  2 units  of  whole  blood,  and  notify  the  pedia- 
trician of  the  potential  problem. 


Np 

1.  No  decelerations  during  contractions 

2.  No  loss  of  beat-to-beat  variation 


160-180  bpm;  Moderate 

Over  180:  Severe 

Over  200:  Fetus  is  probably 

acidotic 

1.  Decelerations  during  contractions  (should 
be  more  than  50  bpm  to  be  significant) 

2.  Loss  of  beat-to-beat  variation 


V 

Not  an  ominous  sign 


V 


Fetal  hypoxia 


Common  causes:  medications,  maternal 
fever,  or  dehydration 
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7 Baseline  bradycardia.  The  baseline  heart  rate  is  lower  than  the 
accepted  norm  of  120  bpm. 


Evaluation 


Rate  is  over  90  bpm:  usually  not  significant; 
rule  out  congenital  heart  disease  of  the  fetus 


Less  than  90  bpm:  usually  significant,  indi- 
cates fetal  acidosis,  (Rule  out  supine  hypo- 
tension: turn  patient  to  right  side  and  adminis- 
ter oxygen) 


1 No  decelerations  with  contractions  1 . Decelerations  with  contractions 


2.  Good  beat-to-beat  variation 


2.  Loss  of  beat-to-beat  variation 


V 


N/ 


Not  an  ominous  pattern 


Indicates  fetal  acidosis  (hypoxia) 
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8.  Acceleration  patterns:  the  fetal  heart  rate  increases  in  relation  to  a 
contraction.  These  should  be  accelerations  of  more  than  50  bpm  to 
be  considered  significant. 


38h!;/  3«hK:s  iHhita 


Evaluation 


Combined  with  a deceleration  pattern 
(immediately  precedes  the  deceleration  . 
some  rebound  may  be  present) 


Isolated 


V 


More  than  50  bpm  rise,  due  to  fetal  hypo- 
tension with  a baro-response.  Rule  out 
supine  hypotension;  turn  patient  to  side 
and  administer  oxygen 


V 

2.  Less  than  50  bpm  rise:  not  a bad  pattern; 
due  to  scalp  stimulation  and  a responsive 
central  nervous  system 


Significance  unknown;  due  to  increased  sym- 
pathetic tone 
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Neonatal  seizures 


John  Bodensteiner,  MD 


Seizure  manifestations  in  newborns  (especially  in  prema- 
ture infants)  are  much  less  well  organized  than  in  older 
children  and  reflect  functional  and  anatomic  peculiarities 
of  the  central  nervous  system  at  birth.  A few  causes  are 
responsible  for  the  great  majority  of  neonatal  seizures, 
and  25%  of  seizures  are  due  to  causes  still  unidentified. 
Diagnosis  and  therapy  are  urgent  and  are  best  ap- 
proached in  a stepwise  fashion.  The  prognosis  for  this 
condition  has  improved  in  recent  years,  largely  as  a con- 
sequence of  earlier  and  more  vigorous  treatment  of  the 
seizures. 


Seizures  are  one  of  the  most  common  medical  problems 
in  childhood.  Neonatal  seizures  (affecting  infants  less 
than  one  month  of  age)  occur  in  approximately  0.8%  of  all 
newborn  infants.'  Their  occurrence  is  so  common  that  any 
physician  who  treats  children,  and  newborn  infants  in  par- 
ticular, can  expect  to  be  called  upon  to  deal  with  seizures. 

Clinical  Manifestations 

The  clinical  manifestations  of  seizure  disorders  in  new- 
borns differ  from  those  of  older  children;  neonates  seldom 
experience  well  organized,  tonic,  clonic,  generalized  sei- 
zures. Seizures  in  premature  infants  are  even  less  well 
organized  than  those  in  full-term  infants.  The  most  com- 
mon clinical  characteristic  of  seizures  in  newborns  is  that 
they  are  minimal  or  fragmentary;  the  next  most  common 
are  generalized  or  focal  tonic;  the  third  are  generalized 
or  focal  clonic,  and  finally,  least  often,  myoclonic.^ 

Minimal  manifestations  may  consist  of  apnea,  brady- 
cardia, hypotonia,  deviation  of  the  eyes,  or  slight  move- 
ments of  the  mouth  or  limbs.  These  are  most  common  in 
the  premature  infant,  but  all  affected  newborns  may  show 
some  of  these  manifestations.  In  general,  minimal  seizure 
manifestations  are  a result  of  generalized  cortical  seizure 
activity.  When  partial  or  focal  seizures  do  occur,  the  ori- 
gin (whether  it  is  observed  clinically  or  electroencephalo- 
graphically)  is  usually  inconsistent  and  may  relocate  with 
each  episode.  Furthermore,  a partial  seizure  cannot  be 
assumed  to  be  the  result  of  focal  pathology  unless  the 
focal  nature  is  shown  to  be  consistent  both  clinically  and 
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electroencephalographically.  Myoclonic  seizures  are  un- 
common in  the  newborn.  They  are  associated  most  often 
with  a conspicuously  abnormal  electroencephalographic 
pattern  (known  as  burst  suppression)  and  they  carry  a 
uniformly  bad  prognosis. 

Developmental  Factors 

The  unusual  manifestations  of  seizures  in  the  newborn 
period  are,  to  a large  extent,  a result  of  functional  and 
anatomical  pecularities  of  the  central  nervous  system  of 
the  newborn.  At  birth,  the  nervous  system  is  undergoing 
rapid  change  and  development.  The  anatomic  manifesta- 
tions of  this  change  are  found  primarily  in  the  develop- 
ment of  architectonics  or  the  establishment  of  synaptic 
communication  between  cells,  both  axonal  and  dendritic. 
At  about  25  weeks  of  gestation,  the  adult  number  of  neu- 
rons is  reached.  Beyond  this  stage,  the  developing  ner- 
vous system  is  involved  predominantly  in  organizational 
and  migrational  events.  The  cerebral  neurons  migrate 
from  the  germinal  mantle  layers  through  the  white  matter 
to  the  outer  cortex.  As  this  migration  occurs,  the  neurons 
establish  multiple  snyaptic  connections. 

In  addition  to  establishing  these  synaptic  connections, 
the  brain  is  in  the  process  of  laying  down  myelin  around 
the  axons  of  the  cerebral  neurons.  At  birth,  the  inter- 
hemispheric  commissures  are  poorly  myelinated,  but  by 
age  2,  myelination  is  nearly  complete. 

The  functional  characteristics  of  the  synaptic  intercon- 
nections in  newborns  are  probably  different  from  those  in 
older  infants.  In  comparison  to  older  infants,  newborns 
have  a relative  preponderance  of  inhibitory  synapses. 
There  seems  little  doubt  that  anatomic  and  functional  im- 
maturity of  the  newborn  nervous  system  affects  the  initia- 
tion and  propagation  of  seizure  discharges  and  may  be 
responsible  for  the  unusual  clinical  manifestations  of  neo- 
natal seizures.^ 

Causes 

Although  the  origin  of  seizures  can  be  identified  more 
often  in  neonates  than  in  any  other  age  group,  about  25% 
of  the  time  the  cause  remains  obscure,  despite  a thorough 
investigation  of  the  possibilities.  A relatively  small  number 
of  the  possible  causes  of  neonatal  seizures  account  for 
the  great  majority  of  convulsive  episodes.  These  few  are 
listed  in  Fig  1 , in  order  of  decreasing  frequency."'  All  the 
known  causes  constitute  a much  longer  list  (Fig  2),  but  a 
substantial  number  remains  unknown. 
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1 Most  common  causes  of  neonatal  seizures. 

Perinatal  asphyxia 
Intracranial  hemorrhage 
Hypoglycemia 
Hypocalcemia 
Intracranial  Infection 
Developmental  defects 
Drug  withdrawal 


2-  Causes  of  neonatal  seizures. 

Metabolic  and  Electrolyte  Disorders 
Hypoglycemia 
Hypocalcemia 
Hypomagnesemia 
Pyridoxine  dependency 
Hypernatremia 
Toxic  Disorders 
Uremia 

Bilirubin  encephalopathy 
Drug  Withdrawal 
Narcotics 
Sedatives 
Infections 

Bacterial  meningitis 
Acute  viral  meningoencephalitis 
Congenital  toxoplasmosis 
Congenital  rubella 
Congenital  syphilis 
Trauma  at  Birth 
Intracranial  hemorrhage 
subarachnoid 
subdural 
intracerebral 
intraventricular 

Hypoxic  or  asphyxic  encephalopathy 
Inadvertent  injection  of  local  anesthetic 
Inherited  Disorders  of  Metabolism 
Leukodystrophies  and  Lipidosis 
Congenital  Malformations 
Cerebral 

tuberous  sclerosis 
microgyria  and  micropolygyria 
proencephaly 

hydrocephaly  and  hydranencephaly 

agenesis  or  hypoplasia  of  lobes,  corpus  callosum,  etc 

holoprosencephaly 

heterotopia 

megalencephaly 

angioma 

Sturge-Weber  angiomatosis 
Cardiac 

Cyanotic  congenital  heart  disease 


Perinatal  hypoxic-ischemic  encephalopathy  accounts 
for  almost  two-thirds  of  all  neonatal  seizures.  The  insult 
usually  occurs  as  a result  of  intrauterine  distress  and  less 
often  as  a result  of  difficult  labor  and  delivery.  In  only 
10%  of  cases  does  the  insult  occur  after  delivery.  Asphyx- 
iated infants  almost  uniformly  have  low  Apgar  scores  and, 
generally,  seizures  occur  within  the  first  24  hours  of  life.^ 

Intracranial  hemorrhage  probably  causes  10%  to  15% 
of  neonatal  seizures.  Typically,  intracranial  hemorrhage  is 
difficult  to  pinpoint  as  the  major  cause  of  the  seizure, 
since  hemorrhages  often  occur  in  conjunction  with  sig- 
nificant hypoxic-ischemic  or  traumatic  injury.  Subarachoid 
hemorrhage  is  the  most  common  variety  of  intracranial 
hemorrhage,  and  it  affects  premature  infants  more  often 
than  full-term  infants.  The  seizure  associated  with  sub- 
arachnoid hemorrhage  usually  begin  on  the  second  or 
third  day  of  life,  and  the  infants  affected  are  often  neuro- 
logically  normal  between  seizure  episodes. 

Periventricular  hemorrhages  occur  in  asphyxiated  pre- 
mature infants.  They  usually  represent  a catastrophic 
event;  the  prognoses  for  neurologic  function  and  survival 
are  bad.  They  occur,  on  an  average,  IV2  days  after  the 
hypoxic-ischemic  injury.  In  most  cases,  the  onset  of  sei- 
zures coincides  with  the  occurrence  of  the  hemorrhage. 

Subdural  hemorrhages  occur  in  large  infants  and  often 
result  from  disruption  of  a vessel  or  a venous  sinus  during 
the  birth  process.  The  seizures  resulting  from  subdural 
hemorrhages  may  begin  in  the  first  two  days  of  life  and 
are  caused  by  localized  cerebral  injury  that  occurs  during 
the  traumatic  delivery.® 

Hypoglycemia  occurs  in  infants  who  are  small  for  gesta- 
tional age  or  in  infants  of  diabetic  mothers.  Additionally, 
it  is  seen  often  in  babies  who  have  undergone  asphyxia- 
tion or  trauma.  Hypoglycemia  is  defined  by  a blood  glu- 
cose determination  below  20  mg/ 100  ml  in  a premature 
infant  and  30  mg/ 100  ml  in  a full-term  infant.  Only  about 
30%  of  infants  with  symptoms  of  hypoglycemia  will  have 
seizures.  Seizures  from  hypoglycemia  usually  occur  on 
the  second  day  of  life. 

Hypocalcemia  also  occurs  commonly  in  infants  who  are 
small  for  gestational  age  and  in  infants  who  have  suffered 
perinatal  hypoxia  or  trauma.  Hypocalcemia  almost  never 
is  the  sole  cause  of  seizures.  Seizures  due  to  calcium 
levels  below  7 mg/ 100  ml  occur  on  the  second  and  third 
days  of  life. 

A type  of  hypocalcemia  which  affects  full-term  infants 
who  are  fed  cow’s  milk  formulas  with  a high  phosphate- 
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3.  Diagnosis  and  therapy  of  neonatal  seizures. 


PHASE  I,  INITIAL  EVALUATION 

History 

EEG:  Monitor  during  therapeutic  efforts 
EKG 

Dextrostix"  Electrolytes 
Blood  Glucose  Culture 
CBC 


Urine  Routine  analysis 
Culture 

Laboratory  tests  

Spinal  Glucose  Cell  count 

Fluid  Protein  Culture 

INDICATIONS  TREATMENT 

While  awaiting  results,  good  practice  for  all  patients — but  especially  for  ^ 25%  glucose  in  H2O 

hypoglycemia  2-4  ml/kg 

IV 

MADE  DECISION  TO  PROCEED  WITH  THERAPY  OR  TREAT  SYMPTOMATICALLY 


PHASE  II,  PROCEED  WITH  THERAPY 


INDICATIONS 

Suggestion  of  hypocalcemia  or  hypomagnesemia 


If  seizures  continue,  hypocalcemia  excluded 


If  seizures  continue 


TREATMENT 

2.5%  calcium  gluconate 

5 ml 

IV,  slowly  (over  5 minutes) 

2%  magnesium  sulfate 
20-50  mg/kg  total  dose 
IV 

Pyridoxine  HCI 
50  mg 
IV 


INDICATIONS 


PHASE  III,  SYMPTOMATIC  TREATMENT 

TREATMENT 


If  nof  given  as  above  in  Phase  I ^ 25%  glucose  in  H2O 

2-4  ml/kg 
IV 

Seizures  continue  despite  all  above  (or  decision  is  made  to  begin  symptomatic  treatment) 


FIRST  CHOICE; 


SECOND  CHOICE: 


THIRD  CHOICE: 


PRECAUTIONS 


INDICATIONS 

Therapy  with  phenobarbital 

Therapy  with  diphenylhydantoin 

Necessary  infusion  of  large  quantities  of  fluid  with  administration 
of  glucose,  calcium,  anticonvulsants,  etc 


> 

> 

> 


Phenobarbital 
10  mg/kg 
IV  slowly 

(repeat  dose  in  1 hour  if  needed) 

Maintenance  (after  seizures  stop); 

Phenobarbital 
5-10  mg/day 

IM  until  oral  administration  possible 
Diphenylhydantoin  (Dilantin") 

10  mg/kg 

IV  slowly  (<50  mg/min) 

(repeat  dose  in  1-2  hours  if  needed) 

Maintenance: 

Diphenylhydantoin 
4-8  mg/kg/day 

IV  until  oral  administration  posible 
Valium" 

0.25-0.3  mg/kg 

IV,  slowly,  until  seizure  stops 

(maintenance  anticonvulsant  must  be  used  in  con- 
junction) 

Attendant  risks: 
respiratory  failure 
sodium  load 

increased  unbound  bilirubin 
TREATMENT 

Caution  because  metabolized  more  rapidly  during 
first  week  of  life 

Caution  because  metabolized  more  slowly  (levels  cannot 
be  maintained  orally)  during  first  week  of  life 
Supportive  management 
to  prevent  overhydration  or  dehydration 
to  maintain  adequate  ventilation  and  prevent  aspiration 
to  maintain  body  temperature 
to  treat  any  sepsis 
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to-calcium  ratio  may  also,  on  occasion,  cause  seizures. 
These  seizures  tend  to  occur  toward  the  end  of  the  first 
week  of  life,  and  the  diagnosis  may  be  suspected  in  the 
proper  clinical  setting  when  the  infant  has  a serum  calci- 
um level  below  7 mg /1 00  ml  and  an  elevated  serum 
phosphorus  level. 

Intracranial  infections  in  the  newborn  period  are  re- 
sponsible for  about  10%  of  the  convulsions.  Usually  these 
seizures  begin  after  the  third  day  of  life.  A full  discussion 
of  intrauterine  and  neonatal  infections  is  beyond  the 
scope  of  this  article,  but  the  most  important  organisms 
involved  are  herpes  simplex,  cytomegalovirus,  toxoplas- 
mosis, and  rubella  virus. 

Numerous  developmental  defects  may  cause  seizures 
at  any  time  during  childhood,  including  the  neonatal  peri- 
od. In  most  of  these  disorders,  normal  brain  development 
is  obviously  disrupted. 

Drug  withdrawal  is  an  increasingly  frequent  cause  of 
seizures  in  the  newborn  period.  The  reported  incidence  of 
withdrawal  seizures  varies  tremendously,  depending  up- 
on how  widespread  drug  usage  is  among  young  women 
in  the  population  studied.  The  drugs  involved  most  often 
are  sedative-hypnotics  such  as  the  barbiturates,  and  nar- 
cotic-analgesics such  as  morphine  and  heroin.  About 
70%  of  infants  of  addicted  mothers  will  have  seizures. 
Seizures  occur  most  often  between  24  and  48  hours  after 
birth  in  infants  withdrawing  from  short-acting  barbiturates. 
Seizures  are  much  less  common  in  infants  withdrawing 
from  long-acting  barbiturates  or  opiates. 

Treatment 

Because  of  the  relative  urgency  of  initiating  treatment  of 
an  infant  with  seizures,  it  is  probably  best  to  blend  the 
diagnostic  evaluation  with  the  initial  therapeutic  steps. 

The  direction  and  extent  of  the  diagnostic  studies  should 
be  flexible  and  tailored  to  the  circumstances.  The  evalua- 


4.  Prognosis  of  neonatal  seizures-relation  to  neurologic  disease^ 


Neurologic  Disease 

Nomal  Development,  % 

Hypoxic-Ischemic  encephalopathy 

10-20 

Primary  subarachnoid  hemorrhage 

90 

Intraventricular  hemorrhage 

10?‘ 

Hypocalcemia 

Early  onset 

50 

Later  onset 

80-100 

Hypoglycemia 

50 

Bacterial  meningitis 

20-50 

Developmental  defect 

0 

‘Recent  CT  evidence  indicates  that  this  figure  may  be  too  low. 


tion  and  management  of  a newborn  who  is  having  sei- 
zures is  most  effective  if  a stepwise  approach  is  adopted 
(Fig  3). 

First,  a pertinent  history  should  be  obtained  and  the 
patient  examined  expeditiously.  An  electroencephalo- 
gram should  be  ordered.  If  electroencephalographic  fa- 
cilities are  readily  available,  it  may  be  of  some  help  to 
monitor  the  electroencephalogram  during  therapeutic  ef- 
forts. At  this  time,  cardiac  monitoring  should  be  started. 

Second,  blood  samples  should  be  obtained  (the  best 
time  is  usually  at  the  time  of  placement  of  an  intravenous 
line)  for  the  following  studies:  Dextrostix  and  blood  glu- 
cose: complete  blood  count;  calcium,  magnesium,  potas- 
sium, sodium,  and  phosphorus  determinations;  and  blood 
culture.  Specimens  of  spinal  fluid  and  urine  also  should 
be  obtained  for  culture,  and  spinal  fluid  should  be  ex- 
amined for  glucose,  protein,  and  cell  count. 

Third,  while  waiting  for  the  laboratory  results,  especially 
if  the  Dextrostix  test  indicates  hypoglycemia,  2 to  4 ml/kg 
of  body  weight  of  25%  glucose  in  water  should  be  given 
intravenously.  This  is  done  because  the  prognosis  for 
infants  with  seizures  resulting  from  hypoglycemia  is  di- 
rectly related  to  the  duration  of  hypoglycemia.  In  addi- 
tion, some  small  biochemical  benefit  may  be  achieved  by 
keeping  the  infant  hyperglycemic. 

At  this  point,  if  the  seizures  have  not  stopped,  the  de- 
cision must  be  made  whether  to  proceed  with  further 
therapeutic  attempts  or  to  begin  symptomatic  therapy.  If 
there  is  any  indication  that  the  infant  is  prone  to  hypo- 
calcemia or  hypomagnesemia,  the  first  in  the  next  se- 
quence of  steps  might  be  intravenous  administration  of  5 
ml  of  2.5%  solution  of  calcium  gluconate  slowly  (over  5 
minutes).  If  seizures  continue,  hypocalcemia  may  be  ex- 
cluded as  the  cause.  Then  magnesium  sulfate,  2%  solu- 
tion (20  to  50  mg/kg  body  weight  total  dose),  could  be 
administered  intravenously.  If  seizures  disappear,  hypo- 
magnesemia may  be  proposed  provisionally  as  the 
cause,  pending  the  return  of  the  serum  magnesium  de- 
termination. If  seizures  fail  to  stop,  the  third  step  would 
be  to  administer  50  itig  of  pyridoxine  hydrochloride  intra- 
venously. If  no  response  follows,  pyridoxine  dependency 
or  deficiency  may  be  excluded  as  the  cause. 

If  the  seizures  continue  despite  these  measures,  or  if 
a decision  is  made  to  begin  symptomatic  therapy  immedi- 
ately after  glucose  has  been  given  intravenously,  one  of 
the  following  drugs  may  be  used.  (They  are  listed  in  the 
order  of  the  author’s  personal  preference.) 
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Phenobarbital , 10  mg/kg  body  weight,  given  intra- 
venously, slowly.  This  dose  may  be  repeated  in  one  hour 
if  necessary.  Once  the  seizures  stop,  phenobarbital  may 
be  continued  at  5 to  10  mg/day,  intramuscularly,  until  oral 
administration  can  be  begun. 

Diphenylhydantoin  (Dilantin),  10  mg/kg  body  weight, 
given  intravenously,  slowly  (less  than  50  mg/min).  This 
dose  may  be  repeated  in  one  to  two  hours  if  needed. 
Diphenylhydantoin,  intravenously,  may  be  used  for  main- 
tenance at  4 to  8 mg/kg  body  weight/day  until  oral 
administration  is  possible. 

Valium,  0.25  to  0.3  mg/kg  body  weight,  given  intra- 
venously, slowly,  until  seizure  stops.  The  effect  of  Valium 
is  short-lived,  and  a maintenance  anticonvulsant  must  be 
utilized  in  conjunction  with  the  initial  administration  of 
Valium.  It  should  be  pointed  out  that  Valium  in  combina- 
tion with  phenobarbital  may  increase  the  risk  of  respira- 
tory failure.  Also,  the  vehicle  for  Valium  contains  a fair 
amount  of  sodium  benzoate,  which  in  addition  to  repre- 
senting a sodium  load,  competes  with  bilirubin  for  albumin 
binding  sites. 

In  the  first  week  of  life,  phenobarbital  is  metabolized 
more  rapidly  and  diphenylhydantoin  more  slowly  than 
usual.  Furthermore,  diphenylhydantoin  is  poorly  absorbed 
from  the  gastrointestinal  tract  of  the  newborn.  This  may  be 
reflected  in  changes  in  the  dose  that  are  required  for 
maintenance  of  blood  levels  as  these  infants  grow  older. 
The  administration  of  anticonvulsants,  glucose,  calcium, 
antibiotics,  and  other  agents  is  necessarily  accompanied 
by  the  administration  of  fluid.  In  the  newborn,  and  particu- 
larly in  the  premature  infant,  this  may  amount  to  a sig- 
nificant quantity  of  fluid,  and  therefore,  careful  supportive 
management  is  required  to  prevent  overhydration  or  de- 
hydration, to  maintain  adequate  ventilation  and  prevent 
aspiration,  to  maintain  appropriate  temperature,  and  to 
treat  sepsis  if  necessary. 

Prognosis 

The  prognosis  for  infants  suffering  from  neonatal  convul- 
sions has  improved  in  recent  years.  This  is  a conse- 
quence largely  of  early  and  more  vigorous  treatment  of 
the  seizures.  Even  so,  however,  about  20%  mortality  and 
35%  morbidity  must  be  expected  in  these  infants.^ 

Certain  features  allow  the  physician  to  identify  those 
infants  most  likely  to  do  poorly  and  those  infants  most 
likely  to  do  well.  First  in  importance  in  determining  the 
ultimate  prognosis  is  the  nature  of  the  underlying  disease. 


The  prognosis  of  neonatal  seizures  in  relation  to  the 
cause  of  the  seizure  is  shown  in  Fig  4.^ 

Second,  the  interval  between  seizure  onset  and  initia- 
tion of  appropriate  therapy  is  of  prognostic  significance. 
Finally,  the  character  of  the  interictal  electroencephalo- 
gram is  a factor  in  prognosis.  A term  infant  with  a normal 
interictal  electroencephalogram  has  an  86%  chance  of 
surviving  without  sequelae,  whereas  with  multifocal  abnor- 
malities on  the  electroencephalogram,  the  chance  is  only 
12%. 
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Hypertension,  proteinuria,  and 
segmental  renai  parenchymal  fibrosis 
with  sickie  celi  trait 

Horace  L.  Wolfe,  MD  Miguel  A.  Rios,  MD 


One  in  ten  black  Americans  carries  AS  hemoglobin  (sickle 
cell  trait),  yet  serious  medical  complications  are  infre- 
quent. We  report  a case  in  which  a patient  with  sickle  cell 
trait  had  renal  complications  manifested  by  proteinuria, 
segmental  renal  parenchymal  fibrosis,  and  hypertension. 
Renal  biopsy  findings  are  demonstrated. 


Serious  medical  complications  are  quite  infrequent  in 
patients  with  sickle  cell  trait,  ^ but  the  heterozygous  hemo- 
globin genotype  (AS)  is  not  without  risk  and  hazard  under 
conditions  of  physiological  stress.  There  are  reports  of  AS 
individuals  having  imparied  pulmonary  functions,  low  birth 
weight,  aseptic  femoral  head  necrosis,  and  superior  longi- 
tudinal sinus  thrombosis.^  It  is  not  generally  appreciated 
that  renal  complications  may  also  occur;  these  include  in- 
farction, kidney  failure,  papillary  and  medullary  necrosis, 
gross  hematuria,  nephrotic  syndrome,  hyposthenuria,  and 
pyelonephritis. We  therefore  report  a patient  with  sickle 
cell  trait,  proteinuria,  renal  interstitial  scarring,  and  hyper- 
tension. 

Case  Report 

A 31 -year-old  black  man  was  studied  because  of  protein- 
uria found  during  a preemployment  physical  examination; 
he  had  a vague  history  of  low  backache.  His  maternal 
grandmother,  mother,  and  a sister  had  hypertension.  His 
father  and  a sister  had  diabetes  mellitus;  his  father  also 
had  kidney  trouble. 

The  only  significant  findings  on  physical  examination 
were  labile  blood  pressure  (systolic  range  126  to  154 
torr,  diastolic  range  80  to  100  torr),  arcus  juvenilis,  and  a 
grade  1 to  2 (of  6)  physiological  ejection  pulmonic  mur- 
mur. 

Over  several  months,  numerous  ancillary  studies  were 
normal  or  negative.  Studies  included  several  complete 
blood  counts,  platelet  count,  sedimentation  rate,  repeated 
blood  cultures,  serum  and  urine  amylases,  serological 
tests  for  syphilis,  antinuclear  antibody  test,  serum  free 
hemoglobin,  febrile  agglutination  test,  nose  and  throat 
cultures,  stool  examination,  lupus  erythematosus  prepa- 
ration, serum  total  thyroxine,  T-3  resin  uptake,  pro- 
thrombin time,  total  serum  lipids,  C3,  electrocardiogram, 
chest  x-ray,  upper  gastrointestinal  x-ray  series  with  small 


From  the  departments  of  Medicine  and  Family  Practice,  Northwest 
Texas  Hospital,  and  Texas  Tech  University  School  of  Medicine  Regional 
Academic  Health  Center,  Amarillo,  Tex. 


bowel  follow-through,  barium  enema  x-rays,  proctosig- 
moidscopy,  and  sodium  pertechnetate  technetium  99-M 
sulfur  colloid  liver  scan. 

There  were  three  Technicon  SMAC  system  20  blood 
analyses  with  normal  values  for  glucose,  blood  urea  nitro- 
gen, potassium,  carbon  dioxide,  calcium,  phosphorus, 
total  bilirubin,  and  cholesterol. 

Repeated  urinalyses  showed  a specific  gravity  (uncor- 
rected for  proteinuria)  ranging  from  1.010  to  1.027;  all 
samples  were  acid  with  lowest  pH  5.5.  On  dipstick  tests, 
the  degree  of  proteinuria  varied  from  2 -i-  to  4 -i-;  all  urin- 
alyses were  negative  for  glucose,  acetone,  occult  blood, 
bile,  and  urobilinogen. 

Urine  sediments  showed  quantitative  variations  in 
formed  elements  per  high  power  field;  2 to  4,  60  to  70, 
a full  field  of  leukocytes,  single  and  in  clumps,  rare  to  4 
hyaline,  0 to  3 fine  or  very  coarse  granular  casts.  A 12- 
hour  Addis  count,  1,025  cc  volume,  contained  455,500 
WBCs,  no  RBCs,  and  no  casts. 

A 24-hour  urine  collection  showed  800  mg  protein,  with 
the  patient  kept  at  bed  rest  and  4.4  gm  with  the  patient 
ambulatory.  The  latter  collection  also  had  sodium  147 
mEq/liter,  potassium  21.7  mEq/liter,  and  chloride  162.7 
mEq/liter. 

Creatinine  clearance  was  112  ml/ minute.  On  urine  pro- 
tein electrophoresis,  albumin  was  81%,  alpha-1  globulin 
2.3%,  alpha-2  globulin  1%,  beta  globulin  9%,  and  gamma 
globulin  6.7%. 

Urine  immunoelectrophoresis  showed  IgG  30  mg%, 
and  no  IgA  or  IgM. 

A sodium  urea  dithionite  sickle  cell  screen  was  positive, 
and  a cellulose  acetate  strip  hemoglobin  electrophoresis 
showed  73.2%  hemoglobin  A and  26.8%  hemoglobin  S. 
Agar  gel  electrophoresis  confirmed  the  presence  of  the 
two  hemoglobins.* 

Creatine  phosphokinase  levels,  normally  ranging  from 
25-145  U/liter,  were  189  (Oct  11,  1975),  327  (Jan  13, 
1976),  and  685  (Feb  13,  1976). 

The  serum  gamma  glutamyl  transpeptidase  was  elevat- 
ed at  164  units  per  dl  (normal  11-54). 

Serum  protein  electrophoresis  showed  albumin  4.14 
gm/dl,  alpha-1  globulin  0.5  gm/dl,  alpha-2  globulin  0.72 
gm/dl,  beta  globulin  1.06  gm/dl,  and  gamma  globulin 
1.82  gm/dl. 

Immunoelectrophoresis  of  serum  proteins  revealed  IgG 

'Agar  gel  electrophoresis  of  hemoglobin  by  Bio-Science  Laboratories, 
Van  Nuys,  Calif. 
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1,525  mg/dl  (normal  50-1,240),  IgA  230  mg/dl  (normal 
36-144),  and  IgM  440  mg/dl  (normal  18.6-77.5). 

Nothing  could  be  visualized  on  primary  and  secondary 
x-ray  examinations  of  the  gallbladder;  however,  on  sono- 
gram there  were  no  large  calculi  and  the  gallbladder  con- 
tracted normally  after  a fatty  meal. 

The  only  abnormal  finding  on  intravenous  pyelogram 
and  infusion  nephrotomograms  was  in  kidney  length;  1 1 .2 
cm  for  the  right  kidney,  1 1 .4  cm  for  the  left  kidney.  Esti- 
mated normal  kidney  length,  for  this  patient,  was  12.9  to 
15  cm. 

A percutaneous  biopsy  of  the  lower  pole  of  the  right 
kidney  on  March  30,  1976,  under  local  anesthesia,  and 
with  ultrasound  localization,  yielded  two  cores. 

Fluorescent  antibody  studyt  showed  a linear  positive 
deposition  of  albumin  in  glomeruli,  and  a smooth,  non- 
granular  linear  glomerular  IgG  deposit.  Fibrin,  IgA,  IgM, 
and  C3  were  absent. 

Most  of  the  glomeruli  were  unremarkable  on  light  micro- 
scopyt  with  no  enlargement,  proliferation,  necrosis,  or 
luminal  thrombi. 

The  glomeruli  were  crowded  together  in  the  midportion 
of  the  biopsy;  there  was  segmental  sclerosis,  periglo- 
merular  fibrosis,  and  complete  dropout  of  tubules,  with  in- 
terstitial fibrosis  and  scattering  of  chronic  inflammatory 
cells,  chiefly  lymphocytes.  The  other  tubules  were  not 
remarkable.  There  was  no  sclerosis  of  the  arteries  or 
aterioles,  but  the  renal  blood  vessels  and  capillary  lumina 
of  the  tufts  were  congested  with  red  blood  cells  showing 
typical  sickling. 

There  was  no  proliferation  of  the  visceral  or  parietal 
epithelial  cells  on  electron  microscopy.  The  basement 
membranes  were  thin  and  delicate. 

The  mesangium  showed  no  mesangial  or  endothelial 
cell  proliferation,  increase  in  matrix,  or  deposits. 

Subsequently,  fixed  blood  pressure  elevations  have 
developed  (typical  readings  174-110torr,  198-1 18  torr), 
and  the  patient  has  been  treated  with  a salt-restricted  diet 
and  hydrochlorothiazide  (Hydro-Diuril)  50  mg.  twice  a 
day. 

Our  patient  has  hypertension,  sickle  cell  trait,  and  renal 
segmental  parenchymal  fibrosis  with  proteinuria.  He  may 
also  have  gallbladder  disease;  small  gallstones  cannot  be 
ruled  out.  We  cannot  explain  an  elevation  of  his  total 

tReported  by  Ralph  J.  Zientek,  MD  (deceased),  former  pathologist, 

High  Plains  Baptist  Hospital,  Amarillo,  Tex. 

TLight  and  electron  microscopy  studies  by  George  A.  Bannagan,  MD, 
University  of  Texas  Health  Sciences  Center,  San  Antonio,  Tex. 


creatine  phosphokinase  enzymes;  unfortunately  creatine 
phosphokinase  isoenzymes  were  not  determined.  Clini- 
cally, there  were  no  abnormal  cardiac,  skeletal  muscle, 
or  neurological  findings. 

The  patient  may  have  hepatic  involvement,  but  we  do 
not  believe  a liver  biopsy  is  indicated.  Sherlock®  states 
that  hepatic  changes  are  frequent  in  sickle  cell  disease. 
Sickle  cells,  or  Kupffer  cells  swollen  with  phagocytosed 
erythrocytes,  may  cause  vascular  obstruction.  The  subse- 
quent anoxia  results  in  active  and  healed  areas  of  liver 
necrosis.  In  some  patients  there  are  elevations  of  trans- 
aminases, alkaline  phosphatase,  and  unconjugated  and 
conjugated  bilirubin. 

Discussion 

In  the  US,  10%  of  blacks  have  sickle  cell  trait,®  with  hemo- 
globin S usually  not  exceeding  40%  of  the  total  hemoglo- 
bin. Potential  renal  manifestations  of  sickle  cell  trait  have 
been  enumerated  above. 

Buckalew  and  Someren^  reviewed  the  renal  morpho- 
logical and  functional  alternations  of  sickle  cell  disease. 
Their  findings  resembled  those  of  our  case;  engorged 
blood  vessels  (especially  in  the  glomerular  capillaries) 
with  sickled  erythrocytes,  periglomerular  fibrosis,  and 
interstitial  inflammatory  infiltrates.  A nephrotic  syndrome 
often  preceded  or  accompanied  renal  failure. 

From  their  review  of  the  literature,  these  authors  found 
two  possible  explanations  for  renal  injury;  a chance  simul- 
taneous occurrence  of  poststreptococcal  nephritis,  or  the 
result  of  repeated  episodes  of  red  blood  cell  sickling. 

Buckalew  and  Someren  also  concluded  that  after  age 
30,  sickle  cell  disease  patients  showed  a progressive  de- 
cline in  renal  hemodynamics;  there  was  increasing  severi- 
ty of  glomerular  injury  often  terminating  in  sclerosis. 

Walker  and  associates^®  studied  four  patients  who  had 
the  sickle  cell  trait;  two  had  normal  renal  function  and  two 
had  impaired  renal  concentration.  Renal  biopsy  findings 
were  normal  in  all  four  cases,  with  a few  sickled  red 
blood  cells  in  the  glomerular  capillaries  of  two. 

Schlitt  and  Kietel”  found  that  in  the  absence  of  symp- 
toms there  are  only  rare  reports  of  the  renal  histological 
findings  in  documented  cases  of  sickle  cell  trait.  They 
reported  renal  pathologic  changes  in  such  patients  com- 
parable to  those  of  patients  with  sickle  cell  disease.  Five 
of  their  27  sickle  cell  trait  patients  had  abnormal  urinaly- 
ses— proteinuria,  cylindruria,  infection,  and  microscopic 
or  macroscopic  hematuria. 
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Pardo  and  associates'^  described  autologous  immune 
complex  nephritis  in  four  of  seven  cases  of  sickle  cell 
disease.  One  patient  who  had  sickle  cell  trait  and  mild 
proliferative  nephritis  had  renal  tubular  epithelial  antigen 
related  immune  complex  disease. 

Summary 

Individuals  with  sickle  cell  trait  rarely  have  significant 
medical  complications.  However,  definite  renal  disease  of 
specific  morphologic  type  similar  to  that  of  sickle  cell 
disease  can  occur,  namely  highly  congested  blood  ves- 
sels (seen  prominently  in  the  glomerular  capillaries)  with 
sickled  erythrocytes,  periglomerular  fibrosis,  and  intersti- 
tial inflammatory  infiltrates.  Renal  infarction,  kidney  fail- 
ure, papillary  and  medullary  necrosis,  gross  hematuria, 
nephrotic  syndrome,  hyposthenuria,  and  pyelonephritis 
have  all  been  reported.  Our  patient  with  sickle  cell  trait 
had  proteinuria,  developed  hypertension,  and  showed 
predominately  interstitial  scarring  in  his  renal  biopsy 
specimen. 
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A us^ul  short-term  acyunct' ■ ■ %■ 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  , 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications  .... 
in  the  overweight,  it  may  have  a useful  place  as  a short-term  # 

adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 


in  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation."^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

TTie  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 
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The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 
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Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications;  Individuals  hypersensitive  to  it,  or  v/ith  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings;  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions;  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin:  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gam,  or  edema 
To  avoid  exacerbation  of  disease  or  adrenal  insufficiency  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea"/  epigastric  pain* 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence;  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia.  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage;  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day. 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets,  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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Staggering  results  vs.  staggering  results. 


There  are  two  ways  to  look  at  alcohol  addic- 
tion. One  way  is  to  view  the  alcoholic  as  a 
disgrace  to  himself  and  his  family.  The  breath 
mints,  the  hidden  bottles,  the  excuses  to  his 
family  become  dwarfed  by  the  effect  alcohol 
is  having  on  him. 

He  begins  falling  down  on  the  job,  his  re- 
sponsibilities— praying  he  won't  fall  down 
in  front  of  his  family. 

The  other  is  to  realize  that  alcohol 
addiction  is  a medical  problem.  Not 
a mental  or  moral  one.  The  alcoholic 
should  feel  no  more  ashamed  about 


seeking  help  for  his  drinking  than  a diabetic 
would  feel  shame  about  watching  his  diet. 

Schick's  Shadel  Hospital  in  Fort  Worth, 
Texas,  has  shown  staggering  results  in  com- 
bating alcohol  addiction.  An  independent 
research  firm  has  credited  Schick's  Shadel  with 
a 62%  success  rate.  And  Schick's  Shadel's 
counter-conditioning  makes  it  possible. 

Hiding  the  problem  is  no  solution. 
Call  or  write  to  Schick's  Shadel 
Hospital  today  to  find  out  more  on 
their  staggering  results.  There're  no 
two  ways  about  it. 


Schick’s 

Shadel 

Hospital 


4101  Frawley  Drive  Fort  Worth,  Texas  76118  (817)  284-9217 


A foundation — now  what? 

Haroid  K.  Dudley,  Jr  Caren  Phelan,  PhD 


In  the  December  1970  issue  of  Texas  Medicine,  there 
appeared  an  article  entitled  “Building  a Foundation.”  Writ- 
ten by  the  staff  of  the  division  of  child  and  adolescent 
services  within  the  Texas  Department  of  Mental  Health 
and  Mental  Retardation  (TDMHMR),  the  article  outlined 
the  basic  needs  and  long-term  plans  for  development  of 
a coordinated  system  of  care  and  treatment  for  emotional- 
ly disturbed  children  and  adolescents  in  Texas.  One  of  the 
main  issues  at  that  time  in  the  development  of  child  and 
adolescent  programs  within  the  TDMHMR  was  the  "iden- 
tification” of  persons  and  programs  within  the  state  men- 
tal hospitals. 

It  was  hoped  that  as  a result  of  this  identification  pro- 
cess, in  conjunction  with  the  continuing  development  of 
community  programs  and  with  the  improved  working  rela- 
tionship between  state  hospitals  and  community  pro- 
grams, a foundation  could  be  established  for  the  building 
of  a coordinated  and  comprehensive  system  of  mental 
health  care  for  children  and  adolescents. 

Now,  more  than  eight  years  later,  the  previous  priori- 
ties of  identification  and  foundation  building  for  institu- 
tional programs  for  children  and  adolescents  are  being 
replaced  by  program  development  and  quality  care  priori- 
ties. The  main  concern  continues  to  be  the  establishment 
of  a coordinated  and  comprehensive  network  of  mental 
health  services.  Where  are  we,  how  far  have  we  come, 
and  what  are  our  needs? 

State  Mental  Hospitals  and  Development 
of  Child  and  Adolescent  Services 

Although  each  state  hospital  has  attempted  to  respond  to 
the  mental  health  needs  of  the  children  and  adolescents 
in  its  area,  the  development  and  implementation  of  separ- 
ate child  and  adolescent  units  has  varied  greatly. 

Ultimately,  the  establishment  of  networks  of  care  have 
varied  in  the  past  eight  years  between  hospitals,  depend- 
ing upon  their  experience  in  child  and  adolescent  pro- 
gramming, available  resources,  priorities  in  operation, 
community  concern  and  involvement,  and  their  under- 
standing of  TDMHMR  central  office  expectations. 

In  fact,  in  the  absence  of  concise  departmental  policies, 
guidelines,  and  standards  for  child  and  adolescent  ser- 
vices, each  hospital  administration  and  staff,  of  necessity, 
has  developed  its  own  models  for  the  delivery  of  these 
services. 

To  complicate  this  issue  further,  the  TDMHMR  child 
and  adolescent  services  division,  which  was  originally 


authorized  to  develop  and  coordinate  child  and  adoles- 
cent mental  health  services  within  the  department,  was 
dissolved  in  1971,  leaving  no  identifiable  administrative 
structure  within  the  department  that  was  directly  responsi- 
ble for  child  and  adolescent  services. 

As  a result  of  activities  during  the  past  eight  years, 
there  has  been  a diversity  of  approaches  attempted,  and 
difficulties  experienced,  in  the  formulation  of  service  de- 
livery systems  which  are  comprehensive  in  nature,  well 
organized,  and  coordinated  with  other  mental  health  ser- 
vices for  children  and  youth. 

This  is  not  to  say  that  much  has  not  been  done,  but 
what  has  been  accomplished  has  not  resulted  directly 
from  the  TDMHMR  or  any  official  state  policy  designating 
a plan  for  providing  child  and  adolescent  mental  health 
services.  Also,  in  reviewing  the  past  eight  years,  it  is 
obvious  that  the  lack  of  an  official  child  and  adolescent 
services  policy  or  plan  is  not  the  result  of  a dearth  of 
definitive  information.  However,  significant  accomplish- 
ments and  the  development  of  programs  have  occurred 
because  of  the  continuing  efforts  of  many  dedicated  cli- 
nicians and  administrators  in  the  TDMHMR  system. 

The  following  list  demonstrates  some  progress  which 
has  been  made:  Report  of  Child  and  Adolescent  Ser- 
vices within  the  Texas  Department  of  Mental  Health  and 
Mental  Retardation  (1970);  NIMH  Report  of  Ad  Hoc 
Committee  in  Child  Mental  Health  (1971);  Young  People 
in  Our  State  Hospitals-Texas  Department  of  Mental 
Health  and  Mental  Retardation  Report  (1972);  Artesia 
Hall  Incident  (Summer  1973);  Interagency  Task  Force  on 
Youth  Care  and  Rehabilitation's  Report  (1973);  Task 
Force  Report  on  Child  and  Adolescent  Services  within 
the  Texas  Department  of  Mental  Health  and  Mental  Re- 
tardation (1973);  Basic  Standards  and  Guidelines -Child 
and  Adolescent  Programs  in  the  Texas  Department  of 
Mental  Health  and  Mental  Retardation  (1974);  Task 
Force  on  Services  to  Emotionally  Disturbed  Children’s 
Report  (1976);  and  the  Resolution  of  the  Texas  Associa- 
tion for  Mental  Health  (1977). 

All  of  these  reports  or  events  have,  in  one  way  or  an- 
other, focused  on  the  mental  health  needs  of  children  and 
adolescents  and  have  generated  a recognition  of  need 
priorities  in  Texas,  particularly  within  the  TDMHMR. 

Tangible  evidence  exists  in  programs  established  to 
provide  services  to  children  and  adolescents  in  each  of 
the  state  hospitals  in  Texas,  except  Kerrville  State  Hos- 
pital which  is  predominantly  a geriatric  facility.  In  addi- 
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tion,  some  new  facilities  have  been  built;  school  programs 
have  been  started;  more  operating  money  has  been  ap- 
propriated for  programs;  more  staff  has  been  hired;  con- 
sultation services  have  been  easier  to  obtain;  closer  ties 
between  the  community  programs  and  the  hospitals  have 
developed. 

There  are  still  many  challenges  in  building  child  and 
adolescent  programs  in  the  state  hospitals  and  in  devel- 
oping client  linkage  systems  with  community  resources 
and  other  public  and  private  agencies.  Very  briefly,  some 
problem  areas  still  being  addressed  are: 

1 . The  procedures  and  criteria  by  which  children  and 
adolescents  get  from  the  community  to  a child  and/or 
adolescent  unit  is  often  unclear,  inconsistent,  and  based 
upon  factors  other  than  clinical  assessment.  This  has  con- 
tributed to  inappropriate  referrals  and  the  hospitalization 
of  some  children  and  adolescents  who  probably  could 
have  been  served  in  the  community. 

2.  Careful  consideration  of  discharge  planning  usually 
is  not  a part  of  the  admission  process.  Because  the  pro- 
cedures and  criteria  for  planning  the  eventual  discharge 
of  a patient  are  not  well  established,  plans  are  frequently 
postponed  until  discharge  activities  are  initiated. 

3.  Although  aftercare  services  are  considered  for  each 
discharged  patient,  hospital  staffs  still  experience  diffi- 
culty in  arranging  these  services  because  of  the  lack  of 
resources  or  the  failure  of  a community  agent  to  assume 
full  responsibility  in  providing  them. 

4.  There  are  limited  development  and  training  activities 
for  staff  of  the  child  and/or  adolescent  unit.  There  are 
also  few  work  incentives,  especially  at  the  child  care  work- 
er level,  which  would  encourage  long  tenure  within  the 
child  and/or  adolescent  unit.  Since  child  and  adolescent 
services  are  built  basically  upon  a psycho-educational 
approach,  ie,  treatment  based  on  milieu  therapy,  trained 
staff  at  all  levels  are  essential  to  its  effectiveness. 

5.  During  the  past  few  years,  a relatively  small  percent- 
age of  state  appropriations  has  been  specifically  desig- 
nated for  child  and  adolescent  mental  health  programs. 
Because  of  this  limited  funding  most  of  the  child  and  ado- 
lescent programs  in  state  hospitals  need  more  and  better 
qualified  staff,  adequate  facilities  for  housing  and  pro- 
gramming, and  a greater  variety  of  treatment  programs 
and  methodologies. 

The  Concept  of  a Total  Mental  Health  Delivery  System 
The  provision  of  child  and  adolescent  inpatient  and  out- 


patient services  by  the  Texas  MHMR  department  can  be 
conceptualized  as  a subsystem  within  a state  network  of 
services.  Patients  move  into  and  out  of  hospitals  through 
a maze  of  formal  and  informal  service  subsystems  which 
make  up  the  mental  health  services  system.  At  these 
points  of  patient  and  agency  juncture,  admission  and  dis- 
charge, entry  and  exit,  problems  related  to  the  continuity 
of  services,  linkages  between  agencies,  and  patient 
movement  become  most  visible  and  troublesome.  Plan- 
ning a mental  health  service  system  requires  that  the 
entire  network  be  viewed  as  a whole  and  that  patient 
entry  and  exit  points  between  subsystems  be  clearly  de- 
fined and  understood  by  referral  agents.  This  is  important 
because  programs  and  service  subsystems  frequently  be- 
come structured  during  the  establishment  of  patient  eligi- 
bility criteria.  Although  crii^  la  for  the  control  points  of 
admission  and  discharge  may  not  be  formally  stated  for 
a given  service  subsystem,  they  do,  in  fact,  exist  and 
govern  the  flow  of  patients  through  the  total  system. 

By  permitting  service  demands  to  evolve  randomly  and 
to  some  extent  determine  patient  eligibility,  movement, 
and  programming,  service  models  have  been  at  the  mer- 
cy of  fluctuating  influences,  including  limited  resources. 
Most  often  service  demands  and  available  resources 
determine  need  priorities  and  agency  response  time. 
Consequently,  the  TDMHMR  system  has  continued  to 
experience  difficulty  in  responding  efficiently  with  services 
and  in  meeting  the  mental  health  needs  of  all  Texas 
children  and  adolescents. 

Inpatient  and  outpatient  services  cannot  be  provided 
effectively  as  separate  and  isolated  subsystems.  The  suc- 
cess of  a mental  health  network  will  be  measured  on  the 
basis  of  service  provided  in  concert  with  other  agencies 
and  with  communities  which  constitute,  in  some  in- 
stances informally,  the  state’s  system  of  mental  health 
services. 

In  order  to  bring  about  this  concert  of  agencies  and 
services,  special  attention  should  be  given  to  the  planning 
and  design  of  a complete  state  system  for  mental  health 
services  for  children  and  adolescents.  Such  a system 
would  be  composed  of  numerous  supportive,  comple- 
mentary, and  alternative  subsystems,  ranging  from  pre- 
ventive approaches  to  more  intensive  long-term  and  high- 
ly specialized  services.  A complete  mental  health  system 
would  include,  at  least,  such  program  activities  as  case 
finding,  crisis  intervention,  education  and  consultation, 
diagnosis  and  evaluation,  therapeutic  day  care,  communi- 
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ty  outpatient  and  inpatient  units,  community  sheltered 
living,  psychiatric  hospital  care,  residential  group  living, 
and  specialized  foster  home  care. 

Conclusion 

During  the  past  eight  years  child  and  adolescent  mental 
health  care  has  received  much  attention,  but  limited  pro- 
gress has  been  shown  in  the  development  and  coordina- 
tion of  services.  In  fact,  because  of  the  growth,  complexi- 
ty, and  specialization  of  public  and  private  providers,  the 
situation  may  have  worsened.  Confusion,  controversy, 
and  territorialism  appear  more  obvious  now  than  in  the 
past. 

This  limited  knowledge  and  understanding  of  each 
agency's  child  and  adolescent  services  and  their  capa- 
bilities has  contributed  to  the  difficulty  experienced  by 
hospitals  and  community  facilities  in  providing  continuity 
in  service  delivery  and  in  building  a coordinated  service 
network.  This  lack  of  an  identifiable  network  of  services 
is  also  facilitated  by  the  lack  of  administrative  and  pro- 
cedural guidelines  between  and  within  different  state, 
federal,  and  local  agencies  dealing  with  children  and 
adolescents.  But,  the  building  of  a foundation  continues. 

As  a result  of  a renewed  emphasis  on  child  and  adoles- 
cent services  by  its  new  commissioner,  John  Kavanagh, 
MD,  the  Texas  Department  of  Mental  Health  and  Mental 
Retardation  is  again  directing  its  attention  to  the  develop- 
ment and  coordination  of  child  and  adolescent  mental 
health  services  and  personnel  that  work  directly  with  this 
issue.  In  effect,  a structure  is  now  being  built  on  the 
“foundation.” 


Harold  K,  Dudley,  Jr,  Assistant  Deputy  Commissioner  tor  Mental  Health 
Services,  Texas  Department  of  Mental  Health  and  Mental  Retardation, 
PO  Box  12668,  Capitol  Station,  Austin,  TX  78711. 

Carol  Phelan,  PhD,  Director,  Division  of  Mental  Health,  3520  West 
Oxford  Ave,  Denver,  CO  80236. 


NOTE;  The  opinions  expressed  in  this  article  are  those  of  the  authors 
and  not  official  policies  or  directions  of  the  Texas  Department  of  Mental 
Health  and  Retardation, 


Reducing  the  cost  of  medical  care: 
prevention  as  a cost  effective  measure 

J.  H.  U.  Brown,  PhD 


Americans  live  in  an  environment  which  is  of  their  own 
making  and  which  is  dangerous  to  them.  The  link  between 
smoking  and  lung  cancer,  obesity  and  heart  disease,  al- 
cohol abuse  and  cirrhosis  is  clear  cut,  and  obviously  in 
these  cases  the  extent  of  disease  could  be  decreased  by 
a program  of  education.  Breslow'  has  clearly  demon- 
strated that  observance  of  seven  simple  habits  (regular 
meals,  exercise,  sleep,  weight  reduction,  etcetera)  results 
in  longer  life  and  better  health.  There  is  some  indication 
that  Americans  want  better  health.  Millions  are  spent  each 
year  on  vitamins,  health  foods,  literature,  and  organiza- 
tions such  as  Weight  Watchers,  Smoke  Enders,  Alcohol- 
ics Anonymous,  Transcendental  Meditation,  and  other 
such  movements.  Somers^  reports  that  56%  of  all  Ameri- 
cans feel  a real  need  for  health  education. 

Green^  feels  that  health  education  can  improve  the 
operations  of  the  physician's  practice  by  reducing  broken 
appointments,  reducing  malpractice  suits,  improving  and 
expediting  diagnosis,  and  improving  compliance  with 
medical  regimens. 

Other  benefits  are  apparent.  Roccella'*  reports  that  at 
Massachusetts  General  Hospital  an  educational  program 
for  patients  scheduled  for  surgery  explaining  the  risks, 
the  pain,  and  the  postoperative  effects  reduced  the  need 
for  pain  killing  drugs  by  50%  and  the  hospital  stay  by  2.7 
days.  In  another  study  the  education  of  asthmatics  who 
used  an  emergency  room  produced  a cost  saving  of  $6 
for  every  dollar  spent  in  educating  the  patient  to  care 
for  himself.  Even  more  dramatic  results  have  been  ob- 
tained in  hemophiliacs.  Education  on  care,  prevention  of 
injury,  and  simple  treatment  reduced  the  hospital  stays 
from  432  days  to  42  days.  The  Committee  for  the  Nation- 
al High  Blood  Pressure  Education  Program  has  produced 
data®  which  indicate  that  its  educational  program  has 
increased  visits  to  physicians  for  treatment,  reduced  the 
number  of  unsuspected  cases  of  hypertension,  and  in- 
creased the  number  of  patients  whose  blood  pressure  is 
under  adequate  control.  In  California  a program  to  reduce 
cholesterol  in  two  communities  resulted  in  significant  re- 
ductions in  blood  levels  of  the  substance.® 

Proper  preventive  measures  are  hampered  by  two 
major  factors.  In  the  first  place  the  public  receives  a great 
deal  of  health  misinformation  through  television  and  radio. 
It  has  been  estimated  that  school  children  receive  about 
70%  of  their  health  information  from  television  and  only 
about  30%  of  the  information  is  correct.^  In  the  second 
place,  the  practicing  physician  is  limited  by  two  factors. 


Although  he  sees  the  patients  and  provides  the  larger 
part  of  health  information,  he  is  limited  by  lack  of  time  to 
spend  in  counseling  and  answering  questions,  and  he  is 
limited  in  that  most  medical  schools  do  not  provide  ade- 
quate training  in  prevention,  especially  in  such  areas  as 
nutrition  and  therapeutic  diets;  yet  the  physician  could  be 
much  more  effective  in  treating  disease  if  the  patient 
were  taught  to  use  the  health  care  system  more  effective- 
ly and  to  know  more  about  medical  self-help.  Statistics 
show  clearly  that  patients  often  do  not  take  medicine 
when  it  is  provided.®  Education  could  help  to  remedy 
this  fault  of  the  system. 

What,  then,  is  the  solution? 

Two  approaches  might  be  taken.  In  the  first  place,  the 
physician  could  provide  the  office  nurse  with  sufficient 
training  to  provide  a certain  degree  of  education  and  help 
to  patients.  This  is  already  under  way  in  pediatrics  where 
the  office  nurse  often  provides  information  on  diseases  in 
children  and  simple  prevention.  Secondly,  physicians 
could  encourage  the  formation  of  health  education  cen- 
ters in  the  community  which  could  provide  hotlines  for 
various  diseases,  and  conduct  campaigns  (Papanicolaou 
smear,  chest  x-ray)  to  alert  the  population  to  disease, 
and  conduct  classes  in  health  maintenance.  The  federal 
government  spends  a minuscule  part  of  its  budget  in  this 
area  at  the  moment,  and  physicians  can  take  a stand  for 
greater  support  of  such  measures. 
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If  you  don't  like  thinking  about  safety, 
think  where  you  might  be  without  it. 


National^ 

j® 

Council^ 


ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caiis  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  /ig/ml)  are  reached 
in  1-3  hours.  Ouantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful =5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 


A reminder  from  the  National 
Safety  Council.  A non-profit, 
non-governmental  public 
service  organization.  Our  only 
goal  is  a safer  America. 
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ORAL  SUSPENSION 

Please  see  brief  summary  of  prescribing  infQrr^ation  onjfacing  page 


in  a pyramid, 
sound  "step  two” 
hypertension 
therapy 
requires 
every  block 


Cost 

According  to  a recent  study, ^ Solutensin® 
(hydroflumethiazide  50  mg./reserpine 
0.125  mg.)  was  the  most  economical  "step 
■two"  therapy. . . about  3^  the  cost  of  a day's 
supply  of  thiazide  + methyidopa  or  thiazide 
+ propranolol.^ 


Saluron^ 

(hydroflumethiazide  50  mg.) 


Salutensto 

(hydroflumethiazide  50  mg./ reserpine  0.125 mg.) 


Salutensin-De: 

(hydroflumethiazide  25 mg./reserpine  0.125 mg.) 


the  family  of 
anti  hypertensives 
completing  the 
therapeutic  pyramid 


Dosage  titration 

Solutensin  contains  the  recommended 
effective  doses  of  both  its  components, 
requiring  minimal  titration. 


Duration  of  action 

Solutensin  contains  Saluron  (hydroflume- 
thiazide), an  intermediate-acting  thiazide 
diuretic,  which  works  over  an  1 8-24  hour 
period,  ideal  for  once-daily  therapy. 


Compliance 

The  total  daily  dose  can  be  given  once  a day. 
Compared  with  multiple-daily-dosage 
medications,  the  chance  of  a missed  dose 
is  greatly  reduced. 


Volume/vasoconstriction 

‘ At  the  foundation  of  "step  two  ' hypertension 
therapy,  control  of  both  circulating  volume 
and  peripheral  resistance  can  be  effectively 
’ achieved  with  the  combination  tablet 
Salutensin  one  day  at  a time. 


I 

I 

References:  1.  Finnerty,  F.  A.  et  al.'.  An  Evaluation  of 
j Step  2 Regimens  in  Hypertension,  data  on  file,  Bristol 
I Laboratories,  1977.  2.  Red  Book  1977. 
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Saluron* 

(hydroflumethiazide  50  mg.) 


(hydroflumelhiazide  SOmg./reserpine  0.125 mg.) 


Salutensin-Demi 

(hydroflumethiozide  25mg./reserpine  0.125  mg.) 

Structured  for  the 
long  run  in"steptwo” 
hypertension 

Saluron®  (hydroflumethiazide) 

For  complete  information  consult  Official  Package  Circular. 
CONTRAINDICATIONS:  Patients  with  anuria,  oliguria,  or  hypersensitivity 
to  this  or  other  sulfonamide  derived  drugs. 

WARNINGS:  Saluron  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired 
renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. Thiazides  may  be 
additive  or  potentiative  of  the  action  of  other  antihypertensive  drugs. 
Potentiationoccurs  with  gang  I ionic  or  peripheral  adrenergic  blocking  drugs. 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or 
bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported. 

Usage  in  pregnancy:  Usage  of  thiazides  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its 
possible  hazards  to  the  fetus. These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which 
have  occurred  in  the  adult. 

Nursing  mothers:  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  and  breast  milk. 

PRECAUTIONS:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate 
intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance:  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte 
determinations  are  particularly  important  when  the  patient  is  vomiting 
excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are:  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting. 

Hypokalemia  may  develop  with  thiazides  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or  during 
concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to 
hypokalemia.  Digitalis  therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial  activity. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific 
treatment  excep.  under  extraordinary  circumstances  (as  in  liver  disease 
or  renal  disease).  Dilutional  hyponatremia  may  occur  in  edematous 
patients  in  hot  weather:  appropriate  therapy  is  water  restriction,  rather 
than  administration  of  salt  except  in  rare  instances  when  the  hypo- 
natremia is  life  threatening.  In  actual  salt  depletion,  appropriate  replace- 
ment is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or 
unchanged.  Latent  diabetes  mellitus  may  become  manifested  during 
thiazide  administration. 

Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the 
postsympathectomy  patient. 

Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This 
diminution  is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent 
for  therapeutic  use. 

If  progressive  renal  impairment  becomes  evident,  as  indicated  by  a rising 
nonprotein  nitrogen  or  blood  urea  nitrogen,  a careful  reappraisal  of 
therapy  is  necessary  with  consideration  given  to  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance. 

ADVERSE  REACTIONS: 

A.  Gastrointestinal  system  reactions;  Anorexia,  gastric  irritation,  nausea. 


vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  pancreatitis. 

B.  Central  nervous  system  reactions:  Dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia. 

C.  Hematologic  reactions:  Leukopenia,  agranulocytosis,  thrombocytopenia, 
aplastic  anemia. 

D.  Dermatologic-Hypersensitivity  reactions:  Purpura,  photosensitivity, 
rash,  urticaria,  necrotizing  angiitis  (vasculitis)  (cutaneous  vasculitis). 

E.  Cardiovascular  reaction:  Orthostatic  hypotension  may  occur  and  may 
be  aggravated  by  alcohol,  barbiturates,  or  narcotics. 

F.  Other:  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm, 
weakness,  restlessness. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
should  be  reduced  or  therapy  withdrawn. 

USUAL  DOSE:  The  average  adult  diuretic  dose  is  25  to  200  mg.  per  day. 

The  average  adult  antihypertensive  dose  is  50  to  100  mg.  per  day. 

Therapy  should  be  individualized  according  to  patient  response. This 
therapy  should  be  titrated  to  gain  maximal  therapeutic  response  as  well 
as  the  minimal  dose  possible  to  maintain  that  therapeutic  response. 

HOW  SUPPLIED:  Saluron  (hydroflumethiazide  50  mg.);  Bottles  of  100. 

Salutensin®*  Salutensin-Demi™  (i2)io/27/7e 

(hydroflumethiazide,  reserpine  anti  hypertensive  formulation) 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy 
of  hypertension.  Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  represents  the  dos- 
age so  determined,  its  use  may  be  more  convenient  in  patient 
management.  The  treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient  warrant. 

CONTRAINDICATIONS:  Anuria,  oliguria,  active  peptic  ulceration, 
ulcerative  colitis,  severe  depression  or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 

WARNINGS:  Small-bowel  lesions  (obstruction,  hemorrhage,  perforation 
and  death)  have  occurred  during  therapy  with  enteric-coated  formulations 
containing  potassium,  with  or  without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only  when  indicated  and  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  pregnancy:  Thiazides  cross  the  placenta  and  can  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS:  Azotemia,  hypochloremic,  hyponatremia,  hypochloremic 
alkalosis  and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corti- 
costeroid therapy)  may  occur,  particularly  with  pre-existing  vomiting  and 
diarrhea.  Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium  chloride  or,  if  necessary, 
disconfinuation  of  therapy.  Serum  ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks 
before  surgery  or  if  myocardial  irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic  ulcera- 
tion or  bronchial  asthma:  in  postsympathectomy  patients:  in  patients  on 
quinidine:  and  in  patients  with  gallstones,  in  whom  biliary  colic  may  occur. 
Patients  who  have  diabetes  mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observation  if  treated  with  this  agent. 
ADVERSE  REACTIONS:  Hydroflumethiazide:  Skin-rashes  (including 
exfoliative  dermatitis),  skin  photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic  anemia,  orthostatic  hypotension 
(potentiated  with  alcohol,  barbiturates  or  narcotics),  allergic  glomerulo- 
nephritis, acute  pancreatitis,  liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  thrombocytopenia,  hyperuricemia, 
hyperglycemia,  glycosuria,  malaise,  weakness,  dizziness,  fatigue, 
paresthesias,  muscle  cramps,  skin  rash,  epigastric  distress,  vomiting, 
diarrhea  and  constipation.  Reserpine : Depression,  peptic  ulceration, 
diarrhea.  Parkinsonism,  nasal  stuffiness,  dryness  of  the  mouth,  weight 
gain,  impotence  or  decreased  libido,  conjunctival  injection,  dull  sensorium, 
deafness,  glaucoma,  uveitis,  optic  atrophy,  and,  with  overdosage,  agita- 
tion, insomnia  and  nightmares. 

USUAL  DOSE:  1 tablet  b.i.d. 

HOW  SUPPLIED:  Salutensin  (hydroflumethiazide  50  mg.,  reserpine  0.125 
mg.):  Bottles  of  100  and  1000. 

Salutensin-Demi  (hydroflumethiazide  25  mg.,  reserpine  0.125  mg.): 

Bottles  of  100. 
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CURRENT  NATIONAL  MEETINGS 

AMERICAN  COLLEGE  OF  CARDIOLOGY.  The  28th 
annual  scientific  session  of  the  American  College  of  Car- 
diology will  be  held  Mar  1 1-15,  1979,  in  Miami  Beach, 

Fla,  at  the  Miami  Beach  Convention  and  Exhibit  Center 
and  nearby  hotels.  Leading  off  with  a dozen  mini-courses 
on  Sunday,  Mar  1 1,  the  week’s  schedule  includes  clinical 
and  research  reports,  special  lectures,  panel  discussions, 
meet-the-expert  workshops,  and  symposia.  Subject  mat- 
ter will  include  every  aspect  of  the  cardiovascular  sci- 
ences, ranging  from  original  investigation  to  an  evaluation 
of  clinical  work  in  both  cardiology  and  cardiac  surgery. 

As  an  organization  accredited  for  continuing  medical  edu- 
cation, the  American  College  of  Cardiology  certifies  that 
this  program  meets  the  criteria  for  23V2  hours  of  Category 
1 credit  of  the  AMA  Physician’s  Recognition  Award.  Each 
luncheon  panel  attended  meets  the  criteria  for  1 hour 
Category  1 credit  and  each  mini-course  attended  meets 
the  criteria  for  3 hours  of  Category  1 credit.  Contact: 
William  D.  Nelligan,  Executive  Director,  9111  Old  George- 
town Road,  Bethesda,  MD  20014. 

AMERICAN  COLLEGE  OF  PHYSICIANS.  Specialists  in 
internal  medicine  and  related  fields  will  assemble  in  San 
Francisco  on  Mar  26-29,  1979,  for  the  60th  annual  ses- 
sion of  the  American  College  of  Physicians.  “Inflamma- 
tion” is  the  main  theme  of  this  four-day  meeting,  and 
many  of  the  panel  discussions  will  deal  with  specific  areas 
that  touch  all  aspects  of  inflammation.  Physicians  attend- 
ing the  meeting  will  have  an  opportunity  to  obtain  credit 
hours  in  continuing  medical  education.  There  will  be  a total 
of  62  workshops  and  244  “meet  the  professor”  sessions, 
as  well  as  four  mini-course  sessions.  Contact:  Robert  H. 
Moser,  MD,  FACP,  4200  Pine  Street,  Philadelphia,  PA 
19104. 

INTERNATIONAL  ACADEMY  OF  PREVENTIVE  MEDI- 
CINE. The  1979  Spring  Conference  of  the  International 
Academy  of  Preventive  Medicine  will  be  held  Mar  8-1 1 , 
1979,  at  the  Fairmont  Hotel  in  Dallas.  The  program  will 
touch  on  the  various  aspects  of  preventive  medicine  in- 
cluding preventive  myocardiology,  nutritional  aspects  of 
disease  prevention,  stress  reduction  as  a factor  in  pre- 
vention and  treatment  of  cancer,  and  stress  reduction 
applied  to  dentistry.  Workshops  and  panel  sessions  are 
planned  throughout  the  three-day  conference.  Optional 


seminars  on  behavioral  kinesiology  and  personal  and 
professional  financial  management  will  also  be  offered. 
The  conference  offers  physicians  an  opportunity  to  earn 
30  hours  continuing  education  credit.  Contact:  Joseph  A. 
Nowell,  Executive  Director,  10409  Town  & Country  Way, 
Suite  200,  Houston,  TX  77024. 

CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 
MARCH 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  San  Antonio,  Mar  22-24, 
1979.  Robert  Frazier,  1801  Hinman,  Evanston,  IL  60204. 

■ AMERICAN  COLLEGE  OF  ALLERGISTS,  Houston,  Mar  17-22,  1979. 
FP  White,  2141  14th  Street,  Boulder,  CO  80302. 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  Miami  Beach,  Fla,  Mar 
11-15,  1979.  William  D.  Nelligan,  91 1 1 Old  Georgetown  Road, 
Bethesda,  MD  20014. 

■ AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLO- 
GISTS, San  Antonio,  Mar  6-7,  1979.  Ingrid  Ablett,  1 East  Wacker 
Drive,  Chicago,  IL  60601. 

AMERICAN  COLLEGE  OF  PHYSICIANS.  San  Francisco.  Mar  26-29, 
1979.  Robert  Moser,  MD,  4200  Pine  Street,  Philadelphia,  PA  19104. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  18th  National  Conference 
on  the  Detection  and  Treatment  of  Breast  Cancer,  Atlanta,  Mar  5-8, 
1979.  6900  Wisconsin  Ave,  Chevy  Chase,  MD  20015. 

AMERICAN  DIABETES  ASSOCIATION,  COLORADO  AFFILIATE, 

INC.,  16th  Annual  Colorado  Diabetes  Institute,  Aspen,  Colo,  Mar 
11-15,  1979.  Arnold  R Schwanke,  1045  Acoma  St.  Denver,  CO  80204. 

■ AMERICAN  PSYCHOSOMATIC  SOCIETY.  Dallas,  Mar  23—25, 

1979.  HA  Hofer,  MD,  265  Nassau  Road,  Roosevelt,  NY  11575. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Toronto.  Canada,  Mar 
26-30,  1979.  James  Martin,  MD,  Bowman  Gray  School  of  Medicine,  300 
South  Hawthorne  Road,  Winston-Salem,  NC  27103. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS.  Tampa,  Fla, 

Mar  17-21,  1979.  Blaise  Alfano,  MD,  675  Main  Street,  Melrose.  MA 
02176, 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOLOGY  AND 
THERAPEUTICS,  Kansas  City,  Mo,  Mar  21-23,  1979.  Elaine  Galasso, 
1718  Gallagher  Road,  Norristown,  PA  1 9401 . 

COLLEGE  OF  AMERICAN  PATHOLOGISTS,  New  Orleans,  Mar 
22-29,  1979.  Howard  Cartwright.  7400  N Skokie  Blvd,  Skokie,  IL  60076. 

FEDERATION  OF  AMERICAN  HOSPITALS,  Atlanta,  Mar  28-  31, 

1979.  Porter  Briggs,  Box  2451,  Little  Rock,  AR  72203. 

■ INTERNATIONAL  ACADEMY  OF  PREVENTIVE  MEDICINE,  Dallas, 
Mar  8-1 1 , 1979.  Joseph  A Nowell,  10409  Town  & Country  Way,  Suite 
200,  Houston,  TX  77024. 
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NATIONAL  COUNCIL  OF  THE  AGING,  Cincinnati,  Mar  25-28,  1979. 
Barbara  Freda,  1828  L Street,  NW.  Washington.  DC  20036. 

NATIONAL  HEALTH  COUNCIL,  Washington,  DC,  Mar  14-16,  1979. 
Edward  Van  Ness,  1740  Broadway,  New  York,  NY  10019. 

■ NINTH  DISTRICT  MEDICAL  SOCIETY,  TEXAS  MEDICAL  ASSOCIA- 
TION, Mar  22,  1979  Haden  E McKay,  MD.  Drawer  M,  Humble,  TX 
77338 

■ SOCIETY  OF  AIR  FORCE  PHYSICIANS.  San  Antonio,  Mar  10-14, 
1979.  Douglas  W Jenkins,  Lt  Col,  USAF,  MC,  Scientific  Program  Chmn, 
Wilford  Hall  USAF  Medical  Center  (SGHMP),  Lackland  AFB,  TX  78236. 

■ SOCIETY  OF  NUCLEAR  MEDICINE,  SOUTHWEST  CHAPTER,  San 
Antonio,  Mar  16-18,  1979.  Stanton  E Shuler.  MD,  Nuclear  Medicine, 
Ochsner  Foundation  Hospital,  New  Orleans,  LA  70121. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & GYNECOLOGISTS, 
San  Antonio,  Mar  8-10,  1979.  Iris  Wenzel,  1905  N Lamar  Blvd,  Austin. 
TX  78705. 

■ TEXAS  RADIOLOGICAL  ASSOCIATION,  San  Antonio,  Mar  8-10, 
1979.  Donald  N Dysart,  MD,  Scott  and  White  Clinic,  Temple,  TX  76501. 

■ TEXAS  REGIONAL  MEETING,  AMERICAN  COLLEGE  OF  PHYSI- 
CIANS, San  Antonio,  Mar  10-14,  1979.  Ernest  J Clark  (MC),  Head- 
quarters, USAF,  Director  of  Professional  Services,  1000  Independence 
Ave,  SW,  Washington,  DC  20314. 

APRIL 

AMERICAN  ACADEMY  OF  NEUROLOGY.  Chicago,  Apr  23-28,  1979. 
Stanley  A Nelson,  4015  W 65th  St,  Suite  302A,  Minneapolis,  MN  55435. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Miami,  Apr  2-5,  1979. 
John  E Pauly,  MD,  University  of  Arkansas  for  Medical  Sciences,  4301  W 
Markham  St,  Little  Rock,  AR  72201 . 

■ AMERICAN  ASSOCIATION  OF  PATHOLOGISTS,  Dallas,  Apr  6-10, 
1979.  KM  Endicott,  MD,  9650  Rockville  Pike,  Bethesda,  MD  20014. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SURGERY,  Boston, 

Apr  30-May  2,  1979.  Wm  T Maloney,  6 Beacon  St,  Suite  620,  Boston, 
MA  02108. 

AMERICAN  CANCER  SOCIETY,  NATIONAL  CONFERENCE-URO- 
LOGIC  CANCER,  Los  Angeles,  Apr  4-6,  1979.  777  Third  Avenue,  New 
York,  NY  10017. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLO- 
GISTS, New  York,  Apr  1-5,  1979.  Warren  H Pearse,  MD,  One  E 
Wacker,  #2700,  Chicago,  IL  60601, 

AMERICAN  COLLEGE  OF  SURGEONS,  7th  Annual  Spring  Meeting, 
Denver,  Apr  1-5,  1979.  Frank  Arado,  55  East  Erie,  Chicago,  IL  60611. 

AMERICAN  GERIATRICS  SOCIETY,  INC,  Washington,  DC,  Apr 
23-24,  1979.  Kathryn  Henderson,  10  Columbus  Circle,  Suite  1470, 
New  York,  NY  10019. 


AMERICAN  LARYNGOLOGICAL,  RHINOLOGICAL  AND  OTOLOGI- 
CAL  SOCIETY,  Beverly  Hills,  Calif,  Apr  3-5,  1979.  Ann  R Holm,  2954 
Dormann  Road,  Broomall,  PA  19008. 

■ AMERICAN  LUNG  ASSOCIATION  OF  TEXAS,  Austin,  Apr  26-28, 
1979.  Linda  Nichols,  7701  N Lamar  Blvd,  Austin,  TX  78752. 

AMERICAN  MEDICAL  ASSOCIATION,  32nd  National  Conference  on 
Rural  Health,  St  Paul,  Minn,  Apr  18-21,  1979.  535  North  Dearborn, 
Chicago,  IL  60610. 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIATION,  Anaheim, 

Calif,  Apr  30-May  4,  1979.  150  North  Wacker  Drive,  Chicago,  IL  60606. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlanta,  Apr  30-May  4,  1979. 

David  Goldring,  St  Louis  Children  s Hospital,  500  S Kingshighway, 

St.  Louis,  MO  63110. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  New  Orleans,  Apr 
26-29,  1979.  William  R Ramsey,  2550  M Street,  NW,  Suite  620, 
Washington,  DC  20037. 

GEORGIA  LUNG  ASSOCIATION,  Savannah,  Ga,  Apr  26-28,  1979. 

Flay  W Sellers,  1383  Spring  St,  NW,  Atlanta,  GA  30309. 

■ HOUSTON  SOCIETY  OF  CLINICAL  PATHOLOGISTS,  Houston,  Apr 
28,  1979.  Mrs  Luna,  6516  Bertner,  Houston,  TX  77030. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY.  Monte  Carlo,  Paris, 
Tours,  France,  Apr  26-May  10,  1979.  Alfred  J Cantor,  MD,  Box  L,  Great 
Neck,  LI,  NY  11023. 

NATIONAL  CONFERENCE  ON  HIGH  BLOOD  PRESSURE  CONTROL, 
Washington,  DC,  Apr  4-6,  1979.  Julie  Knowles,  1501  Wilson  Blvd, 

Suite  600,  Arlington,  VA  22209. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY,  New  Orleans, 

Apr  27-May  1,  1979.  Lois  Neary,  1430  Tulane  Ave,  New  Orleans,  LA 
70112. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Las  Vegas,  Apr  23-26, 
1979.  Jack  A Barney,  MD,  708  Physicians  & Surgeons  Bldg,  Oklahoma 
City,  OK  73103. 

■ TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY,  Bandera,  Apr  6-8,  1979. 
Frank  E Crumley,  MD,  3600  Gaston  Ave,  Dallas,  TX  75246. 

■ TEXAS  SURGICAL  SOCIETY,  Fort  Worth,  Apr  1-3,  1979.  William  D. 
Barnett,  MD,  1004  N Washington,  Dallas,  TX  75204. 

■ TEXAS  THORACIC  SOCIETY,  Austin,  Apr  26-28,  1979. 

Linda  Nichols,  7701  N Lamar  Blvd,  Austin,  TX  78752. 

MAY 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Washington,  DC,  May 
22-25,  1979.  James  W Dilley,  2807  Central  Street,  Evanston,  IL  60201. 

■ AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS,  TEXAS 
CHAPTER,  Corpus  Christi,  May  20-23,  1979.  Joel  Hellmann,  MD, 
Secretary,  12605  East  Freeway,  Suite  620,  Houston,  TX  77015. 


TEXAS  MEDICINE 


AMERICAN  COLLEGE  OF  LEGAL  MEDICINE.  Palmetto  Dunes,  SC, 

May  9-13, 1979.  Betty  Hanna,  1340  N Astor,  Suite  2608,  Chicago,  IL 60610. 


83 


■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH  TEXAS  CHAPTER, 
Dallas,  May  18-19,  1979.  Felix  P Peppard,  MD.  401  Baylor  Plaza, 

3600  Gaston  Ave,  Dallas,  TX  75246. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  TEXAS  CHAP- 
TER, Austin,  May  16-19,  1979.  Jean  Carpenter,  211  E 7th  Street, 
Austin,  TX  78701 , 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Chicago,  May  14-18, 

1979.  Melvin  Sabshen,  MD,  8 S Michigan  Ave,  Chicago,  IL  60603. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC  SURGERY,  Colo- 
rado Springs,  May  6-10,  1979.  Donald  R Klein,  MD,  6546  LBJ  Free- 
way, Suite  100,  Dallas,  TX  75240. 

AMERICAN  THORACIC  SOCIETY  OF  THE  AMERICAN  LUNG  ASSO- 
CIATION, Las  Vegas,  May  13-16,  1979.  Sandy  R lannotta,  1740  Broad- 
way, New  York,  NY  10019. 

DIGESTIVE  DISEASE  WEEK,  New  Orleans,  May  19-25,  1979.  Charles 
B Slack,  6900  Grove  Road,  Thorofare,  NY  08086 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF  BLINDNESS,  New 
York,  May  17,  1979.  Virginia  C Boyce,  79  Madison  Ave,  New  York,  NY 
10016. 

■ TEXAS  AIR-MEDICS  ASSOCIATION.  Dallas,  May  3,  1979.  Don  L 
McCord,  MD,  5035  Ave  0,  Clifton,  TX  76634. 

■ TEXAS  ASSOCIATION  OF  NEUROLOGICAL  SURGEONS,  Dallas, 
May  4-5,  1979.  William  J Nelson,  1810  Murchison  Drive,  El  Paso, 

TX  79902. 

■ TEXAS  ASSOCIATION  OF  PHYSICIANS  IN  NUCLEAR  MEDICINE, 
Dallas,  May  5,  1979.  Marcos  Calderon,  7000  Fannin  #M50,  Houston, 
TX  77030. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Dallas,  May  5,  1979.  James 
B.  Howell,  MD,  3600  Gaston  Ave,  Dallas,  TX  75246. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Dallas,  May  4-5, 
1979.  Rodolfo  E Margo,  MD,  Mid-Valley  Medical  Arts  Bldg.  #16, 
Weslaco,  TX  78596. 


The  "Meetings"  section  is  prepared  by  Ms  Patricia  Jeter,  administrative 
assistant  for  continuing  medical  education,  Texas  Medicine  Depart- 
ment. 
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Adolescent's  Medical  Care 


Title;  6th  Annual  Symposium  on  Sports 
Medicine 

Location  of  course:  San  Antonio 

Date;  March  30-April  1,  1979 

Duration:  Continuous;  3 days;  Friday-Sunday 

Designed  for:  Team  physicians 

Credit:  AAFP;  Category  1 , AMA  Physician's 
Recognition  Award 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question 

Contact:  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio.  TX 
78284 


Arthritis  & Rheumatism 


Title:  Management  of  Complicated  Arthritis 
Problems 

Sponsors:  Rheumatic  Diseases  Unit.  Depart- 
ment of  Internal  Medicine,  UT  Southwestern 
Medical  School,  UT  Flealth  Science  Center  at 
Dallas;  A.  Webb  Roberts  Center  for  Continu- 
ing Education 

Location  of  course:  Zale  Lecture  Hall,  UT 
Health  Science  Center  at  Dallas,  5323  Harry 
Hines  Blvd,  Dallas 

Date:  March  22-24,  1979 

Duration;  Continuous;  Thursday-Saturday 

Fee.  $50,  physicians;  $10,  allied  health  pro- 
fessionals 

Designed  for:  General  practitioners  and  other 
members  of  the  health  care  team 

Credit:  Category  1.  AMA  Physician's  Recog- 
nigition  Award;  18  hours 

Contact-  George  J Race,  MD,  Associate 
Dean  for  Continuing  Education,  UT  Health 
Science  Center  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 


Basic  Sciences:  General 


Title:  Advanced  Life  Support 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio 

Location  of  course:  UT  Health  Science  Center 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  An- 
tonio 

Date:  March  16-18,  1979 

Duration:  Continuous;  2V2  days;  Friday- 
Sunday 


Fee:  $120 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award 

Teaching  methods:  Audiovisual  materials, 
enrollee  performs  procedure,  lecture 

Contact;  Office  of  Continuing  Education  Ser- 
vices. 7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


Family  Medicine 


Title:  Ophthalmology  for  Non- 
Ophthalmologists 

Sponsors:  Texas  Tech  University  School  of 
Medicine,  Lubbock 

Location  of  course:  Granada  Royale  Home- 
tel,  6100  Gateway  East,  El  Paso 

Date:  March  3,  1979 

Duration:  Continuous;  1 day;  Saturday 

Fee:  To  be  announced 

Designed  for:  General  practitioners 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  CEARP;  New 
Mexico  State  Medical  Society;  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  seminar 

Contact:  James  N Burkeholder,  MD.  As- 
sociate Dean,  or  Rita  Chrane,  Educational 
Program  Assistant,  Continuing  Education, 
Texas  Tech  University  School  of  Medicine, 
Lubbock,  TX  79430 


Title:  Cerebrovascular  Disease:  Revisited 

Sponsors:  Tarrant  County,  American  Heart 
Association 

Location  of  course:  Auditorium,  St  Joseph's 
Hospital,  Fort  Worth 

Date:  Mar  10,  1979 

Duration:  Continuous;  1 day;  8;30am-1pm 

Fee;  $25,  physicians;  $10,  nurses,  thera- 
pists; students  free 

Designed  for:  General  practitioners;  Special- 
ists in  Internal  Medicine,  Family  Medicine. 
Neurology;  Neurosurgery,  Physical  Therapy, 
Occupational  Therapy;  members  of  rehabili- 
tation team 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award  applied  for 

Contact:  Shirley  A Molenich,  MD.  St 
Joseph's  Hospital,  1401  Main,  Fort  Worth,  TX 
76104 


Title:  Family  Practice  Faculty  Development 
Program  Management  Institute 


Sponsors:  McLennan  County  Medical  Edu- 
cation & Research  Foundation,  Waco 

Location  of  course:  Draper  Academic  Bldg, 
Baylor  University.  Dallas 

Date;  Mar  12-22,  1979 

Duration;  Continuous;  10  days 
Fee:  $400 

Designed  for:  Full-  and  part-time  faculty 
members  of  family  practice  residency  pro- 
grams 

Credit:  AAFP,  60  hours 

Contact:  Maurice  Hitchcock,  McLennan 
County  Medical  Education  & Research  Foun- 
dation, Box  3276,  Waco,  TX  76707 


Gastroenterology 


Title  Problem  Solving  in  Gastroenterology 

Sponsors:  American  College  of  Physicians; 
Scott  and  White  Memorial  Hospital,  Temple 

Location  of  course:  Scott  and  White  Clinic  and 
Memorial  Hospital,  Temple 

Date:  March  7-9,  1979 

Duration:  Continuous;  3 days;  Wednesday- 
Friday 

Fee;  ACP  members,  F.A.C.P.,  Residents  and 
Research  Fellows,  $180;  Non-members, 

$240;  ACP  associates,  $90 

Designed  for:  General  Internists,  Specialists 
In  Gastroenterology,  Surgeons  with  interest 
in  digestive  diseases 

Enrollment  Minimum,  50;  Maximum,  150 

Credit;  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  20V2  hours 

Teaching  methods;  Audiovisual  materials, 
clinical  conference,  lecture,  open  question, 
panel,  seminar 

Contact;  Linda  Salsinger,  Postgraduate  Dept, 
American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia,  PA  19104 


Internal  Medicine 


Title:  Symposium  on  Aging 

Sponsors  Baylor  College  of  Medicine,  Hous- 
ton 

Location  of  course:  Marriott  Motor  Hotel,  2100 
S Braeswood,  Houston 

Date:  March  16-17,  1979 

Duration:  Continuous;  2 days;  8 hours  instruc- 
tion per  day;  Friday-Saturday;  1 6 total  course 
hours 

Fee; To  be  announced 


TEXAS  MEDICINE 


Designed  for-  General  practitioners 

Credit;  Category  1 , AMA  Physician's  Recogni- 
tion Award:  16  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Fred  M.  Taylor,  MD,  Director,  Office 
of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston, 

TX  77030 


Neurology 


Title:  7th  Neuromuscular  Disease  Symposium 

Sponsors:  Baylor  College  of  Medicine,  Hous- 
ton; American  Academy  of  Physical  Medicine 
and  Rehabilitation 

Location  of  course:  Shamrock  Hilton  Hotel, 
6900  Main  at  Holcombe  Blvd,  Houston 

Date:  March  29-31,  1979 

Duration:  Continuous;  272  days;  Thursday- 
Saturday;  18  total  course  hours 

Fee:  $150 

Designed  for:  General  practitioners; 
Specialists  in  Neurology,  Physical  Medicine  & 
Rehabilitation 

Enrollment:  Minimum,  100;  Maximum,  300 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  18  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  Fred  M.  Taylor,  MD,  Director,  Office 
of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Cenfer,  Houston, 

TX  77030 


Ophthalmology 


Title:  Closed  Approach  to  Intraocular  Surgery 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio 

Location  of  course:  LIT  Healfh  Science  Cenfer 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  An- 
tonio 

Date  March  22-24,  1979 

Duration:  Continuous;  3 days;  Thursday- 
Saturday 

Fee:  $350 

Credit:  Category  1 , AMA  Physician's  Recog- 
nition Award;  14  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question 

Contact:  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


Title:  Clinical  Applications  of  New  Diagnosfic 
Procedure 

Sponsors:  LIT  Health  Science  Center  at  Dal- 
las, Retina  Foundation  of  the  Southwest  and 
Retina  Service,  Presbyterian  Hospital,  Dallas 

Location  of  course,  Anatole  Hotel,  2050 
Stemmons  Freeway,  Dallas 

Date:  March  8-10,  1979 

Duration:  Continuous;  272  days;  6 hours  in- 
struction per  day;  Thursday-Saturday; 
9am-5pm:  1 5 total  course  hours 

Fee:  $250 

Designed  for:  Specialists  in  Ophthalmology 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  18  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  Carolyn  Saunders,  PhD,  Asst  to 
Dean,  Baylor  University  Medical  Center,  3500 
Gaston  Ave,  Dallas,  TX  75246 


Pediatrics 


Title:  Seminar  on  Short  Stature — psychologic 
and  social  aspects 

Sponsors:  Human  Growth  Foundation; 
Departments  of  Pediatrics  and  Continuing 
Education,  UT  Medical  Branch;  Galveston 

Location  of  course:  Child  Health  Center,  UT 
Medical  Branch,  Galveston 

Date  Mar  18-21,  1979 

Duration;  Continuous;  3 days 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  20  hours 

Contact;  Walter  J Meyer,  MD,  Associate 
Professor.  Department  of  Pediatrics,  UT 
Medical  Branch,  Galveston.  TX  77550 


Sponsors:  UT  Health  Science  Center  at  San 
Antonio;  American  Heart  Association  Texas 
Affiliate,  Inc. 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  CEARP  requested;  12  hours 


Title:  Pediatric  Infectious  Diseases 

Sponsors:  American  Academy  of  Pediatrics; 
Department  of  Pediatrics,  UT  Health  Science 
Center  at  San  Antonio 

Location  of  course;  Hilton  Palacio  del  Rio,  200 
S Alamo  St,  San  Antonio 

Date:  March  22-24,  1979 

Duration:  Continuous;  3 days;  6 hours  instruc- 
tion per  day;  Thursday-Saturday;  18  total 
course  hours 


Fee:  American  Academy  of  Pediatrics  mem- 
bers, $200;  non-members,  $250 

Designed  tor:  Specialists  in  Pediatrics 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  18  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  L.  J.  Nagel,  Coordinator  for  Continu- 
ing Education,  American  Academy  of  Pediat- 
rics, PO  Box  1034,  Evanston,  IL  60240 


Psychiatry 


Title:  2nd  Annual  Symposium:  Geriatric 
Somatopsychiatry  I;  Psychiatric  Manifesta- 
tions of  Medical  Disease  in  the  Elderly 

Sponsors:  UT  Medical  School  at  Houston 

Location  of  course  Main  Building,  UT  Medical 
School  at  Houston 

Date:  March  1-2,  1979 

Duration:  Continuous;  2 days;  Thursday- 
Friday:  8am-5pm,  16  total  course  hours 

Designed  for:  General  practitioners: 
Specialists  in  Psychiatry 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  12  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  seminar 

Contact:  Eugene  W,  Adcock,  MD,  Asst  Dean 
for  Continuing  Education,  UT  Medical  School, 
Box  20708,  Houston,  TX  77025 


Public  Health  & Preventive  Medicine 


Title:  Holistic/Comprehensive  Health  Care  in 
Private  Practice 

Sponsors;  International  Academy  of  Prevent- 
ive Medicine,  Houston 

Location  of  course:  Fairmont  Hotel,  Ross  at 
Akard,  Dallas 

Date  March  7-11,  1979 

Duration:  Continuous;  4 days;  7 hours  instruc- 
tion per  day;  Thursday-Sunday:  9am-6pm: 
28  total  course  hours 

Fee:  $175,  Academy  members;  $190,  non- 
members 

Designed  for:  General  practitioners;  all 
Specialists 

Credit  AAFP,  Elective;  Category  2,  AMA 
Physician’s  Recognition  Award;  AOA,  Cate- 
gory II;  AGD;  ACGP,  Category  11;  28  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Joseph  A,  Nowell,  Executive  Direc- 
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tor,  lAPM,  10409  Town  & Country  Way,  Hous- 
ton, TX  77024 


Radiology  & Radioisotopes 


Title  Physics  and  Engineering  of  Computed 
Tomography  and  Its  Clinical  Applications 

Sponsors'  UT  Health  Science  Center  at  San 
Antonio 

Location  of  course  UT  Health  Science  Center 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  An- 
tonio 

Date:  March  15-16,  1979 

Duration:  Continuous;  2 days;  Thursday- 
Friday;  15  total  course  hours 

Fee  $150 

Designed  for:  Specialists  in  Radiology, 
Neuroradiology,  Neurosurgery,  and  Neurol- 
ogy: Health  & Medical  Physicists 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  15  hours 

Teaching  methods:  Audiovisual  materials 

Contact:  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


Title  Clinical  Nuclear  Imaging,  1979 

Sponsors:  Department  of  Radiology,  UT 
Health  Science  Center  at  Dallas;  A.  Webb 
Roberts  Center  for  Continuing  Education,  Dal- 
las 

Location  of  course  Fairmont  Hotel,  Ross  & 
Akard,  Dallas 

Date:  March  30-April  1,  1979 

Duration  Continuous;  21/2  days;  Friday- 
Sunday;  1 9 total  course  hours 

Fee:  $250 

Designed  for.  Specialists  in  Radiology, 
Pathology,  Internal  Medicine,  Nuclear 
Medicine 

Enrollment:  Minimum,  50,  Maximum,  225 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  18  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  George  J,  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


Surgery 


Title:  Plastic  Surgery  for  the  General  Surgeon 

Sponsors:  Division  of  Plastic  Surgery,  UT 
Health  Science  Center  at  Dallas;  A,  Webb 
Roberts  Center  for  Continuing  Education,  Dal- 
las 

Location  of  course:  UT  Health  Science  Center 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas 

Date:  March  8-10,  1979 

Duration:  Continuous;  272  days;  Thursday- 
Saturday;  10  hours  instruction  per  day 

Fee:  $200 

Designed  for:  General  practitioners; 
Specialists  in  Surgery 


Enrollment;  Minimum,  25;  Maximum,  75 

Credit:  Category  1 , AMA  Physician’s  Recog- 
nition Award 

Teaching  methods:  Audiovisual  materials, 
clinical  conference,  enrollee  performs  proce- 
dure, laboratory  work,  lecture,  open  question 

Contact:  George  J,  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd , Dal- 
las, TX  75235 


Other:  Dentofacial  Deformities 


Title:  2nd  Annual  Dentofacial  Deformities 
Symposium 

Sponsors:  Center  for  Correction  of  Dento- 
facial  Deformities,  Division  of  Oral  Surgery, 
UT  Southwestern  Medical  School;  UT  Health 
Science  Center  at  Dallas;  Parkland  Memorial 
Hospital  and  Affiliate  Hospitals;  A Webb 
Roberts  Center  for  Continuing  Education 

Location  of  course:  Zale  Lecture  Hall,  UT 
Health  Science  Center  at  Dallas,  5323  Harry 
Hines  Blvd,  Dallas 

Date:  March  16-17,  1979 

Duration.  Continuous:  Friday-Saturday;  8:30 
am-4:40pm 

Fee:  $175 

Designed  for:  Practitioners  of  dentistry  and 
medicine  involved  In  the  diagnosis,  research 
and  treatment  of  dentofacial  deformities 

Contact;  George  J Race,  MD,  Associate 
Dean  for  Continuing  Education,  UT  Health 
Science  Center  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 


Other:  Infectious  Diseases 


Title:  New  Aspects  of  the  Sexually  T ransmitted 
Diseases 

Sponsors:  UT  Health  Science  Center  at  Hous- 
ton: American  Social  Health  Association 

Location  of  course:  To  be  announced 

Date  March  17,  1979 

Duration:  Continuous;  1 day;  Saturday; 
8am-5pm;  IVz  total  course  hours 

Fee:  To  be  announced 

Designed  for:  General  practitioners; 
Specialists 

Credit:  AAFP,  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award;  772  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  Sam  A.  Nixon,  MD,  Director,  Division 
of  Continuing  Education,  UT  Health  Science 
Center  at  Houston,  Box  20367,  Houston,  TX 
77025 


Other:  Reproductive  Medicine  & Biology 


Title:  Fourth  Annual  Meeting  of  the  American 
Society  of  Andrology 

Sponsors:  UT  Medical  School  at  Houston 

Location  of  course:  Shamrock  Hilton  Hotel, 
Houston 

Date:  March  13-16,  1979 


Duration:  Continuous;  6 hours  to  be 
scheduled 

Designed  for:  Specialists  in  Andrology 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question 

Contact:  Eugene  W,  Adcock,  MD,  Asst  Dean 
for  Continuing  Education,  UT  Medical  School, 
Box  20708,  Houston,  TX  77025 


APRIL 


Arthritis  & Rheumatism 


Title:  Arthritis:  What's  New  in  Management? 

Sponsors:  Rheumatic  Diseases  Unit,  Depart- 
ment of  Internal  Medicine,  UT  Health  Science 
Center  at  Dallas:  A,  Webb  Roberts  Center  for 
Continuing  Education,  Dallas 

Location  of  course:  Denton,  Texas 

Date:  April  21,  1979 

Duration,  Continuous:  1 day;  Saturday; 

8am— 4pm;  6 total  course  hours 

Fee:  $10 

Designed  for:  General  practitioners; 
Specialists  in  Internal  Medicine,  Family 
Medicine,  Orthopedic  Surgery 

Credit:  AAFP,  Prescribed;  Category  1 , AMA 
Physician's  Recognition  Award;  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact;  George  J,  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


Cardiovascular  Disease 


Title;  Cardiac  Ischemia  and  Arrhythmias — 
Current  Concepts  for  Diagnosis  and  Treat- 
ment 

Sponsors:  International  Medical  Education 
Corporation,  Colorado 

Location  of  course:  Marrioft  Hotel,  Dallas 

Date.  April  27-29,  1979 

Duration:  Continuous;  272  days;  Friday- 
Sunday 

Fee:  $215,  physicians;  $1 15,  technicians  and 
nurses 

Designed  for:  General  practitioners;  Special- 
ists in  Internal  Medicine;  other  allied  health 
personnel  who  treat  patients  with  cardiovas- 
cular disease 

Enrollment:  Minimum,  25;  Maximum,  75 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  13  hours 

Contact:  Division  of  Postgraduate  and  con- 
tinuing Medical  Education,  International  Med- 
ical Education  Corporation,  64  Inverness 
Drive  East,  Englewood,  CO  801 12  800/ 
525-8646  ext  236 


Family  Medicine 


Title:  Family  Practice  Faculty  Development 
Workshop 
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Sponsors:  McLennan  County  Medical  Edu- 
cation & Research  Foundation,  Waco;  Family 
Practice  Residency  Program,  Memorial  Med- 
ical Center,  Corpus  Christi 

Location  of  course:  Sheraton  Inn,  Corpus 
Christi 

Date:  Apr  21-22,  1979 

Duration:  Continuous:  2 days,  Saturday- 
Sunday 

Fee:  $60 

Credit:  AAFP:  12  hours 

Contact  Maurice  Hitchcock,  McLennan 
County  Medical  Education  and  Research 
Foundation,  Box  3276,  Waco,  TX  76707 


Forensic  Medicine 


Title:  Advanced  Forensic  Pathology  VI 

Sponsors:  American  Society  of  Clinical 
Pathologists 

Location  of  course:  Southwestern  Institute  of 
Forensic  Sciences,  2050  Stemmons  Freeway, 
Dallas 

Date:  April  9-13,  1979 

Duration:  Continuous;  4 days:  8 hours  instruc- 
tion; Monday-Friday;  8:30am-5pm:  32  total 
course  hours 

Fee: To  be  announced 

Designed  for:  Specialists  in  Pathology, 
Forensic  Medicine 

Enrollment:  Minimum,  20:  Maximum,  40 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award:  Category  A1 , Pathology  Continu- 
ing Medical  Education  Certificate:  32  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  Manager,  Educational  Center  Pro- 
grams, 2100  W Harrison  Street,  Chicago,  IL 
60612 


Internal  Medicine 


Title:  Complications  of  Uremia 

Sponsors:  American  College  of  Physicians; 
US  Army  Institute  of  Surgical  Research  and 
Brooke  Army  Medical  Center,  San  Antonio 

Location  of  course:  La  Mansion  Del  Norte 
Hotel,  Loop  410  & McCullough,  San  Antonio 

Date:  April  2-6,  1979 

Duration:  Continuous:  5 days:  Monday- 
Friday 

Fee:  ACP  members.  F A.C.P  , Resident  and 
Research  Fellows,  $327;  non-members, 

$436;  ACP  associates,  $163 

Designed  for:  General  practitioners; 
Specialists  in  Internal  Medicine 

Enrollment:  Minimum,  100:  Maximum,  200 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award:  30  hours 

Teaching  methods:  Audiovisual  materials, 
clinical  conference,  lecture,  open  question, 
panel,  seminar 

Contact:  Linda  Salsinger,  Postgraduate  Dept, 
American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia,  PA  19104 


Otolaryngology 


Title:  Cancers  of  the  Head  and  Neck 

Sponsors:  Houston  Society  of  Clinicai  Palhoi- 
ogists,  American  Cancer  Society 

Location  of  course'  Auditorium,  Jesse  Jones 
Library,  Texas  Medical  Center,  Houston 

Date:  April  28,  1 979 

Duration:  Continuous:  1 day;  8 hours  instruc- 
tion 

Fee  $80.  physicians;  $40,  residents 

Designed  for:  Specialists  in  Pathology, 
Otolaryngology 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  6y2  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  Malcolm  H McGavran,  MD.  6516 
Bertner,  Houston.  TX  77030 


Pathology 


Title:  CAP  Laboratory  Management  Seminar 

Sponsors:  College  of  American  Pathologists 

Location  of  course:  La  Mansion  Paseo  del  Rio, 
San  Antonio 

Date:  April  18-20,  1979 

Duration:  Continuous;  3 days:  Wednesday- 
Friday:  8am-5pm 

Fee:  $325 

Designed  for:  Pathologists,  hospital  adminis- 
trators, medical  technologists 

Enrollment:  Minimum,  16;  Maximum,  22 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award,  25  hours;  Category  B-4,  CAP,  15 
hours 

Teaching  methods:  Audiovisual  materials, 
programmed  instruction  (self-teaching  de- 
vice), lecture,  open  question,  seminar 

Contact  Lucy  Klein,  Adm  Asst,  Educational 
Services,  7400  N Skokie  Blvd,  Skokie,  IL 
60077 


Pediatrics 


Title:  Annual  Child  Health  Center 
Postgraduate  Review,  1979 

Sponsors:  Department  of  Pediatrics,  UT  Medi- 
cal Branch:  Pediatric  Alumni  Foundation, 
Galveston 

Location  of  course:  Child  Health  Center,  UT 
Medical  Branch,  Galveston 

Date:  April  19-21,  1979 

Duration:  Continuous;  3 days:  5 hours  instruc- 
tion per  day;  Thursday-Saturday;  15  total 
course  hours 

Fee:  $175 

Designed  for:  Specialists  in  Family  Medicine, 
Pediatrics 

Credit:  AAFP,  Prescribed:  Category  1,  AMA 
Physician's  Recognition  Award:  15  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 


Contact'  M.  E,  Haggard,  MD,  Department  of 
Pediatrics,  UT  Medical  Branch,  Galveston,  TX 
77550 


Physical  Medicine  & Rehabilitation 


Title:  13th  Comprehensive  Review  Course  in 
Physical  Medicine  & Rehabilitation 

Sponsors:  Baylor  College  of  Medicine,  Hous- 
ton 

Location  of  course.  Holiday  Inn-Medical 
Center.  6701  South  Main,  Houston 

Date:  April  16-26,  1979 

Duration:  Continuous;  10  days:  77  total  course 
hours 

Fee:  $175 

Designed  for:  General  practitioners: 
Specialists  in  Physical  Medicine  & Rehabilita- 
tion 

Enrollment;  Minimum,  50;  Maximum.  100 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award:  77  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact'  Fred  M Taylor.  MD,  Director,  Office 
of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston, 

TX  77030 


Surgery 


Title:  Complications  of  Surgical  Diagnosis 
and  Treatment 

Sponsors:  Department  of  Surgery,  UT  Health 
Science  Center  at  Dallas:  A.  Webb  Roberts 
Center  for  Continuing  Education,  Dallas 

Location  of  course:  UT  Health  Science  Center 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas 

Date  April  19-21,  1979 

Duration:  Continuous;  21/2  days;  Thursday- 
Saturday 

Fee:  $200 

Designed  for;  General  practitioners: 
Specialists  in  Surgery 

Enrollment  Maximum,  275 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  1 7 hours 

Teaching  methods:  Audiovisual  materials, 
panel,  seminar 

Contact:  George  J,  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


The  Continuing  Education  Courses  section  is 
prepared  by  Ms  Patricia  Jeter,  administrative 
assistant  for  continuing  medical  education, 
Texas  Medicine  Department. 


Volume  75  March  1979 


!V!EDiCINE  IN  LITERATURE 
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An  Assessment  of  Mercury  in  the  Environment.  Panel  on 
Mercury  of  the  Coordinating  Committee  for  Scientific  and 
Technical  Assessments  of  Environmental  Pollutants. 
Washington,  DC,  National  Academy  of  Sciences,  1978. 

Berk  PD,  Berlin  Nl  (eds):  International  Symposium  on 
Chemistry  and  Physiology  of  Bile  Pigments.  DHEW  Pub- 
lication No.  (NIH)  77-1100.  US  Department  of  Health, 
Education,  and  Welfare,  Public  Health  Service,  National 
Institutes  of  Health,  1977. 

Bolognese  RJ,  Schwarz  RH;  Perinatal  Medicine:  Man- 
agement of  the  High  Risk  Fetus  and  Neonate . Baltimore, 
The  Williams  & Wilkins  Company,  1977. 

Carroll  HJ,  Oh  MS:  Water,  Electrolyte,  and  Acid-Base 
Metabolism:  Diagnosis  and  Management.  Philadelphia, 
JB  Lippincott  Company,  1978. 

Chloroform,  Carbon  Tetrachloride,  and  Other  Halometh- 
anes:  An  Environmental  Assessment.  Panel  on  Low  Mo- 
lecular Weight  Halogenated  Hydrocarbons  of  the  Coordi- 
nating Committee  for  Scientific  and  Technical  Assess- 
ments of  Environmental  Pollutants.  Washington,  DC, 
National  Academy  of  Sciences,  1978. 

Czackes  JW,  De-Nour  AK:  Chronic  Hemodialysis  as  a 
Way  of  Life.  New  York,  Brunner/Mazel,  Publishers,  1978. 

Fraser  RG,  Pare  JAP;  Diagnosis  of  Diseases  of  the 
Chest,  ed  2.  Philadelphia,  WB  Saunders  Company, 

1977. 

Garfield  CA  (ed):  Psychosocial  Care  of  the  Dying  Patient. 
New  York,  McGraw-Hill  Book  Company,  1978. 

Harrison  JH,  Gittes  RF,  Perlmutter  AD,  et  al:  Campbell's 
Urology,  ed  4.  Philadelphia,  WB  Saunders  Company, 

1978,  vol  1. 

LaPatra  J;  Healing:  The  Coming  Revolution  in  Holistic 
Medicine.  New  York,  McGraw-Hill  Book  Company,  1978. 

Litoff  JB:  American  Mid  wives:  1860  to  the  Present.  West- 
port,  Conn,  Greenwood  Press,  1978. 


‘Lowell  JR:  Pleural  Effusions:  A Comprehensive  Review. 
Baltimore,  University  Park  Press,  1977. 

Mohs  FE:  Chemosurgery:  Microscopically  Controlled 
Surgery  for  Skin  Cancer.  Springfield,  III,  Charles  C 
Thomas,  1978. 

Nitrates:  An  Environmental  Assessment.  Panel  on  Ni- 
trates of  the  Coordinating  Committee  for  Scientific  and 
Technical  Assessments  of  Environmental  Pollutants. 
Washington,  DC,  National  Academy  of  Sciences,  1978. 

O'Brien  BM:  Microvascular  Reconstructive  Surgery.  New 
York,  Churchill  Livingstone,  1977. 

Rementeria  JL  (ed):  Drug  Abuse  in  Pregnancy  and  Neo- 
natal Effects.  St  Louis,  The  CV  Mosby  Company,  1977. 

Rifkind  BM,  Levy  Rl  (eds):  Hyperlipidemia:  Diagnosis 
and  Therapy.  New  York,  Grune  & Stratton,  1977. 

Roemer  Ml;  Comparative  National  Policies  on  Health 
Care.  New  York,  Marcel  Dekker  Inc,  1977. 

Sokolow  M,  Mcliroy  MB:  Clinical  Cardiology.  Los  Altos, 
Calif,  Lange  Medical  Publications,  1977. 

Stewart  ET,  Vennes  JA,  Greenen  JE  (eds):  Atlas  of  Endo- 
scopic Retrograde  Cholangiopancreatography . St  Louis, 
The  CV  Mosby  Company,  1977. 

Testa  B,  Jenner  P:  Drug  Metabolism:  Chemical  and 
Biochemical  Aspects.  New  York,  Marcel  Dekker  Inc, 
1976. 
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Come  on  in . 
We’re  open 
for  business! 

Professional  Liability  Insurance  coverage  for  Texas  physicians  who  are  members 
of  the  Texas  Medical  Association  becomes  available  through  the  Texas  Medical 
Liability  Trust  on  January  1 , 1979.  The  response  from  the  TMA  membership  to  the 
TMLT  solicitation  has  exceeded  the  $1,500,000  necessary  to  begin  issuance  of 
coverage. 

***TMLT  offers  NON-ASSESSABLE  OCCURRENCE  PROFESSIONAL  LIABILITY 
COVERAGE  in  limits  up  to  $750, 000/$1 ,500,000. 

***TMLT  offers  PRIOR  ACTS  COVERAGE  for  physicians  desiring  to  be  insured 
by  TMLT  but  currently  have  insurance  from  a company  which  offers  a 
"claims-made”  policy. 

***TMLT  offers,  through  our  reinsurance  broker,  $1 ,250, 000/$1 ,250,000 
EXCESS  COVERAGE  which  is  available  to  those  physicians  who  purchase 
maximum  limits  of  $750,000/$1 ,500,000  from  TMLT. 

WE  ARE  IN  BUSINESS  and  TMLT  congratulates  the  members  of  the  Texas 
Medical  Association  who  have  participated  in  the  program  and  made  it  a reality. 

For  Information  Contact 

“A  health  care  liability  claim  trust 
created  by  the  Texas  Medical  Association” 

wr 


TEXAS  MEDICAL  LIABILITY  TRUST 

211  East  7th  • Austin,  Texas  78701  •(512)  472-3322 


For  nonnarcotw 


Yesterday’s  folk  remedies 
from  the  Southwest 


An  old  Pueblo 
remedy— corn-smut 
decoctions 


Traditional  Mexican 
therapy— plantain  tea 


19th  century 
Pioneer’s  relief— rice- 
parched,  then  boiled 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY,  JR.,  M.D. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D  , F A C, A. 

DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D,' 

J.  D.  SMITH,  M.D,,  F.A.A.D.' 

FAMILY  PRACTICE 

ENNIS,  TEXAS 

W.  B KINZIE,  M.D,,  D.A.B.F  P. 

BILL  R,  LEE,  M.D.,  D.A.B.F.P, 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M D.,  F.A.C.S.* 
ROSS  B REAGAN.  M.D  * 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P  * 

JAMES  F.  WITTEN,  M.D  , F.A.C.P.' 
CHARLES  I.  BILTZ,  M.D.' 

ALLEN  M JONES,  M D ' 

JOHN  D.  NELSON,  M.D,' 

L BRYAN  COTTON,  JR.,  M.D,' 

KENT  ROGERS,  M.D.' 

JACK  B BANKHEAD,  M.D.' 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A,C.O.G.' 

W,  GENE  MURFF,  M.D.,  F.A,C,O.G.' 

NEAL  GREEN,  M.D.' 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.' 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.’ 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.' 

OTOLARYNGOLOGY 

SONLEY  R.  LEMAY,  JR,,  M.D.,  F.A.A,0.0.' 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D,' 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D..  F.A.A.P  * 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.' 

MASON  P.  GILFOIL,  M.D. 

THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D.' 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A, 


•DIPLOMATE  OF  THE  AMERICAN  BOARD 


control  of  diarrhea 


Clinical  therapy  for  today 


m 25  mg.  tablets 

■ wH  25  mg./5  ml.  liquid 

(mepenailate  bromide  NF) 

As  nonnarcotic  as  these  folk  remedies  of  yesterday,  Cantil  is  a logical 
clinical  choice  in  the  adjunctive  management  of  diarrhea*  today. 

■ Nonnarcotic— no  physical  dependence  and  no  potential 
embarrassment  to  the  patient  traveling  abroad.  And  you  can  prescribe 
it  over  the  phone. 

■ Anticholinergic^— helps  relieve  spasm  apd  resulting  cramping 
and  other  abdominal  discomfort  that  often  accompanies 
diarrhea. 

■ Available  In  25  mg.  tablets— a convenience  for  patients  who  are 
traveling  or  working.  And  Cantil  is  economical. 


Merrell 


Cantil... control  that’s  convenient 
and  nonnarcotic 


This  drug  has  been  classified  as  "possibly"  effective  as 
an  adjunct  in  the  treatmeht  of  diarrhea. 

*See  Cohtraindications,  Precautiohs,  Warnings,  and 
Adverse  Reactions, 

See  prescribing  information  on  the  tollowing  page. 


INSTIT 


Caruth  Memorial  Hospital 

□ Medical  Rehabilitation  Services  Hemiplegia,  Secondary  to  Stroke^ 


□ Psycho -Social  Service 

□ Vocational  Rehabilitation 
Services 

□ Spinal  Pain  Program 

President:  Raymond  L.  Dabney 
Medical  Director:  James  L. 
Johnson,  M.D. 

Asst.  Medical  Director:  Robert  D. 
Bickel,  M.D. 

Dir.  Spinal  Pain  Program: 

David  K.  Selby,  M.D. 


Spinal  Cord  Injuries  / Head 
Injuries/  Amputations/ 
Orthopedic  and  Neurologic 
Disorders  / Chronic  Pain 
Disorders 

Accredited  by:  Joint  Commission 
on  Accreditation  of  Hospitals 
Commission  on  Accreditation  of 
Rehabilitation  Facilities 


REHAeiLlTATlON 

INSTITUTE 


fiiiepenzolate  bromide  NF) 

Tablets  and  Liquid 

AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary 


INDICATIONS;  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  FDA  has  clas- 
sified the  Indications  as  follows: 

Effective"  Cantil  is  indicated  for  use  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer 

"Probably"  effective:  Cantil  is  indicated  for  use  as  adjunctive  therapy  in  the 
irritable  bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis  and  functional  gastrointestinal  disorders)  and  in  neurogenic 
bowel  disturbances  (including  the  splenic  flexure  syndrome  and  neurogenic 
colon). 

Possibly"  effective:  Cantil  is  indicated  as  an  adjunct  in  the  treatment  of  diver- 
ticulitis and  mild  ulcerative  colitis.  Cantil  is  also  indicated  as  an  adjunct  in  the 
treatment  of  diarrheas,  I.e  , loose  stools,  functional  diarrheas,  post-gastrec- 
tomy diarrheas  (post-gastrectomy  syndrome,  dumping  syndrome),  drug 
induced  diarrheas,  acute  enteritis,  intestinal  viral  intection,  colitis.  Ileocolitis 
and  diarrheas  with  ileostomies  ahd  ileoanal  anastomoses. 

To  be  ettective  the  dosage  ot  Cantil  must  be  titrated  to  the  individual  patient's 
needs 

Final  classification  of  the  less-than-effective  indications  requires  further  inves- 
tigatioh 


IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A LACK  OF  CONCUR- 
RENCE AS  TO  THE  VALUE  OF  ANTICHOLINERGICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER 

IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER  ANTICHOLINERGIC  DRUGS 
AID  IN  THE  HEALING  OF  A PEPTIC  ULCER,  DECREASE  THE  RATE  OF  RECURRENCES 
OR  PREVENT  COMPLICATION 

THESE  FUNCTIONAL  GASTROINTESTINAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSURANCE,  PHYSICIAN  INTEREST, 
AMELIORATION  OF  ENVIRONMENTAL  FACTORS,  ETC 

CONTRAINDICATIONS:  1 In  glaucoma  (particularly  narrow-angle),  2.  In  obstructive 
uropathy  (tor  example,  bladder  neck  obstruction  due  to  prostatic  hypertrophy),  3.  In 
obstructive  disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyforoduodenal  stenosis, 
etc.)  4 In  paralytic  ileus.  5.  In  intestinal  atony  of  the  elderly  or  debilitated  patient  6.  In 
severe  ulcerative  colitis  and  toxic  megacolon  complicating  ulcerative  colitis.  7.  In  acute 
hemorrhage  where  the  cardiovascular  status  is  unstable  8,  In  myasthenia  gravis 
WARNINGS:  1,  An  early  symptom  of  incomplete  intestinal  obstruction,  especially  in 
patients  with  Ileostomy  or  colostomy,  may  be  diarrhea.  Treatment  with  mepenzolate  bro- 
mide in  this  instance  would  be  inappropriate  and  possibly  harmful,  2 Heat  prostratioh 
(fever  and  heat  stroke  due  to  decreased  sweating)  may  occur  with  use  of  this  drug  in  the 
presence  ot  high  environmental  temperature  3.  The  patient  should  be  warned  not  to  en- 
gage in  activities  requiring  mental  alertness  such  as  operating  machinery  or  driving  a motor 
vehicle  if  drowsiness  or  blurred  vision  occurs.  4.  Since  the  safety  of  this  drug  ih  pregnancy 
has  not  been  established,  use  of  this  drug  in  such  patients  requires  that  the  potential 
benefits  ot  the  drug  be  weighed  against  possible  hazards  to  the  mother  and  child 
PRECAUTIONS:  Cantil  should  be  used  with  caution  in  patients  In  which  the  anticholiner- 
gic effects  might  produce  adyerse  effects,  such  as  in  open-angle  glaucoma  (contraindi- 
cated in  narrow-angle),  autonomic  neuropathy,  non-obstructing  prostatic  hypertrophy 
and  hiatal  hernia  associated  with  reflux  esophagitis  In  the  treatment  of  gastric  ulcer  the 
use  of  anticholinergic  drugs  may  produce  a delay  in  gastric  emptying  time  and  may 
complicate  such  therapy  (antral  stasis)  In  ulceratiye  colitis  large  doses  may  suppress 
intestinal  motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  ot  toxic  megacolon  Use  with  caution  in 
patients  with  hepatic  or  renal  disease.  Do  not  rely  on  the  use  of  this  drug  in  the  presence 
of  complications  of  biliary  tract  disease.  Investigate  any  tachycardia  before  giving  anti- 
cholinergic (atropine-like)  drugs  since  they  may  increase  the  heart  rate.  Use  with  caution 
in  patients  with  hyperthyroidism,  coronary  heart  disease,  congestive  heart  failure,  cardiac 
arrhythmias  and  hypertension  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS:  Anticholinergic  drugs  produce  certain  effects  which  may  be 
physiologic  or  toxic  depending  upon  the  individual  patient's  response.  The  physician 
must  delineate  these  Adverse  reactions  may  include  dryness  of  the  mouth,  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia,  palpitations;  mydriasis,  dilation  of  the 
pupil;  cycloplegla;  increased  ocular  tension;  loss  of  taste;  headaches;  hervousness; 
drowsiness,  weakness,  dizziness,  insomnia,  nausea;  vomiting,  impotency,  suppression  of 
lactation,  constipation,  bloated  feeling,  severe  allergic  reaction  or  drug  idiosyncrasies, 
including  anaphylaxis,  urticaria  and  other  dermal  manifestations;  some  degree  of  mental 
confusion  and/or  excitement  especially  in  elderly  persons.  Decreased  sweating  is  another 
adverse  reaction  that  may  occur  It  should  be  noted  that  adrenergic  innervation  ot  the 
eccrine  sweat  glands  on  the  palms  and  soles  make  complete  control  of  sweating  impossible. 
An  end  point  of  complete  anhidrosis  cannot  occur  because  large  doses  of  drug  would 
be  required  and  this  would  produce  severe  side  effects  of  parasympathetic  paralysis. 
DOSAGE  AND  ADMINISTRATION:  Cantil  Tablets:  Usual  Adult  Dose  One  or  2 tablets 
three  times  a day  preferably  with  meals  and  1 or  2 tablets  at  bedtime  Begin  with  the  lower 
dosage  when  possible  and  adjust  subsequently  according  to  the  patient's  response. 

Cantil  Liauid:  Usual  Adult  Dose:  One  or  2 teaspoonfuls  three  times  a day  preferably  with 
meals  ana  1 or  2 teaspoonfuls  at  bedtime.  As  with  the  tablets,  begin  with  the  lower 
dosage  when  possible  and  adjust  subsequently  according  to  the  patient's  response. 

DRUG  INTERACTIONS:  Concomitant  administration  of  anticholinergic  drugs  and  any 
other  drugs  which  would  increase  the  anticholinergic  effects  of  Cantil  is  to  be  avoided 
MANAGEMENT  OF  OVERDOSAGE:  With  overdosage  a curare-like  action  may  occur 
Symptomatic  treatment  of  overdosage  is  directed  to  the  anticholinergic  effects  ot  the 
drug  Severe  intoxication  with  oral  overdosage  of  Cantil  is  unlikely,  since,  being  a quater- 
nary anticholinergic,  passage  across  the  blood  brain  barrier  is  not  known  to  occur.  If 
severe  symptoms  do  occur,  gastric  lavage  should  be  ihstituted  promptly  Physostigmine 
or  other  reversible  anticholinesterases  may  be  necessary.  Symptomatic  treatment  should 
also  be  instituted. 

(Revised  January,  1975) 


Merrell 

MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc, 

Cincinnati,  Ohio  45215,  U.S. A-  8-4172  (Y659ai 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
James  T.  Lee,  M.D. 

Paul  J.  Foxcroft,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Richard  H.  Moore,  M.D. 

Dalton  R.  Carpenter,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
K.  Thomas  Bose,  M.D, 

PEDIATRICS 

.Joseph  Bilder,  Jr..  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D.,  F.A.C.P. 

Preston  McCall.  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue.  M.D.,  Cardiology 
Wendell  1.  Wyatt,  M.D. 

Lowell  L.  Harvey,  M.D.,  Pulmonary 
John  A.  Caras,  M.D.,  Endocrinology 
Rick  Y.  Ho,  M.D.,  Gastroenterology 

FAMILY  PRACTICE 
J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

Madeleine  Kent.  M.D. 

UROLOGY 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee.  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


Starlife  Village 
Hospital 


Center  Point,  Texas 

Ph.  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 


physical,  mental  and  spiritual  treatment 


of  men  and  women  suffering  from 


alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  R.  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


TEXAS  MEDICINE 
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DEATHS 


O.  B.  Gober,  MD 

Olin  Burr  Gober,  MD,  Temple,  died  Oct  30,  1978.  Dr 
Gober,  70,  was  a past  president  of  Bell  County  Medical 
Society  and  the  Texas  Society  of  Internal  Medicine.  He 
served  as  vice  chairman  of  the  Texas  Board  of  Mental 
Health  and  Mental  Retardation,  and  was  a member  of 
the  Temple  Law  Enforcement  and  Advisory  Board  and 
the  board  of  directors  of  Blue  Shield  of  Texas. 

Born  in  Temple,  Dr  Gober  was  the  son  of  O.  F.  Gober, 
MD,  a pioneer  physician  at  Scott  and  White  Clinic.  He 
was  graduated  from  The  University  of  Texas  at  Austin 
and  received  his  MD  degree  from  UT  Medical  Branch  in 
1931.  After  serving  an  internship  and  residency  at  Scott 
and  White  from  1933  to  1935,  he  received  a fellowship 
to  the  Mayo  Clinic  in  Rochester,  Minn,  during  1935-1938. 
He  returned  to  Scott  and  White  where  he  served  as  presi- 
dent of  the  clinic  board  of  directors  for  18  years  until 
he  assumed  senior  consultant  status  in  1973. 

Dr  Gober  is  survived  by  his  wife,  Grace  McDonough 
Gober,  Temple. 

A.  W.  Greene,  Jr 

Airzzie  Womac  Greene,  Jr,  MD,  a member  of  Dallas 
County  Medical  Society,  died  Nov  11,  1978. 

Dr  Greene,  48,  was  born  in  Peewee  Valley,  Ky.  Prior 
to  entering  college,  he  served  four  years  in  the  US  Air 
Force  in  Bordeaux,  France.  He  received  his  undergradu- 
ate education  at  the  University  of  Louisville  and  his  doctor 
of  medicine  degree  from  the  University  of  Louisville 
School  of  Medicine  in  1963.  After  completing  an  intern- 
ship at  Mercy  Hospital,  Springfield,  Ohio,  he  began  his 
general  practice  in  Franklin,  Ky.  In  1968  he  relocated  his 
office  to  Middleton,  Ky,  and  in  1976  he  moved  to  Dallas. 

Surviving  Dr  Greene  are  his  wife,  Elayne  Kirkland 
Greene,  Dallas;  sons,  Mark  K.  Greene  and  John  W. 
Greene,  both  of  Louisville;  stepdaughter,  Kimberly  E. 
Kirkland;  and  stepson,  Guy  Kirkland,  both  of  Dallas;  one 
brother;  and  eight  sisters. 

H.  D.  Harlan 

Herbert  DeCosta  Harlan,  MD,  a member  of  Jefferson 
County  Medical  Society,  died  Nov  29,  1978.  The  long- 
time Beaumont  urologist  was  an  honorary  member  of 
Texas  Medical  Association. 

A native  of  Hackneyville,  Ala,  Dr  Harlan,  92,  was  a 1 909 
graduate  of  Vanderbilt  University  School  of  Medicine.  He 
practiced  in  Stamford,  Tex,  before  moving  to  Beaumont. 


Surviving  Dr  Harlan  is  his  granddaughter,  Carolyn 
Brooks,  Houston. 

J.  J.  Johns 

Jay  Jose  Johns,  MD,  78,  an  honorary  member  and  past 
vice  president  of  Texas  Medical  Association,  died  Nov  8, 
1978.  A resident  of  Taylor  since  1924,  Dr  Johns  was  a 
past  president  of  Williamson  County  Medical  Society  and 
the  Seventh  District  Medical  Society. 

Born  in  Round  Rock,  Tex,  he  attended  The  University 
of  Texas  at  Austin  and  was  graduated  from  UT  Medical 
Branch  in  1924.  After  an  internship  at  Taylor  Sanitarium, 
he  began  his  practice  of  general  medicine  and  surgery 
which  lasted  until  his  retirement  in  1975.  Dr  Johns,  found- 
er of  Johns  Clinic  and  Johns  Community  Hospital,  was 
named  Taylor  Citizen  of  the  Year  in  1968. 

Survivors  include  his  daughters,  Vicki  Johns  Kane,  Gal- 
veston, and  Hildegarde  Stjepcevich,  Austin;  two  brothers; 
one  sister;  five  grandchildren;  and  three  greatgrandchil- 
dren. 

W.  C. Jones 

William  Calvin  Jones,  MD,  76,  died  Nov  26,  1978  in 
Pampa.  Dr  Jones  was  a member  of  the  Top  O’  Texas 
County  Medical  Society. 

Born  in  Gorman,  Tex,  Dr  Jones  taught  school  in  Mata- 
dor and  was  superintendent  of  the  Roaring  Springs 
School  during  1926-1929.  He  attended  North  Texas 
State  University  and  was  graduated  from  Baylor  Univer- 
sity College  of  Medicine  in  1933.  He  began  his  practice 
in  Wellington,  Tex,  and  moved  to  Pampa  in  1935. 

Survivors  include  his  wife,  Icie  Harrah  Jones,  Pampa; 
son,  John  D.  Jones,  MD,  Lubbock;  daughter,  Jo  Ann 
Jones,  Nevada;  stepson,  Raymond  Harrah,  Jr,  Dallas; 
two  grandchildren;  and  one  step-grandchild. 

L.  M.  Kimbell  II 

Lewis  Mercer  Kimbell  II,  MD,  died  Nov  18,  1978,  in  an 
automobile  accident.  A member  of  the  Top  O'  Texas 
County  Medical  Society,  Dr  Kimball,  42,  had  practiced 
in  Borger  since  1968  and  was  formerly  chief  of  staff  at 
North  Plains  Hospital  there. 

A native  of  Chicago,  the  pathologist  was  graduated  from 
UT  Southwestern  Medical  School  in  1963.  His  internship 
and  residency  in  pathology  were  at  Parkland  Memorial 
Hospital,  Dallas. 

Dr  Kimball  is  survived  by  his  wife,  Cathie  Andress  Kim- 
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bell,  Borger;  son,  Lewis  M.  Kimbell  III,  Dallas;  stepdaugh- 
ter, Leasa  Duggar,  Borger;  brother,  Ted  Kimbell,  Dallas; 
sister,  Mrs  James  Chatham,  Beaumont;  parents,  Mr  and 
Mrs  L.  M.  Kimbell;  and  grandmother,  Mrs  Bedford  Eiland, 
all  of  Dallas. 

D.  E.  Lambrecht 

Daniel  Edwin  Lambrecht,  MD,  a long-time  San  Antonio 
resident  and  member  of  Bexar  County  Medical  Society, 
died  Nov  18,  1978. 

Born  in  Schertz,  Tex,  Dr  Lambrecht,  53,  attended  The 
University  of  Texas  at  Austin  and  was  graduated  from 
UT  Medical  Branch  in  1952.  His  internship  was  at  Santa 
Rosa  General  Hospital,  San  Antonio;  his  residency  was 
at  John  Sealy  Hospital,  Galveston.  Dr  Lambrecht  prac- 
ticed anesthesiology  in  San  Antonio  from  1955  until  his 
retirement  in  1977. 

Survivors  include  his  wife,  Joyce  Baros  Lambrecht,  San 
Antonio;  daughters,  Danielle  Sue  Green,  Victoria,  and 
Danalee  Shawn  Lambrecht,  San  Antonio;  son,  Daniel 
Stephen  Lambrecht,  San  Antonio;  brother,  Clarence 
Lambrecht,  Fort  Worth;  and  one  grandson. 

H.  Lindley 

Harold  Lindley,  MD,  a long-time  Pecos  resident,  died 
Nov  26,  1978.  Dr  Lindley,  71,  was  past  president  of  the 
Reeves- Ward-Winkler-Loving-Culberson-Hudspeth 
Counties  Medical  Society,  the  Permian  Basin  Academy  of 
General  Practice,  and  District  One  of  the  Texas  Medical 
Association. 

Dr  Lindley  was  born  in  Archer  City,  Tex,  and  attended 
public  schools  in  Lufkin.  After  graduating  from  Phillips 
University  in  Enid,  Okla,  he  attended  Baylor  University 
College  of  Medicine  and  received  his  MD  degree  in  1931 . 
He  interned  at  Scott  and  White  Memorial  Hospital  and 
Santa  Fe  Memorial  Hospital  in  Temple  before  beginning 
his  private  practice  at  Crystal  City.  He  soon  moved  to 
Carrizo  Springs  and  practiced  medicine  with  his  father 
until  1933.  He  practiced  in  Vernon  and  Colorado  City  be- 
fore moving  to  Pecos  in  1936. 

Survivors  include  Dr  Lindley’s  wife,  Madge  Clark  Lind- 
ley, Pecos;  sons,  Lovick  Clark  Lindley,  Denton,  and 
Harold  Norman  Lindley,  Fort  Worth;  sister,  Mrs  Glenn 
Hamrick,  Dallas;  brother.  Dr  D.  Ray  Lindley,  West  Colum- 
bia, Tex;  and  one  grandson. 


W.  E.  Marshall 

William  E.  Marshall,  MD,  a retired  Baytown  physician, 
died  Nov  4,  1 978.  Dr  Marshall,  84,  was  an  honorary  mem- 
ber of  Harris  County  Medical  Society  and  Texas  Medical 
Association. 

Born  in  Bonham,  Tex,  he  was  a 1916  graduate  of  The 
University  of  Texas  at  Austin.  After  graduation  from  UT 
Medical  Branch  in  1920,  he  served  his  internship  at  John 
Sealy  Hospital,  Galveston.  He  spent  one  year  with  the  US 
Public  Health  Service  in  Galveston  and  practiced  at  Need- 
ville,  Tex,  three  years  before  moving  to  Baytown. 

Dr  Marshall  is  survived  by  his  wife,  Buford  R.  Marshall; 
daughter,  Jane  M.  White;  and  son,  William  E.  Marshall, 
all  of  Baytown;  one  brother;  two  sisters;  and  four  grand- 
children. 

R.  L.  Navarro 

Ramon  Lingat  Navarro,  MD,  Port  Neches,  a member  of 
Jefferson  County  Medical  Society,  died  Oct  25,  1978. 

A native  of  the  Philippine  Islands,  Dr  Navarro,  37,  was  a 
1 965  graduate  of  the  University  of  Santo  Tomas  in  Manila. 
He  completed  postgraduate  training  in  general  surgery  and 
urology  at  St  Thomas  Hospital  and  Akron  General  Hospi- 
tal, both  in  Akron,  Ohio.  He  practiced  in  Nederland,  Tex, 
for  one  year  before  moving  to  Port  Neches. 

Survivors  include  Dr  Navarro’s  wife,  Alice  Tayag  Navar- 
ro; and  sons,  Roderick  Navarro  and  Michael  Navarro,  all 
of  Port  Neches;  mother,  Julia  Navarro;  and  brother,  Ro- 
bustiano  Navarro,  both  of  Angeles  City,  Philippines. 

L.  F.  Schweitzer 

Leon  Fernando  Schweitzer,  MD,  a Houston  ophthalmolo- 
gist, died  Oct  20,  1978. 

Dr  Schweitzer,  51 , was  a native  of  Mexico  City.  He  at- 
tended the  University  of  Mexico,  Hillsdale  (Mich)  College, 
and  the  University  of  Houston.  After  graduation  from  Bay- 
lor University  College  of  Medicine  in  1959,  he  served  an 
internship  at  Detroit  Memorial  Hospital  and  an  ophthal- 
mology residency  at  Baylor  College  of  Medicine  Affiliated 
Hospitals,  Houston. 

Surviving  Dr  Schweitzer  are  his  daughter,  Natasha 
Schweitzer,  Houston;  and  brother,  Alex  Quiroga,  Calif. 

H.  F.  Schwenker 

Harry  Frederick  Schwenker,  MD,  a member  of  Bexar 
County  Medical  Society,  died  Oct  29,  1978,  at  his  home  in 
Iowa  Park,  Tex. 
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96  Born  in  Dallas,  Dr  Schwenker,  57,  moved  to  Brady,  Tex, 
as  a child.  He  was  a 1941  graduate  of  The  University  of 
Texas  at  Austin  and  a 1946  graduate  of  UT  Medical 
Branch.  His  internship  was  at  the  Naval  Hospital,  Bethes- 
da,  Md;  his  residencies  in  psychiatry  were  at  the  Naval 
Hospitals  in  Philadelphia  and  Bethesda.  He  was  a flight 
surgeon  and  captain  in  the  US  Navy. 

Survivors  include  his  son,  Bob  Arthur  Schwenker,  At- 
lanta, Ga;  daughters,  Debra  Elaine  Schwenker  and  Gay 
Schwenker,  both  of  Seattle,  Wash;  his  mother;  and  three 
sisters. 

H.  B.  Sowers 

Harry  Bryden  Sowers,  MD,  an  honorary  member  of  Texas 
Medical  Association,  died  Nov  25,  1978. 

A native  and  long-time  resident  of  Dallas,  Dr  Sowers, 
75,  attended  Southern  Methodist  University  and  was  grad- 
uated from  Baylor  University  College  of  Medicine  in  1927. 
After  an  internship  at  Parkland  Memorial  Hospital,  Dallas, 
Dr  Sowers  began  his  practice  in  Dallas  in  1929.  He  moved 
to  Wills  Point,  Tex,  in  1976. 

Surviving  Dr  Sowers  is  his  wife,  Mary  Ethel  McCully 
Sowers,  Wills  Point,  Tex. 

E.  R.  Thompson 

Edward  Randall  Thompson,  MD,  69,  died  Nov  29,  1978. 

A member  of  Galveston  County  Medical  Society,  Dr 
Thompson  had  practiced  family  medicine  in  Galveston  for 
the  past  43  years.  He  was  a former  medical  director  of  the 
Galveston  Public  Health  Nursing  Service,  medical  officer 
of  the  US  Marine  Reserve,  and  member  of  the  Medical 
Disaster  Committee  of  the  Galveston  Chapter,  American 
Red  Cross. 

The  native  of  Galveston  was  educated  at  Upper  Canada 
College  in  Toronto  and  The  University  of  Texas  at  Austin. 
In  1932  he  was  graduated  from  UT  Medical  Branch.  He 
served  his  internship  at  Rochester  (NY)  General  Hospital, 
and  his  residency  in  obstetrics  and  gynecology  at  UT 
Medical  Branch. 

Surviving  Dr  Thompson  are  his  wife,  Leonora  Kempner 
Thompson,  Galveston;  sons,  Edward  R.  Thompson,  Jr, 
Galveston;  and  Peter  K.  Thompson,  MD,  Houston;  daugh- 
ter, Rhoda  T.  Ezell,  Herndon,  Ky;  three  sisters;  two  bro- 
thers; eight  grandchildren;  and  a number  of  nieces  and 
nephews. 

The  Deaths  section  is  prepared  by  Ms  Shari  Wortham, 
editorial  assistant. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


O.  B.  GOBER 
Temple,  1908-1978 

A.  W.  GREENE,  JR 
Dallas,  1930-1978 

H.  D.  HARLAN 
Beaumont,  1886-1978 

J.  J.  JOHNS 
Taylor,  1900-1978 

W.  C.  JONES 
Pampa,  1902-1978 


L.  M.  KIMBELL  II 
Borger,  1936-1978 

D.  E.  LAMBRECHT 
San  Antonio,  1925-1978 

H.  LINDLEY 
Pecos,  1907-1978 

W.  E.  MARSHALL 
Baytown,  1894-1978 

R.  L.  NAVARRO 
Port  Neches,  1941-1978 


L.  F.  SCHWEITZER 
Houston,  1927-1978 

H.  F.  SCHWENKER 
Iowa  Park,  1921-1978 

H.  B.  SOWERS 
Dallas,  1903-1978 

E.  R.  THOMPSON 
Galveston,  1909-1978 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME 

ADDRESS 

CITY  AND  STATE 
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Clinics 


THE  FORT  WORTH  CUNIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendra  J.  Belli,  MD 
John  M.  Church,  MD 
Thomas  J.  Coleman,  MD 
Robert  R.  Dickey,  MD 
Ferd  £.  Garrison,  Ir,  MD 
Cortell  K.  Holsapple,  MD 
John  E.  Johnson,  Jr,  MD 
O.  M.  (Jack)  Phillips,  MD 


GENERAL  SURGERY 
John  H.  Sewell,  MD 
Robert  L.  Sewell,  MD 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  MD 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  MD 
Dixon  Presnall,  MD 
Harry  H.  Whipp,  MD 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  fr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 

RADIOLOGY 
Otto  H.  Grunow,  MD 


MEDICAL  ASSOCIATES  OF  CORPUS  CHRIST!,  PA 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 


Telephone  883-7411 

FAMILY  MEDICINE 
Travis  B.  Phelps,  MD,  FAAFP 
T.  D.  Harvey,  MD,  ABFP 
H.  R.  Rose,  MD,  ABFP 
C.  L.  Vernor,  MD 
Frederick  S.  Maurer,  MD 

ORTHOPEDIC  SURGERY 
C.  M.  Yanes,  MD,  FACS 


INTERNAL  MEDICINE 
G.  A.  Reeves,  MD 
Pruett  Moore,  Jr,  MD 
Mark  G.  Strauss,  MD 
James  C.  Hines,  MD 

EXECUTIVE  DIRECTOR 
Gene  Hybner 

DIRECTOR  OF  NURSES 
Pat  Parker,  RN 


MALONE  AND  HOGAN  CUNIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
J.  W.  Tipton,  MD 
W.  B.  Allenswrorth,  MD 
Joseph  F.  Ruda,  MD 

GENERAL  SURGERY 
C.  B.  Marcum,  MD,  FACS 
J.  E.  Mathews,  MD,  FACS 

GENERAL  AND 
VASCULAR  SURGERY 
N.  Rao,  MD,  FICS 

ORTHOPEDIC  SURGERY 
C.  T.  Moore,  MD 


INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr,  MD 
W.  A.  Riley,  MD 
R.  S.  Griflin,  MD 
D.  M.  Logan,  MD 
V.  T.  Smith,  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall,  MD 


PEDIATRICS 
J.  M.  Woodall,  MD 
B.  R.  Owen,  MD,  FAAP 
R.  Marc  Schwarz,  MD 

PSYCHOLOGY 
Ron  Cohorn,  PhD 

DERMATOLOGY 
Merrill  M.  Cooper,  MD 

RADIOLOGY  & NUCLEAR 

MEDICINE 

Buerk  Williams,  MD 

A.  P.  Goswami,  MD 

UROLOGY 

J.  W.  Cowan,  MD 

PODIATRY 
Bradiord  Glass,  DPM 

PATHOLOGY 

B.  A.  Campomanes,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler,  MD 

ADMINISTRATION 

R.  L.  Heith,  Administrator 


RUGELEY  AND  BLASINGAME  CUNIC 

2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


ADMINISTRATION 

C.  H.  "Ham”  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  MD 

D.  W.  Samuelson,  MD 
Janet  L.  Strickland,  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 
C.  E.  Woodson,  MD 

PEDIATRICS 
F.  W.  KoIIe,  MD 
F.  F.  Regueiro,  MD 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr,  MD 
W.  C.  Yankowsky,  MD 

UROLOGY 

H.  Z.  Fretz,  MD 
GYNECOLOGY 
J.  A.  Wall,  MD 


OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  MD 
H.  E.  Secor,  MD 

C.  J.  Landivar,  MD 

OPHTHALMOLOGY 
V.  A.  Black,  MD 
OTOLARYNGOLOGY 
J.  L.  Holcomb,  MD 
ORTHOPEDIC  SURGERY 

E.  T.  Smith,  MD 
ANESTHESIOLOGY 
C.  G.  Spears,  MD 
DENTISTRY 

J.  R.  Eieler,  Jr,  DDS 
PATHOLOGY— CONSULTANT 
H.  M.  Perches,  MD 
RADIOLOGY— CONSULTANT 
L.  D.  O'Gorman,  MD 


HOUSTON  HEADACHE  CUNIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 


TMA  Members  Retirement  Trust 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians'  Directory." 


. . . Another  service  of  your  association 


TEXAS  MEDICINE 


DIAGNOSTIC  CUNIC  OF  HOUSTON 


McGovern  allergy  cunic 


G448  Fannin,  Houston,  Texas  77030 
Telephone  713  797-9191 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen^  MD 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold,  MD 
Hugh  H.  Hanson,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 
Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  MD 
Thomas  G.  Vandivier,  MD 
Raymond  L.  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 

GERIATRICS 
Frederick  G.  Dorsey,  MD 

GASTROENTEROLOGY 
Dolph  L.  Curb,  MD 
W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  Jr.  MD 
Dean  C.  Solcher.  MD 
Michael  Gagliardi,  MD 
Frieder  Wuerth,  MD 

HEMATOLOGY 
Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy.  MD 

INTERNAL  MEDICINE 
Jeffrey  Zatorski.  MD 
James  V.  Ryan,  MD 
Ronald  R.  Galfione,  MD 
Paul  T.  Forth.  MD 


NEPHROLOGY 
K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Matthew  J.  Godlewski.  MD 
Garry  Hagstrom,  MD 

NEUROLOGY 
Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante.  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr,  MD 
Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  L.  Middleman.  MD 
Martin  J.  Hrgovic,  MD 

PATHOLOGY 

Paul  B.  Radelat,  MD 

Ashok  M.  Balsaver.  MD 

PULMONARY  DISEASE 
William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley.  MD 
Martin  L.  Kaplan,  MD 
Louis  C.  Waddell,  Jr,  MD 

RADIOLOGY 
William  L.  Hinds,  MD 
Charles  P.  Eldridge,  Jr,  MD 
David  D.  Lawrence.  MD 
Charles  A.  Spain.  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff.  MD 

RHEUMATOLOGY 
John  E.  Norris.  MD 

ADMINISTRATION 
Robert  B.  Hall. 
Administrator 


Diagnosis  and  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Judith  H.  Marston,  PhD 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 

Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne.  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
James  A.  Ayers,  MD 
Eunice  W.  Chou,  MD 
Albert  Lehmann.  MD 
Gerald  T.  Machinski,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD.  PhD 
Calvin  J.  McLerran.  PhD 
Michael  A.  McCormick.  PhD 
Glenna  M.  Kyle,  MS 
Iting  May  Lu,  MS 


IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

Herbert  C.  McKee,  PhD 
Richard  K.  Severs,  PhD 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
ALLIED  HEALTH  SCIENCES 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  MD,  PA  or  C.  David  Meadows,  MD,  PA 
Diplomates  oi  the  American  Board  oi  Allergy  and  Immunology 

900  W.  Randol  Mill  Hd.,  Suite  215,  Arlington,  Texas  76012;  817  277-1161 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Allergy 


HOUSTON  ALLERGY  CUNIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  MD,  FACA,  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA,  FAAA,  FAACIA* 
Warren  J,  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  oi  Pediatrics) 

*Diplomate  American  Board  of  Allergy  & Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


FREDERICK  W.  GROVER.  MD  & ASSOCIATES 

Diplomate  of  the  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


Colon  6t  Rectal  Surgery 


ALVIN  BALDWIN.  JR.  MD 

Diplomate  American  Board  oi  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN.  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  Allergy-Dermatology 
W.  A.  Crozier,  MD,  FACA,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


HUGH  C .WELSH.  MD 
Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


C.  D.  L.  CROMAR,  MD.  MS.  FRCSE,  FRCSC 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


TMA  Memorial  Library 

. . . Another  service  of  your  association 
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FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 

Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower.  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 

WILUS  1.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 

Suite  1154,  Dallas,  Texas  75246;  214  827-5960 

DAVID  S.  PITA,  MD 

Colon  and  Rectal  Surgery 

Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 

3600  Gaston  Ave..  Suite  411 

Dallas,  Texas  75246 

Telephone  214  821-4300 

LUCIUS  P.  COOK,  MD 

Diseases  of  the  Skin 

Cancer  of  the  Skin 

Medical  City  II,  Suite  2218,  7777  Forest  Lane 

Dallas,  Texas  75230;  214  661-7655 

MANUEL  G.  LAGON,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Endocrinology 

Colonoscopy,  Colon  and  Rectal  Surgery 

909  Eighth  Avenue,  Fort  Worth,  Texas  76104;  Telephone  332-1371 

L.  C.  PETTA,  MD.  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

ENDOCRINE  ASSOCIATES  OF  DALLAS.  PA 

Stanley  Feld,  MD 

Richard  Sachson,  MD 

Steven  Dorfman,  MD 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

Fiberoptic  Colonoscopy 

Colon  and  Rectal  Surgery 

1556  W.  Magnolia,  Fort  Worth,  Texas  76104;  817  336-2971 

ZAVEN  H.  CHAKMAKJIAN.  MD 

SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 

Telephone  214  820-2216 

Dermatology 

DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  MD 

Arthur  C.  Ressmann,  MD 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 

SAM  S.  MILLER.  MD 

Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 

Diplomate  American  Board  of  Internal  Medicine 

Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 

San  Antonio,  Texas  78229;  512  696-2700 

JOE  M.  LEHMAN.  MD 

ROBERT  LEHMAN.  MD 

A Professional  Association 

Family  6c  General  Practice 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 

SAMUEL  SILVA.  MD 

Hair  Transplantation 

DAVID  R.  WEAKLEY.  MD.  FACP 

Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 

Dallas.  Texas  75230;  Phone  214  661-7460 

4759  South  Freeway,  Fort  Worth,  Texas;  817  923-7374 

CYRIL  H.  SCHULMAN.  MD 

Hair  Transplantation 

GERALD  A.  CASID.  MD,  PA 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 

Phone  214  272-5451 

6700  Bellaire  Blvd.,  Suite  F,  Houston,  Texas  77074;  713  771-7293 

Help  Yourself/Help  Your  Colleagues 

Call  512  477-5575  anytime — 

Confidential  counseling  for  troubled  doctors 

TMA  Physician  Health  Rehabilitation 
Hotline 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 

Dermatologic  Surgery 

Medical  City  II,  Suite  2303,  7777  Forest  Lane, 

Dallas.  Texas  75230;  Telephone  214  661-7661 

TMA  Auto  Leasing  Program 

. . . Another  service  oi  your  association 

. . . Another  service  of  your  association 

TEXAS  MEDICINE 


Gastroenterology 


Gynecology 


CECIL  O.  PATTERSON.  MD.  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas.  Texas  75235 
214  358-2545 


RAYMOND  H.  ABRAMS.  MD.  FACOG 

Diplomate  American  Board  oi  Obstetrics  and  Gynecology 

Gynecology — Medical  and  Surgical 
Microsurgery 

Breast  Analysis  and  Therapy 

3434  Swiss  Avenue.  Suite  401.  Dallas.  Texas  75204 
Telephone  214  823-1063 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303.  Dallas.  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas.  MD 
George  T.  DeVaney,  MD 


NISAR  AHMED.  MD 

Gastroenterology,  Gastrointestinal  Endoscopy, 
Gastrointestinal  Oncology 

Twelve  Oaks  Tower.  Suite  930.  4126  Southwest  Freeway. 
Houston.  Texas  77027;  713  961-0115 


General  Surgery 


Hand  Surgery 


L.  Lee  Lankford,  MD  and  Peter  R.  Carter,  MD 
HAND  SURGERY  ASSOCIATION 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza.  Barnett  Tower.  Suite  802.  3600  Gaston  Avenue 
Dallas.  Texas  75246;  214  823-5351 


ROBERT  E.  BUNATA,  MD,  PA 
B.  I.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main.  Suite  414.  Ft.  Worth.  Texas  76104 
Telephone  817  335-5411 


BURT  B.  SMITH,  MD.  FACS 

Surgery  HypnOSiS 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery  

728  Hermann  Proiessional  Bldg.,  Houston,  Texas  77025;  523-8323 

THE  GLOVER  CUNIC 


BRYAN  V.  WILUAMS,  MD.  FACS 

Diplomate  American  Board  oi  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg..  Houston,  Texas  77002;  227-5505 


LeROY  J.  KLEINSASSER,  MD.  FACS 

Diplomats  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza.  3600  Gaston  Avenue. 

Dotlas.  Texas  75246;  821-2356 


Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  oi  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  oi  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member.  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


Neurology 


ROBERT  J.  TURNER.  HI,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street.  Suite  104 
Fort  Worth.  Texas  76104;  335-8311 


ROBERT  M.  STECKLER,  MD 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  214  827-9880 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

James  L.  Frey.  MD 
Harris  M.  Hauser.  MD.  FAAN 
Cheor  J.  Kim,  MD 
Lorenzo  Lorente.  MD 
Ernest  S.  Sears,  Jr.  MD 

1740  West  27th,  Suite  315,  Houston.  Texas  77008;  713  861-4516 
427  West  20th,  Suite  BIOO.  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston.  Texas  77074;  713  772-4600 


HOUSTON  SURGICAL  CONSULTANTS 

Robert  Davis,  MD,  FACS,  FRCS,  FICS 
Gail  E.  Burbridge.  MD 

Diplomates  of  the  American  Board  of  Surgery 

General  and  Vascular  Surgery 

430  Park  Plaza  Professional  Building. 

1213  Hermann  Drive.  Houston,  Texas  77004;  713  528-0597 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 
Adult  and  Pediatric  Neurology 
Electroencephalography,  Electromyography 

John  W.  Conwell.  MD 
Stuart  B.  Black.  MD 

David  B.  Sperry,  MD.  Pediatric  Neurology 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane.  Dallas.  Texas  75231;  214  361-9148 
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Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson.  MD  Phillip  E.  Williams.  Jr,  MD 

Charles  W.  Simpson.  MD  Ira  C.  Denton.  Jr,  MD 

Morris  Sanders.  MD  W.  Robert  Hudgins.  MD 

Jack  Woolf.  MD.  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  620. 
Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905. 
Dallas.  Texas  75231;  214  369-7596 


3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza.  Suite  310. 
Dallas,  Texas  75246;  214  826-1976 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Proiessional  Bldg.,  Houston,  Texas  77030;  713  790-0540 


Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo.  MD.  FACS 
Malcolm  L.  Mazow,  MD.  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins.  MD.  FACS 


Jeffrey  D.  Lanier.  MD.  FACS 
Michael  A.  Bloome.  MD,  FACS 
Paul  C.  Salmonsen.  MD 
Richard  L.  Kimbrough.  MD 
Charles  A.  Garcia.  MD 


JACK  STERN.  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson.  MD,  Neurosurgery 
John  T.  O'Neal.  MD,  Neurosurgery 

Robert  D.  Schneider.  MD.  Neurology  and  Electroencephalography 
Steven  K.  Crouse.  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive.  El  Paso.  Texas  79902 
Telephone  915  532-8901 


DRS.  ALPAR.  TAYLOR,  HOWELL.  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  MD  Hugh  B.  Currie.  MD 

Coleman  Taylor,  MD  Bruce  L.  Weinberger.  MD 

J.  Franklin  Howell,  Jr,  MD 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive.  Amarillo.  Texas 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder.  MD 
William  L.  Hutton.  MD 
Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas,  Texas  75204 
214  521-1153 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Raymond  A.  LeBlanc.  MD 
Jack  E.  McCallum,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
H.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott.  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 
3600  Gaston  Avenue — Dallas.  Texas  75246 
Telephone  214  826-7060 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  MD 
Robert  A.  Moura,  MD 
Arthur  W.  WillU,  MD 
Robert  W.  Butner.  MD 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent.  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts,  MD 
Gary  Mason.  MD 

7777  Southwest  Freeway,  St.  916.  Houston,  Texas  77074;  713  777-7145 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve.  MD 
John  W.  Lewis.  MD 


3166  Reid  Drive.  Corpus  Christi,  Texas  78404;  Phone  853-7319 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 
Austin,  Texas  78756;  512  451-8484 


Edward  J.  Petrus,  MD 
Richard  E.  Nieman,  MD 


TMA  International  Travel  Program 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 


RETINA  LIMITED  OF  SAN  ANTONIO 
Diseases  and  Surgery  of  the  Retina  and  Vitreous 

John  Y.  Harper,  Jr,  MD 
Darrell  Willerson,  Jr,  MD 

311  Camden.  Suite  601,  San  Antonio,  Texas  78215;  512  226-2446 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W,  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 


Orthopedic  Surgery 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  MD 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD 


MSS  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


DAVID  H.  SAUNDERS,  MD 

Procedures  limited  to  Ophthalmic  Plastic  and 
Lacrimal  Surgery 

Medical  City  Dallas-2,  7777  Forest  Lane,  Suite  2214 
Dallas,  Texas  75230;  214  661-7337 


Ralph  E.  Donnell,  MD 
F,  Carlton  Hodges.  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
& 77076..  6lT.3905®“‘'''‘^ 
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TO  ALL  MY  PATIENTS 

||V]jj| "jMytte  you  to  discuss  frankly 
any  (Questions  regarding 
Kervice°s  or  my  fees. 

^.^^efbest  medical  service  is  based 
li^n’-'a  friendly  mutual  under- 
l,^standing  between  doctor  and  patient 


Do  patients  understand  your  fees? 

Avoid  possible  misunderstandings  about  your  fees  and 
services  by  inviting  open  discussion  with  your  patients. 
This  attractive  plaque,  when  prominently  displayed  in 
your  reception  area,  serves  as  an  open  invitation  to  your 
patients  and  shows  that  you  care.  Suitable  for  wall  or 
desk  display,  it  is  6x9  inches.  Available  at  $5.50  each. 
Send  check  and  request  for  OP  033  to  Order  Unit,  Ameri- 
can Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


LUBBOCK  ORTHOPEDIC  SURGERY  CUNIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
G.  S.  Gill,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 
Frank  R.  Vincenti.  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
♦Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware.  MD 
Dan  R.  Sutherland,  MD 
John  B.  Gunn,  MD 
Richard  A.  Shirley.  MD 
R.  Dan  Loyd,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303 
Dallas,  Texas  75246;  214  823-7090 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


Texas  Medical  Liability  Trust 


. . . Another  service  of  your  association 


delayed  mail.  Send 

old  and  new  address  to  Membership  Department,  Texas  Medical  Asso- 
ciation,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F,  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd,  MD 

John  B.  Gunn.  MD  Huntly  G.  Chapman,  MD 

Announce  the  opening  of  an  additional  office 
Medical  City  Dallas  11,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


ARTHUR  L RAINES.  MD  AND  ASSOCIATES 
Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181,  Ext.  360 

Mailing  Containers  on  Request 


Otolaryngology 


Physical  Medicine  & Rehabilitation 


JACK  BLUM.  MD 
LLOYD  F.  RITCHEY.  MD 

1 04  0*°'<^^YngologY 

8215  Westchester,  Suite  135,  Dallas,  Texas 


EL  PASO  EAR,  NOSE  AND  THROAT  ASSOCIATES 
Otolaryngology.  Audiology  and 
Electronystagmography 

Mark  J.  Wegleilner,  MD 

Lyle  D.  Weeks,  MD 

Sarah  Daniel,  MA-Audiologist 

First  American  Title  Bldg.,  Suite  160,  5959  Gateway  West 
El  Paso,  Texas  79925;  915  779-5866 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 
E.  Hernandez,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 

George  V.  Miller,  MD 

Walter  G.  Olin,  Jr,  MD 

John  R.  Thomas,  MD 

S.  Joseph  Skinner,  MD 

Joe  B.  Haden,  MD 

Enrique  van  Santen,  MD 

Elaine  V.  Shalek,  MD 

Robert  H.  McNeely,  MD 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  MD,  FCAP 
Walter  Krohn.  MD,  FCAP 
Robert  Wayne  Walter,  MD,  FACP 

Dane  Barber,  MD,  Diplomate  American  Board  of  Pathology 

Clinical  Pathology,  Surgical  Pathology,  Exfoliative  Cytology,  Medico- 
legal Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707;  756-7226 

J.  S.  WILKENFELD.  MD,  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld,  MD  Ena  E.  Mocega,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston.  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


SHOAL  CREEK  REHABIUTATION  CENTER 

3501  Mills  Avenue.  Austin,  Texas  78703;  512  452-0361 

Rodney  J.  Simonsen,  MD.  Medical  Director 

Comprehensive  rehabilitation  facilities  for  spinal  cord  injury,  stroke, 
heod  injury,  pain  management,  and  related  conditions 


Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS 

Laurence  E.  Wolf,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  24th  Floor, 

Doctor's  Center  Bldg.,  Houston,  Texas  77030 


JOHN  B.  PATTERSON.  MD.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

1103  Medical  Tower,  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT.  MD.  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fori  Worth,  Texas  76104; 
335-4751 


VALENTIN  GRACIA,  MD.  PA. 

FACS.  FICS.  DAB 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale.  Fort  Worth,  Texas  76104;  336-0446 
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PATRICK  H.  BECKHAM.  MD  AND  ASSOCIATES 

Diplomate  American  Board  oi  Plastic  Surgery 

Plastic.  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 


JOSEPH  P.  FLEMING.  MD.  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


WILLIAM  E.  BARNES.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JAMES  L.  MOORE.  MD.  FACS.  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


JOHN  E.  CARTER.  MD.  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  oi  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive-  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD.  MD.  PA.  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215;  224-5509 


Psychiatry 


Larry  E.  Tripp,  MD 
Gregory  G.  Dimijian,  MD 
Linda  R.  Hughes,  MD 
Roy  H.  Fanoni,  MD 
Byron  Howard,  MD 
Madeline  W.  Harford,  MD 
John  G.  Looney,  MD 
Carol  A.  Lewis,  MD 
Mark  J.  Blotcky,  MD 


Perry  C.  Talkington,  MD 
Howard  M.  Burkett,  MD 
Jerry  M.  Lewis,  MD 
James  K.  Peden,  MD 
Dode  M.  Hanke,  MD 
Doyle  I.  Carson,  MD 
Joe  W.  King,  MD 
Keith  H.  Johansen,  MD 
Charles  G.  Markward,  MD 


105 


BROMLEY  S.  FREEMAN.  MD.  FACS 
D.  ROBERT  WIEMER.  MD.  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  St  Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77030 
713  795-5584 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1-  Corpus  Christi,  Texas;  855-7359 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas.  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


JUDSON  L.  CROW,  MD 

Diplomate,  American  Board  of  Surgery 
Diplomate,  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

730  N.  Main— Suite  716,  San  Antonio,  Texas  78205;  512  224-2075 


HENRY  A.  BAER,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive,  and  Hand  Surgery 
Cosmetic  Surgery 

1211  S.  Beckham,  Tyler,  Texas  75701;  214  592-3838 


Psychiatry 

Frank  H.  Chesky,  MD 
Jose  A.  Gutierrez,  MD 
Harris  M.  Hauser,  MD 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 


CHARLES  B.  COVERT.  MD,  PA 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Individual  and  Group  Therapy 
Marital  and  Family  Counseling 

1900  Yorktown,  Suite  314 
Houston,  Texas  77056;  713  627-9988 

ALCOHOUSM  TREATMENT  PROGRAM 

Comprehensive  Inpatient/Outpatient  Rehabilitation 

Department  of  Psychiatry 

Texas  Tech  University  School  of  Medicine, 

Lubbock.  Texas  79430;  806  743-2804 


TMA  Action /TMA  Legislative  Bulletin 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 
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BARRY  M.  BROWN,  MD 

Diplomat©,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood.  Suite  187A.  Houston,  Texas  77024;  713-4G1-6160 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CUNIC  ASSOC. 

1001  E.  Southmore,  Suite  1103.  Pasadena.  Texas  77502;  713  473-7646 

R.  E.  Hazlewood,  MD.  J.  J.  Leyva,  MD.  PA,  T.  P.  Wallace.  MD.  PA 
Department  of  Psychology  and  Counseling  Center 
Paul  Rothaus.  PhD.  Becky  Britton.  MA 
Counseling  Center 

Marital.  Family  Counseling,  and  Drug  Abuse 

901  E.  Curtis,  Suite  15.  Pasadena,  Texas  77502;  713  473-6289 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


HAUSER  CLINIC 
Psychiatry  and  Neurology 

Section  of  Psychiatry 
*Abe  Hauser,  MD 
•Robert  I.  Hauser,  MD 
*H.  James  Stuart.  MD 
•Javier  A.  Zapata.  MD 
•Susan  B.  Darsey,  MD 
•Harvey  A.  Rosensiock,  MD 
•Cal  K.  Cohn,  MD 

Section  of  Neurology 
•Gerald  Ratinov,  MD 
Diane  S.  Gelfand,  MD 

Section  of  Social  Work 
Pamela  Plimmer.  ACSW 
Marguerite  Papademitriou,  ACSW 
Wendy  Smolins,  MSSW 

Administrator 
Richard  J.  Kurzenberger 

7777  Southwest  Freeway,  Suite  103G,  Houston,  Texas  77074 
Telephone  713  776-8600 

•Diplomat©,  American  Board  of  Psychiatry  and  Neurology 


Radiology 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

CARLOS  M.  KIER,  MD 

Diplomate  American  Board  of  Internal  Medicine 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204:  823-4151 


JOEL  E.  RUTSTEIN,  MD 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 
Arthritis  Diagnostic  and  Treatment  Center 

8042  Wurzbach,  Suite  440,  San  Antonio.  Texas  78229;  512  690-8067 


Thoracic  Surgery 


Harold  C.  Urschel,  Jr.  MD 
Maruf  A.  Razzuk.  MD 

DRS.  URSCHEL,  RAZZUK  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue.  Dallas,  Texas  75246;  824-2503 

JOHN  L.  KEE,  JR,  MD 
Thoracic  Surgery 

The  Doctors  Bldg..  3707  Gaston  Ave.,  Dallas,  Texas  75246;  826-5184 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY,  MD 

Diplomate  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 

HECTOR  O.  YANES,  MD.  PA.  FACS.  FACC 
Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104;  332-1947 


Harvey  M.  Lowry,  MD.  FACR  James  P.  Wills,  MD,  DABR 

James  R.  Gish,  MD,  DABR  Robert  Jacobs,  MD,  DABR 

Edward  A.  Sheldon,  MD,  DABR  Daniel  Karnicki,  MD,  DABR 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg..  838-2224 

Baptist  Hospital,  833-6421 

Beaumont  Neurological  Center.  835-4921 

Beaumont  Medical  and  Surgical  Hospital,  838-1411 

Beaumont,  Texas 


TMA  Legislative  Representation 


. . . Another  service  of  your  association 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER.  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


DONALD  L.  PAULSON.  MD.  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas,  Texas;  824-3660 


TMA  Conference  Cassette  Tapes 


. . . Another  Service  of  your  association 


TMA  Continuing  Education  Directory 

. . . Another  service  of  your  association 
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Urology 


ELGIN  W.  WARE.  JR.  MD 
GEORGE  E.  HURT.  JR.  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
KING  SCOTT  COFFIELD.  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CUNIC 

Dolphus  E.  Compere.  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdori,  MD,  FACS 
Sidney  A.  Worsham,  III,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


H.  M.  GIBSON.  JR.  MD.  FACS 
ABEL  GARDUNO.  MD 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg..  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE.  MD 
NEWTON  F.  McDonald,  md 

Practice  Limited  to  Urology 


1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


DONALD  J.  NEESE,  MD 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Parle  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

400  Medical  Center  Blvd.,  Suite  207,  Webster,  Texas  77598;  713  332-2466 


EUGENE  R.  TODD.  MD.  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 
Donald  J.  Logan,  MD 
Allen  S.  Plotkin,  MD 
Donald  L.  McKay,  MD 

Diplomates  American  Board  of  Urology 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233*7765  Answered  24  Hours 


TMA’s  1979  MEETING  FEATURES 

• 22  Section  Programs 

• 20  Curbstone  Consultations 

•14  Continental  Breakfast 
Presentations 

• 30  Specialty  Society  Programs 
•10  Special  Symposiums 

•11  AMA-TMA  Postgraduate  Courses 

• 175  Technical  and 

Scientific  Exhibits 

• Forum  of  Original  Research 

• Social  & Sports  Events 
MAKE  YOUR  PLANS 
NOW  TO  ATTEND 

May  3-6,  1979  DALLAS 


TMA  News  Hotline  Recording 

Call  1-800-252-9357  for  current 
legislative  information.  It's  toll  free, 
24-hours  a day,  seven  days  a week. 

. . . Another  service  of  your  association 


See  the  special  advertising  insert  in  this 
issue  for  additional  meeting  information, 
hotel  reservation  forms,  and  advance 
registration  and  ticket  order  forms. 
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Classified  Advertising 


Physicians  Wanted 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as  office 
m new  clinic  building.  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Taylor  Smith,  MD,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Taylor 
Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIAN  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with  ex- 
cellent facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Taylor  Smith, 
MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring  Texas 
79720;  telephone  915-267-6361, 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon  do- 
ing GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  with  salary  of  $45,000  per  year  negotiable.  City 
has  population  of  9,000  with  trade  area  of  25,000  to  30,000.  Contact 
Chris  S.  Cruzcosa,  MD,  300  S.  5th  Street,  Carrizo  Springs,  Texas  78834, 
512-876-5236. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Craig  Bivins,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850. 


EMERGENCY  DEPARTMENT  DIRECTOR  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD  with  ER  and  administrative  experience.  Malpractice  insur- 
ance supplied.  Fee  for  service  compensation  $72,000  for  20  shifts/month. 
Craig  Bivins,  Emergency  Health  Service  Associates,  3600  Gaston  Ave- 
nue, Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


PHYSICIANS:  You  can  find  the  perfect  practice  opportunity  through 
Medenco  Hospitals,  Inc.  A variety  of  settings  from  rural  to  metropolitan 
plus  an  attractive  financial  package  are  available  with  Medenco.  Con- 
tact Physician  Relations,  Medenco  Hospitals,  Inc,,  P.  O.  Box  3448,  Hous- 
ton, Texas  77001;  Call  collect  in  Texas  713-621-8131. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  in  cardiology,  obstetrics, 
pediatrics  and  family  practice.  Enjoy  practicing  medicine  with  our 
28-man  multispecialty  group  located  in  a friendly  city  of  100,000  people 
in  north  central  Texas.  Close  to  everything,  but  away  from  big  city 
problems.  If  you  want  to  know  more  about  this  long  established 

Proup  (1919)  whose  city  has  a booming  economy,  call  collect  Dr.  David 
ogue  at  817-766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302. 


PSYCHIATRIC  RESIDENCY  IN  APPROVED  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  with 
Texas  license  are  $17,000,  $18,000  and  $19,000  per  year  with  additional 
fringe  benefits.  For  full  information,  write  to:  Anthony  P.  Rousos,  MD, 
Director  of  Residency  Training,  Austin  State  Hospital,  4110  Guadalupe 
Street,  Austin,  Texas  78751. 


LOCUM  TENENS— EMERGENCY  MEDICINE— available  in  our  Dallas 
area  hospitals;  monthly  scheduling  is  flexible  and  according  to  your 
preferences;  malpractice  is  paid,  excellent  hourly  income  according  to 
your  flexibility  and  hours  worked.  Call  214-522-5481  for  details. 


MEDINA  COUNTY  AND  HONDO,  TEXAS.  An  excellent  opportunity  for 
a young  physician  to  establish  a practice.  The  local  physicians  will 
make  you  an  outstanding  offer.  Contact:  John  W.  Meyer,  MD,  Medina 
Medical  Management  Corporation,  602  31st  Street,  Hondo,  Texas  78861; 
telephone  512-426-3054. 


PHYSICIANS  WANTED — progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647.  Telephone  214-845-2281. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after  Adult 
Psychiatry  training.  Academic  program  in  child  development,  family 
therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  with  intensive  individual  supervision  in  psy- 
choanalytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  child  development, 
linguistic  anthropology,  community  services,  and  other  fields.  Excel- 
lent opportunities  in  teaching  administration,  inpatient  and  outpatient 
clinical  programs.  New  60-bed  inpatient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  community  programs.  Stipends: 
first  year,  $17,000;  second  year,  $18,000;  third  year,  $19,000;  fourth 
ear,  $20,000  with  additional  fringe  benefits.  Contact  Anthony  P. 
ousos,  MD,  Director  ot  Residency  Training,  Austin  State  Hospital, 
4110  Guadalupe,  Austin,  Texas  78751. 


LIVE  AND  WORK  WHERE  OTHERS  VACATION:  Port  Aransas,  Mustang 
Island.  Developing  tourist  and  recreational  area  needs  physician. 
5,300  permanent  population;  50,000  transient  population.  Offers  un- 
limited potential.  Excellent  quality  of  life,  leisurely  pace,  unmatched 
recreational  opportunities.  Hospital  within  7 miles,  major  metropolitan 
area,  36  miles.  Reply  to  W.  L.  Gavit,  Box  188,  Port  Aransas,  Texas 
78373. 


PUBLIC  HEALTH  PHYSICIANS  at  state,  regional  or  local  levels.  Salary 
competitive  based  on  qualifications.  MPH  and/or  board  certification 
qualification  desirable.  Texas  license  to  practice  medicine  required. 
Merit  System  classification  utilized.  Contact  George  Anderson,  MD,  Tex- 
as Department  of  Health,  1100  West  49th  Street,  Austin,  Texas  78756. 
An  equal  opportunity  employer. 


INTERNIST— BOARD  QUALIFIED  OR  CERTIFIED.  Texas  State  Chest 
Hospital,  Harlingen,  Texas.  Hospital  practice  of  pulmonary  and  related 
disease.  Stipend:  $47, 000-$50, 000/annum.  Excellent  fringe  benefit  pack- 
age includes  retirement,  hospitalization,  salary  savings,  etc.  Inquire 
Paul  W.  Musgrave,  MD,  P.O.  Box  593,  Harlingen,  Texas  78550.  An  equal 
opportunity  employer. 


STAFF  PHYSICIAN — The  University  of  Texas  Health  Center  at  Tyler 
seeks  staff  physician  to  care  for  medical  in-patients  and  out-patients 
in  new  320  bed  facility.  Texas  license  required.  Salary  negotiable. 
Excellent  fringe  benefits.  Please  submit  letter  of  interest  and  curriculum 
vitae  to:  P.O.  Box  2003,  Tyler,  Texas  75710.  An  equal  opportunity  em- 
ployer. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Pediatrician, 
internist,  psychiatrist,  family  practitioner,  solo  practice.  Home  Exxon, 
US  Steel,  Gulf.  High  income.  Bay  area  near  Houston.  Outstanding 
schools,  colleges.  Contact  Administrator,  1101  Decker  Drive,  Baytown, 
Texas  77520;  713-422-3405. 


FAMILY  PRACTITIONER  OR  GENERAL  INTERNIST  for  primary  care 
group.  Excellent  compensation/benefits:  continuing  education,  malprac- 
tice, health,  life,  and  disability  insurance,  vacation,  pension/profit- 
sharing plan,  potential  shareholdership.  Contact  L.  N.  Dotin,  MD, 
Southwest  Medical  Group,  PA,  4499  Medical  Drive,  Suite  270,  San  An- 
tonio, Texas  78229;  512-690-2010. 


PHYSICIANS  WANTED  to  staff  emergency  medicine  opportunities  in 
Texas  (full  or  part-time)  or  join  established  practices  or  begin  new 
practices.  We  have  the  opportunities — we  need  the  physicians.  Contact 
Vicki  Hay,  Hospital  Resources  Management,  P.O.  Box  45148,  Dallas, 
Texas  75235;  (214-358-4486  collect). 


TEXAS  PHYSICIAN  PLACEMENT.  Professionally  and  personally  satis- 
fying general  family  practices  in  all  sized  Texas  towns.  Some  specialty 
practices.  Good  cross-coverage  with  other  physicians  in  town.  Please 
send  CV-resume  with  lifestyle  preferences  to  Sanford  Smith,  Profes- 
sional Practice  Management,  Inc.,  1102  Kingwood  Drive,  Humble,  Texas 
77339. 


OB-GYN,  HOUSTON,  TEXAS:  To  associate  with  three  doctor  office. 
Well  established  practice.  Minimum  $40,000  yearly.  Call  1-713-643-2644 
or  write  Joe  Atlas,  MD,  8322  Gulf  Freeway,  Houston,  Texas  77017. 


OPHTHALMOLOGIST  WANTED:  To  take  over  an  established  general 
ophthalmology  practice  in  a predominantly  Spanish-speaking  area  of 
San  Antonio,  Texas,  Ability  to  speak  Spanish  helpful,  but  not  essential. 
No  investment  required.  Any  arrangement  negotiable.  Contact  James 
W.  Speights,  MD,  700  S.  Zarzamora,  Suite  302,  San  Antonio,  Texas 
78207;  telephone  512-432-0979. 


WANTED:  GP,  FP  NEEDED  to  join  4 man  group  to  do  general  practice 
and  OB.  Population  5,000;  trade  area  15,00(1  plus.  Old  established  clinic 
group  of  3 GPs  and  1 board  surgeon.  Lovett  Meredith  Clinic,  Box  487, 
Olney,  Texas  76374;  817-564-5543. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $15.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Txas  78701. 


TEXAS  MEDICINE 


UNIVERSITY  AFFILIATED  CHILDRENS  HOSPITAL  with  109  beds— one 
pediatric,  level  2 and  one  pediatric,  level  3 position  available  for  July  1, 
1979.  Contact  Benjamin  Sucholf,  MD,  Director  of  Medical  Education, 
Driscoll  Childrens  Hospital,  3533  South  Alameda,  Corpus  Christi,  Texas 
78411. 


PHYSICIAN — We  are  one  of  America's  largest  health  care  corporations. 
Currently  we  are  seeking  a back-up  physician  for  our  plasma  donor 
center  located  in  Houston.  Responsibilities  will  include  performing 
physicals  in  conjunction  with  donor  screening  and  evaluations  when 
our  regular  staff  physicians  are  on  vacation.  Our  reauirements  are 
flexible  and  we  will  consider  retired  physicians  as  well  as  those  de- 
siring to  work  on  a consulting  basis.  We  offer  excellent  working  en- 
vironment and  a highly  competitive  salary.  Please  contact;  Tom  Mc- 
Cutchen,  Alpha  Therapeutic  Corporation,  formerly  Abbott  Scientific 
Products  Division,  1520  Capital,  Houston,  Texas  77002;  713-225-9177. 
Equal  opportunity  employer  M/F. 


FAMILY  PRACTITIONER,  US  graduate,  needed  to  join  two  man  partner- 
ship, near  coast.  Call  every  6th  night  and  weekend.  Must  be  board 
certified  or  eligible.  Salary,  percentage,  or  solo  practice  with  shared 
laboratory  and  x-ray  facilities.  H.  F.  Harren,  MD,  209  East  Market  St., 
Sinton,  Texas  78387;  512-364-1200. 


MEDICAL  DIRECTOR:  Dallas,  Texas.  New  network  of  community  health 
centers  seeks  physician  with  primary  care  orientation.  Must  be  board 
eligible  or  certified.  Texas  license  required.  Prefer  physician  with  am- 
bulatory care  system  management  experience.  Candidate  must  be 
acceptable  to  medical  school  to  receive  appointment  as  clinical  faculty. 
Challenging  opportunuity  to  develop  model  community  health  care 
system;  primary,  secondary,  and  tertiary  care  linkages  established. 
Salary  range  $48,000  to  $60,000,  depending  on  qualifications  and  ex- 
perience. bend  curriculum  vitae  to:  Search  Committee,  Community 
Health  Centers  of  Dallas,  1725  Corrigan  Tower,  212  N,  St.  Paul,  Dallas, 
Texas  75201.  Deadline  3-31-79.  Position  available  by  6-1-79. 


PSYCHIATRIST  II.  Three  positions  available,  one  position  part-time  in 
deaf  psychiatric  unit.  Must  be  licensed  to  practice  in  Texas.  $38,000- 
$41,000  depending  on  qualifications,  plus  $1000/year  for  board  certifica- 
tion. Please  submit  resume  including  at  least  three  references  to; 
LaDair  Wright,  Personnel  Director,  Austin  State  Hospital,  4110  Guada- 
lupe, Austin,  Texas  78751. 


EMERGENCY  DEPARTMENT — part-time  opportunities  in  the  Dallas, 
Texas  area.  Scheduling  flexible,  paid  malpractice,  weekdays,  nights, 
and  or  weekends.  Contact  Texas  Emergency  Room  Services,  PA,  3603 
Hall  Street,  Suite  102,  Dallas,  TX  75219,  or  call  214-522-5481. 


THE  ARMY  MEDICAL  DEPARTMENT  is  offering  a number  of  positions 
in  various  specialties.  Most  vacancies  are  in  the  rank  of  Captain  or 
Major;  salaries  begin  at  $33,400  per  year  plus  benefits,  depending  on 
ualifications  and  experience;  minimum  period  of  service  two  years, 
or  additional  information  contact  Captain  Richard  House,  Brooke  Army 
Medical  Center  ( AFZG-MDZ-PP) , Fort  bam  Houston,  TX  78234.  Call  col- 
lect, station-to-station  512-221-4465/6804. 


Situations  Wanted 


CARDIOLOGIST,  board  certified  in  internal  medicine,  board  eligible 
in  cardiology.  Well  trained  in  invasive  (Sones  and  Judkins)  and  non- 
invasive  cardiology.  Seeks  practice  opportunities  in  association  with 
other  cardiologist(s)  in  Dallas  or  Houston  area.  Available  July  1979. 
Contact  Ad-843,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


DERMATOLOGIST — 37,  dermatology  board  certified  1971.  Texas  tempo- 
rary license.  Looking  for  practice  in  Houston.  Open  to  all  possibilities. 
Please  reply  to  Ad-831,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


ANESTHESIOLOGIST — 34  board  eligible,  4 years  training,  FLEX,  avail- 
able July  1979.  Licensed  in  Florida  and  Texas.  Any  kind  of  service  to 

group  or  hospital  full-time,  part-time,  any  kind  of  service.  Contact  A. 

. Desai,  MD,  7 Hegman  Avenue,  Apt.  17C,  Brooklyn,  New  York  11212; 
212-485-6835. 


BOARD  CERTIFIED  OTOLARYNGOLOGIST,  well  trained  and  experi- 
enced in  all  facets  of  otolaryngology,  including  maxillo-facial  trauma 
and  head  and  neck  surgery.  Seeks  practice  in  Texas.  CV  on  request. 
Please  reply  in  full  details  to  Ad-872,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN — Board  certified,  8 years  experience.  Seeks  a position  in 
or  around  urban  area.  Desires  partnership,  group  or  solo  practice. 
Please  reply  to  Ad-875,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


INTERNIST — 30,  ABIM,  FMG  (Taiwan),  subspecialty  infectious  diseases, 
university  trained.  Seeking  solo/associate/group  practice  after  July  1979 
in  Texas.  Primary  care  considered.  Reply  to  Ad-876,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN — 47  year  old  FACOG  desirous  of  OB/GYN  group  practice  in 
Southeast  or  Southwest  Texas.  Available  3-6  months.  Good  health. 
Please  reply  to  Ad-877,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PEDIATRICIAN — 34,  passed  written  board.  FMG.  Well  trained,  com- 
pleting fellowship  in  pediatric  metabolism  in  July  1979.  Seeks  group, 
partnership  or  solo  practice  in  Texas.  Available  July  1979.  Please  reply 
to  Ad-879,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


BOARD  ELIGIBLE  GENERAL  AND  VASCULAR  SURGEON  seeking  solo 
or  group  practice.  Available  from  July  1979.  Contact  Krishan  Tayal,  MD, 
3209  Belle  Court,  Royal  Oak,  Michigan  48072;  telephone  313-435-4270. 


BOARD  ELIGIBLE  YOUNG  FEMALE,  graduate  of  Bombay  University 
1972,  with  six  years  of  experience  and  good  references,  looking  for 
group,  partnership  or  solo  practice  in  OB-GYN.  (Community  preference 
more  than  50,000.  Available  July  1979.  Residency  trained  in  NYC,  NY 
and  Cleveland,  Ohio.  Please  reply  to  Ad-881,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  ELIGIBLE  INTERNIST  desires  part-time  clinic,  office  or  industrial 
work  in  Dallas/Fort  Worth  metroplex.  Will  consider  part-time  emer- 
gency room  work.  Available  immediately.  Please  reply  to  Ad-884, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN — 36,  immigrant,  board  eligible,  trained  in  pediatric 
hematology-oncology.  University  trained,  presently  in  full  time  pediatric 
specialty  group,  hospital  based.  Seeks  pediatric  practice,  solo  or  group. 
Licensed  to  practice  in  New  York,  Texas  ana  California.  Available 
April-May  1979.  Please  reply  to  Ad-885,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


CERTIFIED  PHYSICIANS  ASSISTANT  with  surgical  experience  wants  to 
relocate  in  the  South.  Call  M5-423-4108. 


NEUROLOGIST,  31,  from  prestigious  midwest  training  program  seeks 
partnership  or  group  practice.  Board  eligible  in  internal  medicine  and 
neurology;  EEG,  CT  and  some  EMG  experience.  All  locations  con- 
sidered. Available  July  1979.  Please  contact  Ad-886,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SEEKING  LOCATION:  32  year  old  American  trained  physician  in  gen- 
eral medicine  in  private  practice  of  six  years  in  Florida,  wanting  to 
relocate  to  Texas.  Would  prefer  associate  or  group  practice  within  a 75 
miles  radius  of  either  Houston,  San  Antonio,  Austin  or  Corpus  Christi. 
Please  contact  Allan  Weyl,  MD,  4090  Reynolds  Avenue,  Coconut  Grove, 
Florida  33133. 


BOARD  ELIGIBLE  GENERAL  SURGEON  with  one  year  experience  in 
teaching  at  major  emergency  room  residency  program.  Would  like  ER 
position  in  a major  city  in  Texas.  Teaching  position  preferred.  Licensed 
in  Texas.  Please  reply  to  Ad-887,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


SEEKING  ANESTHESIOLOGY  POSITION:  35  years  old,  FMG,  two  years 
residency  in  anesthesiology  at  university  center.  Third  year  residency 
in  intensive  care  regional  anesthesia,  pain  clinic.  Well  trained  in  open 
heart  and  pediatric  anesthesia.  Having  10  years  experience  in  surgery 
prior  to  anesthesiology  training.  Interested  in  group  practice  with  early 
partnership,  fee-for-service,  or  solo  practice.  Had  experience  in  super- 
vising CRNAs.  Currently  in  practice  for  six  months.  Available  with  two 
months  notice.  Contact  Pinnamanemi,  MD,  2707  St.  Francis  Drive, 
Waterloo,  Iowa  50702,  Phone  319-234-8996  (after  5 pm). 


WANTED:  To  share  or  sublet  an  office  preferably  at  Medical  City  or 
Presbyterian  Hospital  Office  Building,  Dallas.  Office  must  be  suitable 
for  minor  surgical  procedures.  Please  reply  to  Dr.  Walter  P.  Unger, 
2156  Yonge  Street,  Toronto,  Ontario,  Canada  M4S  2A7. 


PULMONARY  PHYSICIAN — board  certified  in  internal  medicine,  30 
years  old.  Available  from  July  79.  Experiences  in  ICU,  bronchoscopy 
and  pulmonary  laboratory.  Seeks  solo,  hospital-based  or  group  prac- 
tice. Contact  Ad-888,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


RN,  EXPERIENCED  IN  PEDIATRIC  development  and  nutrition  wants 
position  with  physician  in  Houston  area  to  do  nutrition  and  develop- 
mental evaluation  and  teaching,  and  home  health  care  teaching. 
Contact  Maggie  Grimes,  229  Mimosa,  #5,  Houston,  Texas  77019-  tele- 
phone work  713-521-9584  or  home  713-527-8947. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  search, 
evaluation  and  screening  to  supplement  your  own  independent  recruit- 
ing. (We  never  require  deposit,  retainer  or  exclusion.)  Full  informa- 
tion to  physicians  and  health  care  administrators.  Please  direct  request 
to  Glenn  E,  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


SEEKING  LOCUM  TENENS — Have  Texas  license.  15  years  experience  in 
family  practice  in  Texas.  Available  April  15.  Please  reply  to  Ad-889, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTITIONER — Graduate  University  of  Missouri,  completing 
third  year  FP  residency.  FP's  (two)  graduates  UT  System,  available 
July.  IM,  Ortho.  GS  and  other  excellent  physicians,  general  and 
specialty.  Inquire  through  Sunbelt  Physician  Placement  Service,  5500 
N.  Braeswooa,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


For  Sale  or  For  Rent 


NEW  ULTRA-MODERN,  cedar  and  glass  office  space  for  lease  in 
Northwest  San  Antonio  one  block  from  Loop  410  and  one  exit  from  IHIO. 
Across  the  road  from  Park  North  Hospital,  the  building  is  divided  into 
six  separate  office  spaces  which  are  occupied  by  4 general  dentists,  3 
oral  surgeons,  an  orthodontist,  and  a psychologist.  Up  to  2700  sq.  ft. 
available  at  51?  sq.  ft.  with  a very  liberal  allowance  to  finish  out  to 
your  specifications.  Ideal  situation  for  the  family  practitioner  or  pedia- 
trician. Contact  Mossrock  Venture,  2803  Mossrock,  Suite  201,  San  An- 
tonio, Texas  78230. 


OFFICE  SPACE  IN  DALLAS — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy,  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available 
without  cost.  Contact  Joe  Mistrot,  214-328-2761,  or  write  P.  O.  Box  18237, 
Dallas,  Texas  75218. 


PROFESSIONAL  SUITES  FOR  LEASE  IN  HOUSTON— adjacent  to  Spring 
Branch  Memorial  Hospital.  Modern,  brand  new  2-story  building.  650 
to  2,000  square  feet  offices.  Opportunity  for  ownership.  Call  Mr.  Axel- 
rad,  713-871-0355. 


HOUSTON — New  medical  building  for  lease.  Excellent  residential  loca- 
tion adjacent  to  elementary  schools  with  3500  student  body.  Ideal  lor 
pediatric  & family  practice.  Rental  of  75«‘  per  foot  includes  complete 
fix-up  costs,  no  extra  expenses,  no  common  area  charge.  Contact 
Medical  Construction  Corp.,  17821  Villa  Way  Drive,  Spring,  Texas  77373, 
or  call  713-376-8488. 


DOCTORS  OFFICE  SPACE,  newly  remodeled;  1,250  sq.  ft.;  Main  Street, 
Robstown,  Texas.  Telephone  512-387-3425. 


FOR  SALE:  Deceased  physician's  practice  and  completely  equipped 
office  located  on  Texas  coast.  Walk  in  and  take  over.  For  further  de- 
tails, call  512-776-2794. 


LEASE  SPACE  AVAILABLE:  Ideal  NE  San  Antonio  space  available  in 
building  with  two  general  practitioners  and  one  general  dentist.  The 
medical  practices  have  been  in  the  same  location  for  ten  years.  C.  J. 
Merritt,  DDS,  10127  Sahara,  San  ntonio,  Texas  78216;  512-341-2536. 
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TAX  SHELTER-LAND  INVESTMENT  RANCH.  This  is  a 654  acre  regis- 
tered cattle  ranch  10  miles  east  of  Temple,  Texas,  one  mile  west  of 
Rogers,  in  rolling  blacklands.  Paved  roads  on  two  sides,  well  improved 
gravel  roads  on  two  sides.  Could  easily  be  divided.  Three  bedroom 
frame  house,  two  large  barns,  sheds,  five  stock  tanks,  cross  fenced 
w:th  coastal  bermuda  and  other  grasses.  Numerous  potential  sites 
icr  lokes.  Has  community  water  line  on  three  sides  of  property.  Only 
'per  acre.  Will  accept  low  reasonable  down  payment  and  carry 
Contact  Joe  Berry,  4402  Vance  Jackson  Road,  Suite  100,  San  An- 
tonio, Texas,  telephone  512-342-1231  or  512-342-6855. 


DOCTOR'S  OFFICE  SUITE  FOR  LEASE  next  to  Houston  Northwest 
Medical  Center;  best  location  in  the  growing  1960  area.  1075  sq.  ft. 
Immediate  occupancy.  Telephone  713-771-5340  or  First  City  Properties 
713-774-5544. 


FULLY  EQUIPPED  MEDICAL  OFFICE  to  sublease  part  time.  Prefer  sub- 
specialty  of  internal  medicine  or  surgery,  near  Methodist  Hospital. 
Write  to  David  Rosenstock,  MD,  122  West  Colorado  Blvd.,  Dallas,  Texas 
75208. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


JOB  WANTED  AS  WORKING  CARETAKER  on  small  ranch.  Farm  raised. 
Nine  years  police  experience.  32  years  old,  married  with  family.  Resume 
on  request.  Salary  negotiable.  Call  K.  R.  Tullos,  713-426-5984. 
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CANCER 

WITH  A I AND  A 
CHECKUP  CHECK 

i 

AMERICAN  CANCER  SOCIETY 


PHYSICIANS  WANTED 

West  Memorial — Katy,  Texas 

Immediate  openings  for  Family  Practitioners, 
Pediatricians,  General  Surgeons,  Internists,  etc 
In  booming  area  few  miles  west  of  Houston. 

Call  713-465-1910 


NOT  ALL 
COUNTRIES  CAN 
CAPITALIZE  ON 
AN  IDEA  LIKE 


Every  nation  provides  basic  human 
services  to  its  citizens.  One  way 
or  another.  In  this  country,  many 
such  services  are  still  handled 
in  the  private  sector,  on  a voluntary 
basis.  Through  a program  of 
corporate  giving,  plus  contributions 
from  employees,  the  American 
people  are  doing  their  share  to 
insure  a better  quality  of  life  for  all 
of  us... the  United  Way. 

Thanks  bo  you. 
ib  works. 

Ftor  all  or  us. 


Unibed  Vtf^y 


Only  the 
finest  work 
with  PPG. 

Join  us. 


Emergency  Medicine  practice  with  PPG 
provides  hundreds  of  physicians  with 
a comfortable  lifestyle  — in  places  where 
they  want  to  be,  with  excellent  income 
and  time  for  personal  interests. 
Whether  you're  just  completing  your 
training  or  have  years  of  private  prac- 
tice behind  you,  we  have  an  Emergency 
Medicine  practice  tailored  to  your  needs. 
For  a free  brochure  and  more  infor- 
mation, contact  Dr.  T.  P.  Cooper's  staff, 
toll-free,  at  1-800-325-3982. 


Serving  over  500.000  emergency 
patients  annually. 

970  Executive  Parkway,  Suite  101 
St.  Louis,  Missouri  63141 


WEST  TEXAS 
PRIVATE  PRACTICE 


Hospital  Affiliates,  the  world’s  largest  hospital  management  company,  Is 
seeking  physicians  for  private  practice  opportunities  available  in  West  Tex- 
as. Rural  communities  offer  the  unique  lifestyle  opportunity  to  practice 
medicine  in  a setting  that  provides  personal  interaction  with  patients  and 
patient  families,  together  with  a high  degree  of  community  involvement, 
recognition,  and  a direct  impact  on  the  health  care  system  In  that  com- 
munity. 

If  you  are  interested  in  practicing  in  this  type  of  environment,  please  send 
your  curriculum  vitae  or  call  collect,  attn:  Jean  Walker,  Hospital  Affiliates, 
4525  Harding  Road,  Nashville,  Tennessee  37205;  (615)  298-6217. 


Hospital  Affiliates 

International  An  INA  Company 

The  Hosprtal  Management  Professionals 


TEXAS  MEDICINE 
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Incomparable 

Homes  by  Harrington 

SuggrCnik 

It's  so  nice  to  talk  to  a builder  that  under- 
stands your  needs.  Harrington  Homes  are 
built  to  please... 

Enjoy  the  Country  Club  lifestyle  at  a dis- 
tinctive address.  All  Harrington  Homes  are 
designed  by  Registered  Architects  and  they 
are  built  to  save  energy. 

A variety  of  styles  are  now  available 
for  immediate  or  future  occupancy  from 
$145,000  to  $250,000. 

Come,  see  the  homes... you  be  the  judge. 

713  491-2707 

Houston 


A distinctive  address  is 
your  wisest  investment. 


MEDICAL  PARK  TOWER 

1301  WEST  38TH  STREET 
AUSTIN,  TEXAS  78705 


PRESTIGIOUS 

An  excellent  mix  of 
medical  specialists 

CONVENIENT 

Adjacent  to  Seton  Medical  Center 
Near  many  other  medical  facilities 

LARGEST 

Sixty-eight  suites 

196  Physicians  & Dentists 

ACCESSIBLE 

Center  of  city 

Near  Interstate  35  & Mopac 

PROEESSIONALLY  MANAGED 

Vantage  Management  Company 
Full  time  on-site  manager 

Several  medical  suites  available  for  lease. 
Excellent  accommodations  for  individual  or 
group  practices.  For  further  information 
contact  ALAN  GUERIN,  454-3646,  Suite  206. 
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12th  Annual  Physicians’ 
and  Spouses’ 

Art  Exhibit 

Texas  Medical  Association 
11 2th  Annual  Session 
May  3-4-5,  1979 
Hyatt  Regency  Dallas 
Colonnade  Exhibit  Hall 

For  information  and  applications,  contact: 
Dale  R.  Werner 
Exhibit  Manager 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
512  477-6704 


Librax’ 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCl  and  2.5  mg  clidinium  Br 


Please  consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  in- 
dications as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Glaucoma:  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCl  and, 'or  clidinium  Br, 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCl)  to 
known  addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convulsions) 
reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dur- 
ing first  trimester  should  almost  always  be  avoided 
because  of  increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors, 
phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  re- 
ported in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCl  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope  re- 
ported in  a few  instances.  Also  encountered:  isolated  in- 
stances of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns may  appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice,  hepatic  dys- 
function reported  occasionally  with  chlordiazepoxide  HCl, 
making  periodic  blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy.  Adverse  effects  reported  with 
Librax  typical  of  anticholinergic  agents,  i.e. , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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In  treating  irritable  bowel  syndrome* 

Enhance  your  therapeutic  expectations 

with 


Each  capsule  contains 
5 mg  chlordiazepoxide  HCl 
k and  2.5  mg  clidinium  Br. 


antianxiety/antispasmodic/antimotility 

Librax  is  unioue  ammg  G.I.  medications 
in  providing  the  specific  antianxiety  action  of 
LIBRIlJMXchlordiazepoxide  HCl)  as  well  as  the  potent 
antispasmodic  and  antimotility  actions  of 
QUARZAN*(clidiniui|  Br)  fciracjunctive  therapy 
of  irritable  bowel  syndrome. 


"“Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 
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eMHRIN 
cCOD€lR 


Each  tablet  contains;  aspirin,  227  mg;  phenacetin,162  mg;  and  caffeine, 
32  mg;  plus  codeine  phosphate  in  one  of  the  following  strengths:  *4- 
mg(gr  1);  *^3—30  mg  (gr'/z);  ^2— 15  mg  (gr'/4);  and  *1—7.5  mg  {gr ‘/s 
(Ufeming— may  be  habit-forming). 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
Morth  Carolina  27709 
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Letters 


Generic  drug  substitution — is  it  worth  the  risk? 

Dear  Ms  Baker: 

Many  states  have  passed  new  laws  to  allow  pharmacists 
to  selectgenericdrugs  without  consulting  with  and,  in  most 
cases,  without  informing  the  prescribing  physician.  In 
these  states,  physicians  must  write  "dispense  as  written,” 
“do  not  substitute,”  or  similar  phrases  on  each  prescrip- 
tion. If  this  phrase  is  forgotten,  a pharmacist  may  select 
a generic  substitute. 

The  basic  guidelines  for  generic  selection  under  these 
laws  are: 

Free  substitution:  Pharmacists  may  select  almost  any 
generic  equivalent. 

Mandatory  substitution:  Pharmacists  must  select  a less 
expensive  or  the  least  expensive  chemical  equivalent. 

Formularies:  The  state  publishes  a list  of  drugs  from 
which  pharmacists  must  select  generics.  Some  states 
have  “negative  formularies”  listing  drugs  that  cannot  be 
substituted,  leaving  all  other  generics  open  for  substitution. 

These  laws  have  been  created  because  politicians  have 
been  told  by  consumer  groups  and  other  nonprofessionals 
that  drugs  cost  too  much.  However,  the  consumer  price 
index  for  drugs  has  risen  22%  since  1967,  while  the  over- 
all price  index  has  risen  almost  82%.  A point  often  over- 
looked is  that  the  proper  use  of  effective  drugs  frequently 
reduces  or  eliminates  the  need  for  more  expensive  types 
of  treatment,  including  hospitalization. 

There  has  yet  to  be  evidence  of  significant  savings  from 
this  type  of  legislation  despite  attention-getting  arguments 
that  generic  drugs  are  less  expensive.  The  most  realistic 
estimates  are  that  the  substitution  of  generic  drugs  for 
brand  name  products  would  result  in  savings  of  less  than 
two  cents  on  each  dollar  spent  for  drugs. 

Also  of  serious  concern  is  the  myth  that  the  federal 
government  guarantees  drug  quality.  The  FDA  itself  says 
that  only  half  of  the  agency’s  scheduled  quality  assurance 
investigations  were  completed  in  the  first  nine  months  of 
fiscal  year  1977,  and  that  in  some  aspects  of  its  quality 
assurance  work,  the  FDA  had  accomplished  only  a third  of 
its  planned  work. 

For  many  years,  the  FDA  claimed  that  there  were  no 
quality  differences  among  drugs  manufactured  by  various 
segments  of  the  pharmaceutical  industry,  but  in  November 
of  1977,  FDA  commissioner  Donald  Kennedy,  stated  that 
“a  review  of  the  records  for  Class  I and  Class  II  recalls 
from  fiscal  1974  to  the  present  shows  that  large  and  small 


firms  are  involved  to  approximately  the  same  degree.” 

In  1978,  Eli  Lilly  and  Company  released  a study  which 
reanalyzed  the  FDA's  own  data  for  this  same  time  period. 
The  study  was  based  on  documents  from  the  FDA  and 
independent  market  research  data.  The  Lilly  study  in- 
volved FDA  Class  I recalls  of  defective  products  that  might 
cause  serious  health  consequences,  and  Class  II  recalls 
of  defective  products  that  might  cause  temporary  health 
consequences;  FDA-initiated  court  actions  such  as  sei- 
zures, injunctions,  and  prosecutions;  and  the  FDA  Drug 
Problem  Reporting  Program. 

These  data  were  studied  by  simple  ratio,  volume  of 
retail  prescriptions,  sales  dollars,  and  initial  drug  issuances 
in  order  to  review  the  relative  incidence  of  FDA  enforce- 
ment activities  between  the  research  intensive  firms  (23) 
and  those  companies  that  put  less  emphasis  on  research 
and  development  activities. 

Briefly,  results  showed  that  products  of  firms  not  spend- 
ing great  amounts  on  research  have  at  least  (1)  seven 
times  more  FDA  recalls;  (2)  43  times  more  FDA-initiated 
court  actions  against  them;  and  (3)  one  and  one-half 
times  more  FDA  Drug  Product  Problem  Reports. 

The  implications  of  these  statistics  for  a physician  who 
may  prescribe  generically  or  for  a patient  who  receives  a 
cheap  generic  substitution  are  clear — and  rather  frighten- 
ing. 

Unfortunately,  generic  substitution  laws  tend  to  shift  the 
emphasis  from  quality  to  price.  If  price  and  profits  become 
the  primary  motive,  there  is  a terrible  temptation  for  drug- 
gists to  choose  the  cheap  substitutes. 

Many  of  these  cheap  generic  substitutes  are  made  in 
other  countries.  Even  if  the  drug  is  manufactured  in  this 
country,  there  is  no  assurance  that  the  manufacturer  will  be 
around  to  defend  a legal  action  if  a malpractice  suit  if  filed, 
for  small  drug  companies  tend  to  have  a short  life  expec- 
tancy. From  1963  to  1977,  more  than  half  of  the  American 
drug  manufacturers  went  out  of  business.  This  was  unfor- 
tunate for  the  physicians  who  might  have  been  depending 
on  their  aid  in  a malpractice  defense. 

In  summary,  the  reputation  of  the  manufacturer  is  the 
best  assurance  of  the  therapeutic  strength,  consistency, 
and  effectiveness  of  the  medication.  Moreover,  we  have 
seen  that  the  highly  publicized  savings  on  generic  drugs, 
if  any,  are  so  small  as  to  be  insignificant.  In  addition, 
all  physicians  know  that  if  there  is  a problem  involving  the 
administration  of  a pharmaceutical  product  from  a re- 
search-oriented  manufacturer,  the  company’s  research 
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116  facilities  will  be  on  his  side  in  the  efforts  to  help  the  patient 
— an  important  benefit  which  is  not  available  from  generic 
drug  companies  which  do  not  engage  in  original  research. 

Finally,  generic  drug  substitution  will  create  new  prob- 
lems of  legal  liability  which  will  either  have  the  insured 
patient  holding  the  bag,  or  result  in  increased  liability  for 
physicians,  pharmacists,  or  the  state,  with  a correspond- 
ing increase  in  costs  to  consumers — the  very  opposite  of 
what  is  intended. 

In  the  light  of  these  considerations,  the  prudent  physi- 
cian will  ask,  “Is  generic  drug  substitution  worth  the  risk?” 

Obviously  the  members  of  the  Texas  Medical  Associa- 
tion question  whether  or  not  generic  substitution  is  in  the 
best  interest  of  the  patient.  In  1 978,  its  House  of  Delegates 
passed  a resolution  reaffirming  the  TMA’s  opposition  to 
generic  substitution  of  multiple  source  drugs  by  the  phar- 
macist without  the  attending  physician’s  approval. 

Gary  M.  Bolick,  Farmer’s  Branch,  Manager,  Public  Affairs, 
Eli  Lilly  and  Company. 
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Continue  “What’s  new” 

Dear  Dr  Daeschner: 

I think  the  new  feature,  “What’s  new”  in  Texas  Medicine 
is  good.  I would  like  to  see  it  continued. 

H.  P.  Redwine,  MD,  Snyder. 
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EDITORIAL 


Haste  makes  waste 

Several  months  ago,  I noted  the  plan  of  the  Department  of 
Health,  Education  and  Welfare  to  launch  a second  surgical 
opinion  program  as  part  of  the  department’s  overall  effort 
at  containing  costs.  After  the  [American  College  of  Sur- 
geons’] initial  meeting  with  the  director  and  staff  of  the 
Health  Standards  and  Quality  Bureau  of  the  Health  Care 
Financing  Administration  (HCFA),  the  college  sent  a de- 
tailed letter  to  HCFA  explaining  why  the  plan  to  implement 
a national  second  opinion  program  was  ill-advised  and  pre- 
mature. Two  limited  demonstration  projects  in  New  York 
and  Michigan,  costing  about  $1  million,  are  barely  under 
way  after  the  better  part  of  a year’s  negotiation  and  plan- 
ning, but  HCFA  is  going  ahead,  in  the  face  of  these  obvious 
warning  signs,  to  start  a nationwide  program. 

Not  only  is  it  hasty  and  unwise  to  plunge  precipitously 
into  such  an  incompletely  planned  program,  but  there  is  no 
evidence  that  this  complex,  bureaucratic  scheme  will  save 
any  money.  Indeed,  it  could  increase  the  overall  cost  of 
care  by  virtue  of  the  marketing  and  advertising  expense, 
and  the  financing  of  additional  consultation  and  testing,  not 
to  mention  the  delay  in  treatment.  Add  to  this  the  salaries 
of  the  nonprofessional  individuals  managing  the  elaborate 
referral  mechanism  and  deciding  where  patients  are  to  be 
sent.  It  is  difficult  to  imagine  a scheme  better  adapted  to 
blocking  reasonable  access  to  care  for  those  underprivi- 
leged individuals  who  can  scarcely  cope  with  the  present 
system.  Worse  still,  because  the  criteria  for  expertise  of 
the  consultant  are  poorly  drawn,  we  are  likely  to  have  the 
opinion  of  a highly  qualified  surgeon  reversed  by  an  indi- 
vidual barely  acquainted  with  the  field  of  surgery.  This  is 
not  providing  more  information  and  safeguarding  the  pa- 
tient’s rights,  as  HCFA  avers,  but  confusing  the  patient  and 
downgrading  the  quality  of  care. 

Of  course,  the  private  insurance  sector  has  been  trying 
to  cut  costs  by  second  opinion  programs.  One  interesting 
variant  comes  from  a leading  insurance  company  which 
plans  to  offer  two  “options"  in  second  opinion  plans.  The 
first  would  provide  the  policy’s  scheduled  benefit  amount 
regardless  of  whether  an  individual  sought  a second  opin- 
ion or  not,  even  if  operation  is  carried  out  in  the  face  of  a 
recommendation  against  operation  by  the  second  physi- 
cian. But,  under  a “second  opinion,”  a lesser  surgical  ben- 


Reprinted  with  permission,  from  Bulletin  of  The  American  College  of  Sur- 
geons, August  1978  issue. 


efit  payment  would  be  allowed  if  the  patient  failed  to  seek  a 
consultation  or  went  ahead  with  elective  operation  in  the 
face  of  a second  opinion  advising  against  it.  Thus  the  insur- 
ance company  would  adopt  the  cheaper  of  two  alterna- 
tives, presumably  because  it  is  cheaper,  and  irrespective 
of  whether  the  second  opinion  is  more  reliable  than  the 
initial  advice.  Particularly  pernicious  is  the  provision  for 
decreasing  the  payment  if  the  patient  refuses  to  seek  a 
second  opinion.  What  began  as  an  insurance  program 
ends  up  as  a means  of  dictating  conduct  by  patients  and 
their  physicians.  The  insurance  company  will  designate  the 
physician  to  provide  the  second  opinion;  it  requires  no 
great  imagination  to  recognize  the  possibility  that  those 
with  bias  against  surgical  therapy  will  be  popular  partici- 
pants in  the  underwriters’  panels.  Indeed,  we  may  have  a 
new  specialty  devoted  to  advising  against  operation. 

The  College  has  always  favored  surgical  consultation  in 
the  patient’s  best  interest,  and  continues  to  do  so.  But 
these  schemes  promise  poorer  care  in  exchange  for 
cheaper  rates,  and  in  the  federal  program  even  this  may  be 
an  illusion.  The  individual  surgeon  may  follow  his  own 
conscience  about  participating  as  a consultant  in  private  or 
federal  second  opinion  programs,  but  the  college  will  not 
formally  support  a federal  program  established  hastily,  in 
defiance  of  strong  ACS  and  American  Hospital  Association 
advice  against  it.  Unfortunately,  experience  tells  us  that  if 
this  asinine  project  collapses  in  its  own  bureaucratic  con- 
fusion, attempts  will  be  made  to  salvage  it  by  even  greater 
absurdities. 

C.  Rollins  Hanlon,  MD,  Chicago, 

Director,  American  College  of  Surgeons. 


Editors  note:  At  its  November  1978  meeting,  the  Texas  Medical  Associa- 
tion's House  of  Delegates  adopted  guidelines  for  consultation  or  second 
opinion  programs.  These  guidelines  appear  in  the  article  on  page  8, 
January  1979  issue  of  Texas  Medicine. 
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How'ard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


•Expired  May  17th,  1977. 
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Indications:  Relief  of  anxiety  and  tension  occurring  alone 
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prone  individuals  or  those  who  might  increase  dosage:  with- 
drawal symptoms  (including  convulsions),  following  discon- 
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The  higher  the  level  of  amputation,  the  more  physicians  can  do  to  insure  that  the  amputee  gets 

energy  the  amputee  must  use  in  getting  from  the  greatest  possible  mobility  in  return  for  thb 

here  to  there.  In  this  issue,  the  article  on  care  of  energy  he  spends, 
the  amputee  describes  some  of  the  things  that 
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Texas  licenses 

In  1978,  2,724  physicians  and  osteopaths  were  licensed 
to  practice  in  Texas.  There  were  981  MDs  licensed 
through  examination  and  1,653  licensed  through  recipro- 
city for  a total  of  2,634  doctors  of  medicine;  42  osteopaths 
were  licensed  by  examination  and  48  through  reciprocity 
for  a total  of  90  DOs. 

Shortage  of  rabies  vaccine  noted 

The  human  diploid  cell  vaccine  (HDCV)  used  in  post- 
exposure treatment  against  rabies,  is  no  longer  avail- 
able for  all  persons  known  to  have  been  bitten  by  a rabid 
animal.  HDCV  is  now  available  only  for  those  who  demon- 
strate an  inadequate  antibody  titer  rise  following  the  stan- 
dard regimen  of  duck  embryo  vaccine  (DEV),  or  when  the 
attending  physician  has  evidence  that  further  treatment 
with  DEV  will  cause  a life  threatening,  generalized  allergic 
reaction. 

Eye  research  grants  offered 

The  National  Society  to  Prevent  Blindness  has  research 
funds  available  for  small  feasibility  studies  in  blindness 
prevention.  Grants  not  exceeding  $5,000  a year  are  made 
for  eye  function  and  disease  studies  and  those  that  may 
improve  diagnosis  and  treatment.  Grants  are  made  for 
one  year;  renewal  applications  are  considered  for  a 
second  year  only.  There  is  no  deadline  for  submission  of 
grant  applications.  For  further  information  write  to  the 
Committee  on  Basic  and  Clinical  Research,  National  So- 
ciety to  Prevent  Blindness,  79  Madison  Avenue,  New 
York,  NY  10016. 

Uniform  health  insurance  claim  form 

AMA’s  uniform  health  insurance  claim  form  is  becoming 
the  predominant  claim  form  throughout  the  health  in- 
surance industry.  The  form  was  introduced  in  1974  for  use 
in  both  the  private  health  insurance  industry  and  govern- 
ment programs.  Health  Insurance  Association  of  America 
says  its  member  companies — about  300 — will  accept  the 
form  when  submitted  by  a physician.  The  Blue  Shield 
Association  says  24%  of  their  70  member  plans  have 
adopted  it  as  their  primary  claim  document. 

Texas  controlled  substances  schedules  amended 

The  following  changes  in  the  Texas  controlled  substances 
schedules  went  into  effect  Jan  10,  1979; 

Schedule  IV,  Section  2.06  was  amended  by  adding  a 


new  paragraph  (f).  It  now  reads:  “(f)  Any  compound, 
mixture,  or  preparation  containing  limited  quantities  of  any 
of  the  following  narcotic  drugs,  which  also  contains  one  or 
more  nonnarcotic  active  medicinal  ingredients  in  sufficient 
proportion  to  confer  upon  the  compound,  mixture  or  prep- 
aration valuable  medicinal  qualities  other  than  those 
possessed  by  the  narcotic  drug  alone: 

“(1 ) Not  more  than  1 milligram  of  difenoxin  and  not 
less  than  25  micrograms  of  atropine  sulfate  per  dosage 
unit.” 

Schedule  V,  paragraph  b.  Section  2.07  was  amended 
by  adding  a new  sub-paragraph  (6)  to  read: 

“(b)  Any  compound,  mixture,  or  preparation  containing 
limited  quantities  of  any  of  the  following  narcotic  drugs, 
which  also  contains  one  or  more  nonnarcotic  active 
medicinal  ingredients  in  sufficient  proportion  to  confer  up- 
on the  compound,  mixture  or  preparation  valuable  medici- 
nal qualities  other  than  those  possessed  by  the  narcotic 
drug  alone: 

“(1 ) not  more  than  200  milligrams  of  codeine,  or  any  of 
its  salts  per  100  milliliters  or  per  100  grams; 

“(2)  not  more  than  100  milliliters  of  dihydrocodeine,  or 
any  of  its  salts,  per  100  milliliters  or  per  100  grams; 

“(3)  not  more  than  100  milligrams  of  ethylmorphine,  or 
any  of  its  salts,  per  100  milliliters  or  per  100  grams; 

“(4)  not  more  than  2.5  milligrams  of  diphenoxylate  and 
not  less  than  25  micrograms  of  atropine  sulfate  per  dos- 
age unit; 

“(5)  not  more  than  15  milligrams  of  opium  per  29.5729 
milliliters  or  per  28.35  grams; 

“(6)  not  more  than  0.5  milligram  of  difenoxin  and  not 
less  than  25  micrograms  of  atropine  sulfate  per  dosage 
unit.” 
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Patient,  physician  advocacy 
heads  TMA’s  1979  priorities 

The  Texas  Medical  Association’s  priorities  for  the  year  are 
assigned  to  various  boards,  councils,  and  committees  for 
implementation. 

These  priorities  are:  (1)  advocacy  for  the  patient  and 
physician;  (2)  achieving  cost  containment  and  cost  effec- 
tiveness; (3)  extending  the  accessibility  and  quality  of 
medical  care  to  patients  and  to  the  public;  (4)  easing  the 
burden  of  professional  liability  upon  physicians;  and  (5) 
achieving  unity  among  physicians  and  for  the  profession. 

The  top  priority,  advocacy  for  the  patient  and  the  phy- 
sician, has  been  assigned  to  six  different  councils  and 
committees,  each  responsible  for  acting  on  specific  as- 
pects of  advocacy. 

There  are  several  objectives:  Improving  the  medical 
practice  act  is  to  insure  that  medical  care  is  given  patients 
by  qualified  physicians.  Programs  to  insure  the  confiden- 
tiality of  patient  information  will  be  developed  by  Associa- 
tion policymaking  bodies.  They  will  also  attempt  to  define 
appropriate  relationships  with  paramedical  personnel, 
physicians,  patients,  and  third  party  payers  to  enhance 
medical  care  standards.  In  an  effort  to  better  inform  the 
public  about  national  health  insurance,  educational  mate- 
rials will  be  developed  to  explain  the  key  issues  involved. 

Achieving  cost  containment  and  cost  effectiveness,  the 
second  priority,  will  aim  toward  containing  health  costs 
without  sacrificing  quality  care  to  patients.  To  develop 
this  priority,  TMA  will  continue  active  participation  in  the 
Texas  Voluntary  Cost  Containment  program,  and  empha- 
size its  22-point  “Role  of  the  Physician  in  Controlling 
Medical  Care  Costs.”  Informing  the  public  of  ways  to 
reduce  health  costs  through  positive  health  habits,  moni- 
toring the  implementation  of  surgical  second  opinion  pro- 
grams in  the  state,  and  refraining  from  advocating  ex- 
tensions of  Medicaid  and  other  government  programs  are 
other  specific  measures.  TMA  will  continue  to  oppose  a 
mandatory  hospital  cost  containment  act  and  other  mea- 
sures which  would  impose  cost  and  price  controls. 

Under  priority  number  three,  extending  the  accessibility 
and  quality  of  medical  care  to  patients  and  to  the  public, 
TMA  will  aid  communities  in  assessing  their  medical 
needs  and  bringing  in  medical  care  where  required,  and 
will  monitor  the  distribution  of  physicians  throughout  the 
state  by  geography  and  specialty.  In  an  effort  to  have 
sufficient  numbers  and  types  of  physicians  available. 


TMA  will  support  state  funding  for  teaching  hospitals  7 

and  residency  training  programs,  with  particular  emphasis 
on  training  more  primary  care  physicians.  The  Association 
will  continue  to  advocate  adequate  funding  for  existing 
medical  schools  before  establishing  new  ones;  continue 
to  develop  an  accreditation  program;  and  work  toward 
easy  access  to  continuing  education  courses  at  reason- 
able cost.  Maintaining  the  highest  level  of  professional 
and  humanitarian  dedication  to  patients  is  a constant  aim. 

Easing  the  burden  of  professional  liability  upon  phy- 
sicians, a fourth  priority,  has  been  of  prime  concern  to 
TMA  during  the  past  two  years.  In  1979,  the  Association 
will  look  toward  providing  professional  liability  insurance 
at  reasonable  prices  and  will  lend  its  full  support  to  the 
successful  implementation  of  the  Texas  Medical  Liability 
Trust.  Monitoring  status  of  the  professional  liability  mar- 
ket, gathering  data,  and  developing  a risk  control  program 
for  use  by  Texas  doctors,  including  a model  program  for 
hospitals,  also  are  projects.  Materials  aimed  at  reducing 
a physician’s  exposure  to  liability  will  be  distributed. 

More  than  ever  before,  unity  among  physicians  is  es- 
sential for  an  effective  profession.  Thus,  the  fifth  priority, 
achieving  unity  among  physicians  and  for  the  profession, 
is  directed  at  enhancing  the  relationship  between  physi- 
cians and  specialty  societies.  A program  of  liaison  with 
hospitals  and  other  medical  staffs  will  be  developed.  TMA 
will  try  to  represent  all  Texas  physicians  during  1979  and, 
in  so  doing,  will  watch  for  legislative  and  regulatory 
assaults  on  medicine  and  professionalism. 


Sen  Betty  Andujar  and  Lt  Gov  William  P.  Hobby  high- 
lighted the  TMA  Auxiliary  program,  “ A Capital  Adven- 
ture,” Feb  7 in  Austin.  Approximately  200  Auxiliary 
members  and  physicians  met  with  77  legislators,  hearing 
speeches  by  Sen  Andujar,  TMA  legal  counsel  Ace  Pick- 
ens, and  Lt  Gov  Hobby  before  visiting  the  state  capitol. 

Sen  Andujar  said  that  sending  letters  and  getting  to 
know  a legislator  personally  are  still  important  points  of 
contact.  “Don’t  mistake  kindness  for  commitment,”  she 
cautioned,  and  urged  that  individuals  ask  specific  ques- 
tions and  get  specific  replies  from  representatives.  The 
senator  recommended  that  committees  invite  a represen- 
tative to  dinner  meetings  as  one  way  of  establishing  con- 


TMA  Auxiliary,  physicians 
meet  with  legislators 
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tact.  Sen  Andujar  also  spoke  against  threatening  a legis- 
lator with  withholding  votes. 

Speaking  on  the  present  legislative  session,  Lt  Gov 
Hobby  stressed  that  budget  appropriations  are  of  specific 
concern  during  this  legislature  and  will  be  for  the  next 
two  years.  He  declared,  “The  Legislative  Budget  Board 
has  no  parallel  in  the  other  states.”  The  board  evalu- 
ates budget  proposals  two  years  in  advance  of  each 
legislative  session,  Hobby  said. 

The  lieutenant  governor  spoke  against  referendums, 
saying  that  these  initiatives  “should  be  anathema  to  every 
citizen.”  Too  often,  said  Lt  Gov  Hobby,  people  sign  a 
petition  to  aid  some  cause  without  knowing  all  the  facts. 
He  cited  the  “law  of  unintended  results,”  saying  that  a 
voter  should  not  be  blinded  by  the  benefits  of  a cause 
while  ignoring  its  drawbacks. 

Urging  that  Texas  move  its  presidential  primaries  to 
March,  Lt  Gov  Hobby  said,  “If  Texas  is  to  resume  its 
influential  position  then  the  state  will  need  to  hold  a presi- 
dential primary  early  in  the  season.” 

May  3-6  business  sessions 
open  to  all  TMA  members 

An  update  on  national  health  insurance  policy,  a study  of 
catastrophic  health  insurance,  hospice  programs,  a 
bylaws  revision  of  peer  review  protocols  for  use  by 
county  medical  societies,  and  federal  and  state  legisla- 
tion are  among  the  topics  to  be  deliberated  by  the  Texas 
Medical  Association’s  House  of  Delegates  May  3-6  in 
Dallas. 

In  addition,  rural  health  clinics,  second  surgical  opin- 
ions, the  feasibility  of  developing  uniform  specialty  desig- 
nations for  use  in  yellow-page  advertising,  and  the  label- 
ing of  alcoholic  beverages  will  receive  attention  as  reports 
from  the  association’s  boards,  councils,  and  committees 
— as  well  as  a number  of  resolutions  from  county  medical 
societies — are  heard  and  acted  upon  by  TMA’s  legisla- 
tive body. 

The  House  handles  its  tremendous  volume  of  business 
effectively  by  dividing  the  material  into  manageable  parts 
which  are  assigned  to  various  reference  committees. 
These  committees  will  convene  at  10  am  Thursday, 

May  3,  in  the  Dallas  Hilton  Hotel’s  meeting  rooms  to  hear 
debate — the  pros,  the  cons,  the  questions,  the  answers — 
on  all  items.  Every  TMA  member  is  welcome  to  speak, 
to  listen,  and  to  move  about  freely  from  one  reference 


committee  meeting  to  another. 

Reference  committees,  after  hearing  all  debate,  pre- 
pare a report  and  make  recommendations  to  the  House. 

The  House  will  convene  at  8 am  May  3,  at  9 am  May  4, 
and  at  8 am  May  5.  A visitors’  gallery  is  available 
for  TMA  members,  who  are  welcome  at  every  session. 

To  provide  an  opportunity  for  all  physicians  to  learn 
about  issues  confronting  the  American  Medical  Associa- 
tion, the  TMA  delegation  to  the  AMA  has  scheduled  an 
open  hearing  on  AMA  activities  and  issues  affecting 
medicine.  Panelists  include  Tom  Nesbitt,  MD,  and 
Charles  Max  Cole,  MD,  a member  of  the  AMA  board  of 
trustees  and  former  president  of  TMA  and  speaker  of  its 
House  of  Delegates.  A question  and  answer  session  will 
be  provided  during  the  hearing,  which  is  scheduled  for 
2:30  pm  Thursday,  May  3,  in  the  Embassy  Room  of  the 
Dallas  Hilton  Hotel. 

UTHSCSA  student  wins 
Texas  Medicine  award 

A medical  student  at  The  University  of  Texas  Health 
Science  Center  in  San  Antonio  was  named  winner  of 
Texas  Medicine’s  13th  annual  award  competition. 

Dinesh  K.  Garg’s  award-winning  article  is  entitled, 
“Characteristic  Effects  of  Vasopressin  and  Tourniquet 
Ischemia  on  Cellular  Oxygenation  and  Metabolism  in 
Gastric  Mucosa.” 

Texas  Medicine  offers  the  awards  to  Texas  medical 
students,  residents,  and  practicing  physicians  who  display 
excellence  of  scientific  work  in,  and  competence  in  writing 
about,  basic  science  or  clinical  medicine  topics. 

Following  a review  by  Texas  Medicine's  Scientific 
Publication  Committee,  Garg’s  manuscript  was  selected 
as  the  outstanding  entry.  He  received  a certificate  and 
$250  check  during  the  Bexar  County  Medical  Society 
meeting  Feb  13,  and  his  paper  will  be  published  in  a 
forthcoming  issue  of  Texas  Medicine. 

A native  of  India,  Garg  was  a student  at  the  University 


George  Gates.  MD.  San  Antonio,  member  of  the  Scientific  Publication 
Committee,  presents  Texas  Medicine  award  to  Dinesh  Garg.  left. 
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TEXAS  MEDICAL  ASSOCIATION 
put  equity  into  its 

OPTIONAL  LONG  TERM  BENEFIT  FOR  PARTIAL  DISABILITY 
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by  not  requiring  a period  of  total  disability 
— up  to  several  months— 
before  becoming  eligible  for 
long  term  partial  disability  benefits. 

This  means  that 

fair  consideration  is  given  to  impairments  such  as 

angina,  arthritis  or  light  strokes, 

which  may  result  in  long  term  partial  disability, 

but  not  be  totally  disabling  beyond  a long  waiting  period. 

Your  T.M.A.  option 
does  not  require 
a single  day  of  total  disability 
during  the  qualification  period! 

To  our  knowledge,  onl\; 

your  T.M.A.  option 

has  such  an  equitable  arrangement! 

Read  all  about  your  Association’s  new  optional  benefit  on  Page  6 of  the 
T.M.A.  Insurace  Brochure  — the  one  that  looks  like  a package  wrapped  in 
brown  paper. 


//you  do  not  have  a Brochure,  call  toll  free  or  write  us,  now. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

TOLL  FREE  1-800-252-9318  • 1901  N.  Lamar  Blvd.,  Austin,  TX  78705 

'Prudential' 
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of  Delhi,  New  Delhi  before  coming  to  the  United  States. 
After  studying  biological  sciences  at  the  University  of 
Pittsburgh  in  Pennsylvania,  he  entered  The  University  of 
Texas  Medical  School  at  San  Antonio.  Now  in  his  sopho- 
more year,  he  hopes  to  complete  his  medical  training  in 
1981  and  serve  a six-year  residency  in  Texas. 


Glaucoma  research  lab 
established  at  Baylor 

A Glaucoma  Service  and  Research  Laboratory  (GSRL) 
has  been  established  at  Baylor  College  of  Medicine  in 
Houston. 

Kenneth  T.  Richardson,  MD,  professor  of  ophthalmol- 
ogy and  director  of  the  GSRL,  said  the  laboratory  will  be 
used  as  a referral  center  for  testing  patients  who  already 
are  diagnosed  as  being  at  risk  for  glaucoma.  Ultimately,  it 
will  be  used  to  pinpoint  other  glaucoma  causes  and  resis- 
tance factors  to  better  predict  who  will  and  will  not  be 
harmed  by  the  disease. 

An  extensive  data  acquisition  system  has  been  estab- 
lished to  tabulate  test  results.  Computer  terminals  at  the 
test  sites  feed  the  information  directly  into  a central 
computer  to  be  compared  with  other  patient  data.  A co- 
operating agreement  has  recently  been  made  with  the 
Augenklinik  der  Technischen  Universitat  of  Munich,  which 
will  broaden  the  available  glaucoma  data  base  further. 

Twelve  to  15  patients  per  day  may  undergo  the  all-day 
testing,  educational,  and  interview  procedures.  Testing 
includes  measuring  eye  and  blood  pressure,  visual  acuity. 


Baylor  visual  fields  programmer  maps  extent  of  peripheral  vlsIon^ 


and  visual  fields;  dark  adaptation  tests,  stereophotog- 
raphy of  the  optic  disc;  blood  chemistries;  and  tests  of 
blood  flow  to  the  eye  and  brain.  The  ten-hour  day  of 
intensive  testing  costs  $200. 

Among  the  testing  devices  used  is  the  Interzeag,  one 
of  two  in  the  United  States,  which  determines  how  much 
vision  has  been  lost  and  how  quickly  the  patient  is  losing 
it. 

The  GSRL  reviews  all  patients’  records  annually.  If  new 
factors  in  glaucoma  are  found  that  could  be  applied  to  a 
specific  patient  or  group  of  patients  with  similar  traits, 
patients  can  be  identified  by  GSRL’s  computer.  Their 
physicians  will  be  alerted  so  that  they  may  adjust  their 
care  accordingly. 

Family  practice  residency 
programs  receive  state  funds 

Three  Texas  family  practice  residency  programs  received 
a total  of  $153,000  in  state  funds  for  training  additional 
family  practice  residents.  The  grants  were  awarded  by  the 
Coordinating  Board,  Texas  College  and  University  Sys- 
tem in  late  January  for  fiscal  year  1979.  The  three  pro- 
grams are  all  affiliated  with  The  University  of  Texas 
Health  Science  Center  at  Dallas. 

The  Methodist  Hospitals  of  Dallas  received  $22,000  for 
personnel,  accreditation  costs,  and  staff  travel  expenses. 
Hendrick  Medical  Center  in  Abilene  received  $22,000  to 
meet  personnel  costs.  St  Paul  Hospital  in  Dallas  received 
$109,000  for  resident  stipends,  personnel  costs,  and 
office  space. 

Both  St  Paul  Hospital  and  Hendrick  Medical  Center 
have  received  accreditation  for  their  continuing  education 
programs  from  the  Texas  Medical  Association. 

Baylor  students  visit 
rurai  medicai  practices 

Baylor  College  of  Medicine  offers  its  medical  students  the 
opportunity  to  observe  physicians  practicing  in  a variety  of 
settings  far  from  the  urban  medical  centers  where  they 
live  and  study. 

The  Field  Trip  Program,  now  in  its  sixth  year,  has  taken 
nearly  200  students  on  eight  trips  to  such  communities  as 
Brenham,  Bryan,  Pasadena,  Temple,  Caldwell,  Port  La- 
vaca, West  Columbia,  Lewisville,  Harlingen,  and  McAllen. 

The  students  meet  in  homes  and  offices  with  physicians 
who  have  made  smaller  town  practice  their  way  of  life. 
Many  of  these  communities  are  medically  underserved, 
and  the  major  goal  of  the  program  is  to  encourage  medi- 
cal students  to  enter  practice  in  such  areas  when  they 
complete  their  training. 

A typical  one-  or  two-day  excursion  takes  15-30  stu- 
dents to  outlying  communities  where  they  spend  the  day 
with  local  physicians  going  about  a normal  day’s  routine. 
After  visiting  local  hospitals  and  clinics,  students  are  often 
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invited  to  physicians’  homes  where  they  can  discuss  infor- 
mally the  social  and  cultural  aspects  of  living  in  a rural 
or  remote  area.  These  discussions  offer  invaluable  infor- 
mation students  can  consider  long  before  making  a deci- 
sion about  where  they  will  practice. 

Baylor  alumni  and  other  practicing  physicians  in  Texas 
underwrite  the  program  and  share  their  experiences  with 
the  visiting  students. 


Texas  universities  study 
storage  of  human  milk 

Three  Texas  universities  have  joined  forces  to  study  the 
requirements  for  developing  and  maintaining  human  milk 
banks. 

University  of  Texas  Medical  Branch  researchers  will 
collaborate  with  researchers  at  Baylor  College  of  Medi- 
cine and  Texas  A&M  University  to  determine  the  nutri- 
tional, immunological,  and  technological  considerations  of 
storing  human  milk. 

Human  milk  is  known  to  benefit  premature  and  low-birth- 
weight  babies,  and  some  researchers  indicate  that  the 
development  of  improved  milk  bank  technology  could  lead 
to  the  harvesting  of  individual  components  of  milk  for 
specific  uses,  just  as  has  been  done  with  blood. 

The  researchers  will  study  macrophages  and  lympho- 
cytes, cells  that  help  defend  the  body  against  infections. 
Secretory  IgA,  the  principal  source  of  antibodies  in  human 
milk;  lysozyme,  an  enzyme  which  aids  in  the  destruction 
of  bacterial  cell  walls;  and  lactoferrin,  an  iron-binding  pro- 
tein that  slows  bacterial  growth  by  complexing  the  iron 
from  the  bacteria  will  also  be  studied. 

Buford  Nichols,  MD,  of  the  Baylor  Department  of  Pedi- 
atrics, is  principal  investigator  of  the  milk  bank  project  and 
is  directing  the  Baylor  research  along  with  Bert  Garza, 
MD.  They  will  be  studying  the  preservation  of  the  nu- 
tritional factors  in  banked  human  milk.  Armond  S.  Gold- 
man, MD,  professor  of  pediatrics  and  director  of  pediatric 
immunology,  and  Randall  M.  Goldblum,  MD,  associate 
professor  of  pediatrics,  will  be  participating  in  the  study  at 
UTMB.  They  will  study  the  immunological  considerations 
of  human  milk  banking.  Researchers  at  Texas  A&M  Uni- 
versity will  be  involved  with  processing  and  technological 
considerations. 

The  project  is  funded  by  a grant  from  the  National  Insti- 
tute of  Child  Health  and  Human  Development. 

UTHSC  research  guidelines 
adopted  for  use  by  HEW 

Human  research  guidelines  developed  at  the  University 
of  Texas  Health  Science  Center  (UTHSC)  in  San  Antonio 
will  be  used  as  a model  for  other  programs  by  the  Depart- 
ment of  Health,  Education  and  Welfare. 

The  rights  and  welfare  of  human  subjects  are  protected 


under  federal  law;  however,  the  law  also  requires  that 
institutions  establish  review  boards  to  monitor  all  pro- 
posals involving  research  with  humans.  Such  research 
may  include  testing  new  drugs,  contraceptives,  surgical 
procedures,  instruments,  diagnosis,  and  treatment  tech- 
niques as  well  as  behavioral  and  educational  procedures. 

Following  guidelines  set  by  the  government  in  1974,  the 
UTHSC  established  an  institutional  review  board  to  look 
into  the  moral  and  ethical  standards  of  using  humans  as 
subjects  in  research.  The  review  board  worked  so  well  in 
monitoring  research  proposals  and  following  research 
progress  that  HEW  will  distribute  their  (UTHSC)  guide- 
lines to  other  institutions. 

The  Health  Science  Center  now  has  two  institutional 
review  boards,  each  composed  of  15  faculty  physicians 
and  professionals,  persons  chosen  for  their  expertise  and 
the  perspective  they  can  offer.  They  include  clergymen, 
hospital  administrators,  nurses,  dentists,  psychologists, 
lawyers,  and  others  when  the  need  arises.  The  boards 
meet  every  two  weeks  to  study  proposals. 

The  boards  must  be  conversant  with  federal  regula- 
tions. Members  review  about  150  new  research  proposals 
and  some  650  renewals  annually,  not  only  for  the 
UTHSC,  but  for  all  nonmilitary  hospital  and  research 
institutions  in  San  Antonio. 

The  boards  scrutinize  proposals  to  insure  that  no  un- 
necessary or  unacceptable  hazards  are  present,  and  that 
patients  fully  understand  the  consent  forms  they  must 
sign  before  research  begins. 

Research  in  progress  also  is  watched  carefully  to  insure 
that  guidelines  are  followed.  The  boards  have  authority 
to  halt  any  project  and  terminate  its  funding  if  it  finds 
that  researchers  are  not  adhering  to  guidelines  or  if  sub- 
jects are  found  to  be  at  risk.  Federal  investigators  also 
monitor  projects  and  drop  in  to  inspect  proposals  they 
select  at  random. 

Physicians  volunteer  services 
throughout  1979  legislature 

The  “Doctor  for  the  Day”  program  began  its  fourth  year 
with  the  66th  session  of  the  Texas  Legislature. 

The  program,  which  represents  the  joint  efforts  of  medi- 
cal societies  and  state  agencies,  insures  that  a physician 
and  nurse  are  on  duty  during  the  regular  session  of  the 
legislature  to  offer  medical  and  first  aid  services  to  sena- 
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tors  and  representatives  who  are  in  Austin  temporarily. 
The  Department  of  Health  has  provided  basic  medical 
supplies  and  equipment  for  the  program  which  occupies 
an  office  on  the  ground  level  of  the  State  Capitol. 

The  Texas  Academy  of  Family  Physicians  has  ar- 
ranged for  volunteer  doctors  throughout  the  state  to  be 
on  duty  every  day.  Since  the  “Doctor  for  the  Day”  is  an 
out-of-town  physician,  Austinites  serve  as  admitting  phy- 
sicians for  patients  requiring  hospitalization.  D.  A.  Bag- 
gett, MD,  at  Brackenridge  Hospital,  serves  as  primary 
admitting  physician  at  that  hospital,  and  James  M. 
Graham,  MD,  serves  as  primary  admitting  physician  at 
Seton  Medical  Center.  Admitting  procedures  at  Seton  are 
expedited  by  Sister  Mary  Rose,  administrator,  and  Larry 
Eul,  admitting  officer. 

Vera  Taylor,  RN  on  loan  from  the  Texas  Department 
of  Human  Resources,  is  the  full-time  chief  nurse  at  the 
Capitol  office. 

Physicians  who  served  between  Jan  9 and  Feb  23 
were: 

Warren  T.  Longmire,  Jr,  MD,  Hitchcock;  Donald  Kennady, 
MD,  New  Braunfels;  J.  T.  L.  McNew,  MD,  Bryan;  E.  L. 
Holt,  MD,  Corpus  Christi;  Frederick  L.  Merian,  MD,  Yoak- 
um; David  H.  Watson,  MD,  Yoakum;  Ronald  W.  Hud- 
dleston, MD,  Hearne;  Ross  Owens,  MD,  San  Antonio; 

R.  E.  Sullivan,  Jr,  MD,  La  Marque;  Harold  R.  High, 


Doctor  lor  the  Day,  John  V.  Peet,  MD.  of  Conroe. 


MD,  Cuero;  Ulric  J.  Laquer,  MD,  San  Antonio;  P.  J.  Mock, 
Jr,  MD,  La  Porte;  Richard  S.  Penly,  MD,  Falfurrias;  W.  R. 
Johnson,  MD,  Austin;  William  E.  St  Clair,  MD,  Houston; 
Allen  Sonstein,  MD,  Austin;  G.  T.  Grubb,  MD,  Nacog- 
doches; Gerald  W.  Maness,  MD,  Houston;  S.  S.  Peg- 
anyee,  MD,  Houston;  Doyle  K.  Lansford,  MD,  Arlington; 
Lorence  W.  Feller,  MD,  Fredericksburg;  Gilmer  B.  John- 
son, MD,  Plainview;  John  W,  Nichols,  MD,  Galena  Park; 
E,  E.  Lowrey,  MD,  Gatesville;  W.  F.  Ross,  MD,  Dallas; 
John  V.  Peet,  MD,  Conroe;  Charles  F.  Browne,  MD, 
Sonora. 

Texas  physician  receives 
grant  for  cancer  research 

E.  Colleen  Moore,  MD,  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute,  will  receive  an  $89,000 
grant  for  cancer  research. 

The  award  from  the  American  Cancer  Society  is  for  her 
project,  “ Activity  and  Allasteric  Regulation  of  Ribonucleo- 
tide Reductase  Targets  for  Antineoplastic  Drugs."  Dr 
Moore,  associate  biochemist,  will  test  anticancer  drugs  to 
determine  their  effects  on  an  enzyme  involved  in  the  pro- 
duction of  DNA.  The  money  will  fund  research  for  two 
years. 

The  funding  was  provided  in  part  by  proceeds  from  the 
ninth  annual  Vince  Lombardi  Award  dinner  sponsored  by 
the  Downtown  Rotary  Club  of  Houston. 

Medical,  pharmaceutical 
groups  contribute  to  Annual 
Session 

More  than  30  related  medical  organizations  participate 
with  the  Texas  Medical  Association  each  year  in  produc- 
ing the  largest  state  medical  society  convention  in  the 
country.  This  participation  has  provided  some  outstand- 
ing programs  for  Texas  physicians.  The  1979  Annual 
Session  to  be  held  May  3-6  in  Dallas  will  reflect  the 
joint  efforts  of  the  following  medical  groups  and  TMA: 

American  Cancer  Society,  Texas  Division,  cosponsoring 
a Symposium  on  the  Care  of  the  Chemotherapy  Patient 
by  the  Family  Physician  with  TMA  Committee  on  Cancer; 

American  Heart  Association,  Texas  Affiliate,  Inc,  cospon- 
soring Symposium  on  Cardiovascular  Diseases  with  TMA 
Committee  on  Cardiovascular  Diseases;  also,  cosponsor- 
ing guest  speaker  Leonard  S.  Dreifus,  MD,  and  together 
with  Texas  Rehabilitation  Commission,  Nanette  K.  Wen- 
ger, MD; 

Texas  Department  of  Mental  Health  and  Mental  Retarda- 
tion, supporting  two  guest  speakers:  Robert  J.  Joynt, 

MD  of  Rochester,  NY,  neurology;  and  Murdina  M.  Des- 
mond, MD  of  Houston,  psychiatry; 

United  Cerebral  Palsy  Association  of  Texas,  Inc.,  co- 
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sponsoring  Gerald  Solomons,  MD,  Iowa  City,  Iowa,  pedi- 
atrician who  will  discuss  “Maternal-Infant  Bonding”  in  the 
Section  of  Family  Practice  program; 

Texas  Commission  on  Alcoholism,  together  with  TMA’s 
Special  Committee  on  Alcoholism  and  Drug  Abuse,  will 
present  the  Texas  Task  Force  for  the  Fetal  Alcohol 
Syndrome  program,  and  Symposium  on  Alcoholism  and 
Drug  Abuse; 

Texas  Department  of  Health  will  provide  input  to  the  Pub- 
lic Health  program. 

In  addition  to  these  groups  and  agencies,  there  are 
numerous  specialty  societies  which  provide  funding  and 
program  planning,  working  directly  with  the  TMA  section 
officers  in  the  various  specialties. 

Many  pharmaceutical  companies  play  an  important  role 
in  supporting  health  care  conferences  through  grants  and 
technical  exhibits.  The  Annual  Session  will  reflect  the  joint 
efforts  of  the  following  pharmaceutical  groups  and  TMA: 

Pfizer  Laboratories  and  Roerig  Divisions,  Pfizer  Pharma- 
ceuticals, New  York,  will  produce  Dialogue,  an  unstruc- 
tured program  of  questions  and  answers  on  topics  select- 
ed by  the  TMA  Council  on  Annual  Session; 

C.M.E.  Communications,  Inc,  of  New  York,  through  an 


educational  grant  by  Merrell-National  Laboratories,  Cin- 
cinnati, will  sponsor  “Depression  Today:  Confident  Clin- 
ical Office  Management”; 

Boehringer  Ingelheim,  Ltd,  Ridgefield,  Conn,  is  sponsor- 
ing David  E.  Raskin,  MD,  Seattle,  a guest  of  the  Texas 
Health  Care  Medical  Directors  Association; 

USV  Pharmaceutical  Corporation  is  providing  funding  for 
Marvin  Moser,  MD,  New  York  Medical  College,  Valhalla. 
Dr  Moser  will  speak  at  programs  scheduled  by  the  Sec- 
tions on  Family  Practice  and  Internal  Medicine,  as  well  as 
at  the  Symposium  on  Cardiovascular  Disease. 

Other  pharmaceutical  companies  providing  grants-in-aid 
for  the  Dallas  meeting  are:  Burroughs  Wellcome  Co, 
North  Carolina;  GEIGY  Pharmaceuticals,  New  Jersey; 
Merck  Sharp  & Dohme  Postgraduate  Program,  Pennsyl- 
vania; Mission  Pharmacal  Co,  Texas;  A.  H.  Robins  Co, 
Virginia;  Smith  Kline  & French  Laboratories,  Pennsyl- 
vania; and  Merrell-National  Laboratories,  Cincinnati. 

The  Texas  Employers’  Insurance  Association  of  Dallas 
will  once  again  provide  free  shuttle  bus  service  for  the 
TMA  annual  session.  TMA  wishes  to  acknowledge  its 
appreciation  to  TEIA  for  its  continuing  contribution  to 
physicians  attending  the  convention. 

Coming  next  month 

Scientific  articles  scheduled  for  publication  in  May  deal 
with  chemotherapy  for  advanced  soft-tissue  sarcomas, 
the  role  of  platelets  in  hemostasis,  the  hospital  transfu- 
sion committee,  costs  of  dialysis,  angel  dust  (PCP),  and 
smoking.  Hospices  are  a subject  of  public  and  private 
debate  now,  and  Texas  Medicine  will  bring  you  a report 
on  what  is  being  said  and  done  about  them  in  Texas. 


Investment  performance 

for  TMA  Members’  Retirement  Plan  and  Trust 


(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling  in  the  program,  comparative  perfor- 
mances for  investments  are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  purposes  only.  Most  dally  news- 
papers list  up-to-the  minute  values  on  mutual  funds.) 
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through 

2/28/79 

3 Years 

Ended 

12/31/78 

5 Years 

Ended 

12/31/78 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-5.6 

+39.5 

+ 7.6 

2.2 

Loomis-Sayles  Mutual  Fund 

- 1.9 

+ 3.1 

- 9.7 

5.2 

Mercantile  Bank  FIR-10  Equity  Fund 

-1.8 

+ 24.9 

+ 17.8 

— 

Mercantile  Bank  FIR-10  Fixed  Income  Fund 

4-7.1 

+ 22.9 

+ 28.1 

— 

T.  Rowe  Price  Growth  Stock  Fund 

-5.9 

+ 9.1 

- 3.8 

2.6 

T.  Rowe  Price  New  Income  Fund 

-0.7 

+ 0.2 

- 2.9 

8.0 

Stein,  Roe  & Farnham  Balanced  Fund 

-0.8 

+ 3.6 

- 7.4 

4.2 

Standard  & Poor  500  Stock  Average 

+ 0.2 

+ 6.6 

- 1.3 

— 

Dow  Jones  Industrial  Average 

+ 0.5 

- 5.6 

- 5.4 

— 

a.  Mutual  Fund  performances  include  reinvested  capital  gain  distributions. 

b.  Mercantile  FIR-10  Equity  and  Fixed  Income  Funds  make  no  distributions.  All  earnings  are  retained  in  the  respective  funds. 
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DEBATE 


DEBATE  presents  opinions  from  varying  professionals 
along  with  policy  stands  to  illustrate  the  many  considera- 
tions present  on  given  issues.  This  month,  our  subject 
is  the  recent  attorney  general’s  opinion  concerning  nurse 
practitioners  and  what  medical  care  they  can  provide. 

(For  summary  of  the  opinion,  see  “Medicine  and  the  Law” 
in  this  issue.) 

THE  ISSUE 

Senator  Chet  Brooks,  Chairman  of  the  Senate  Committee 
on  Human  Resources,  asked  the  attorney  general  in 
December  1978  which  health  care  services  an  advanced 
nurse  practitioner  can  provide.  The  question  was 
prompted  by  the  enactment  of  the  Rural  Health  Clinic 
Services  Act,  which  permits  Medicare  and  Medicaid  re- 
imbursement to  clinics  for  services  rendered  by  phy- 
sicians' assistants  and  nurse  practitioners  who  operate 
under  indirect  physician  supervision. 

Attorney  General  John  L.  Hill  answered  in  summary: 
Advanced  nurse  practitioners  may  take  a patient's  medi- 
cal history,  examine  him,  assess  health  status  and  iden- 
tify deviations  from  normal  health,  and  institute  a phy- 
sician's order  for  certain  simple  laboratory  tests  without 
the  supervising  physician  being  physically  present.  A 
nurse  practitioner  may  not  generally  provide  medications 
to  patients  under  standing  and/or  written  orders  unless 
the  physician  has  prescribed  for  the  individual  patient. 

POLICY  STANDS 

The  Texas  Medical  Association  agreed  with  the  attorney 
general’s  opinion,  saying  that  those  who  are  not  licensed 
to  practice  medicine  may  not  perform  acts  which  are 
within  the  definition  of  the  practice  of  medicine  unless 
done  under  the  control  and  supervision  of  a physician. 
The  TMA  also  stated  that  the  physician  should  personally 
assume  control  in  what  is  to  be  done  by  a nonlicensed 
person.  The  physician  remains  legally  responsible  for  the 
care  of  the'  patient  and  should  be  available  to  see  that 
all  acts  are  properly  performed. 

The  Texas  Nurses  Association  feels  that  professional 
nursing  and  individual  registered  nurses  should  not  be 
compromised  by  being  asked  or  required  to  perform  what 
may  be  illegal  acts.  TNA  says  that  an  individual  regis- 
tered nurse's  job  should  not  be  jeopardized  if  he  or  she 
expresses  concern  about  the  standing  order  situation  and 
seeks  a solution  from  employers.  TNA  has  suggested  that 
Texas  RNs  should  ask  their  employers  or  physicians  to 


sign  statements  acknowledging  that  the  nurse  is  function- 
ing under  standing  orders.  Further  action  will  be  taken 
after  the  TNA  convention  in  April. 

INDIVIDUALS  COMMENT 

“Medicine  should  move  back  into  the  health  care  process 
to  relieve  nursing  from  the  dilemma  of  acting  in  an  in- 
appropriate and  illegal  role.”  Nicholas  J.  Bellegie,  MD, 
TMA  Committee  on  Nursing. 

“There  is  a difference  in  a hospital  and  a rural  health 
clinic.  I do  not  feel  that  a rural  health  clinic  should  be 
staffed  solely  by  a nurse  practitioner  or  a physician’s 
assistant  since  medical  decisions  should  be  made  by  the 
physician.  However,  in  a hospital,  a nurse  should  follow 
standing  orders  since  that  patient  is  under  direct  physician 
supervision.”  Eleanor  Solomon  Irvine,  MD,  president, 
Wichita-Young-Archer-Jack  County  Medical  Society. 

“I  am  in  agreement  with  the  attorney  general’s  opinion. 
The  practice  of  medicine  includes  diagnosing  and  treating 
diseases.  These  medical  acts  should  be  performed  by  the 
physician  or  under  his  “control  and  supervision.”  If 
physicians  have  been  lax,  then  they  need  to  get  back  into 
the  practice  of  medicine.  While  treating  a patient,  the 
nurse  should  follow  the  medical  orders  of  the  physician.” 
W.  A.  Godfrey,  MD,  chairman,  TMA  Committee  on 
Nursing. 

“What  we  are  doing  is  not  bad  (practicing  under  stand- 
ing orders);  it  may  be  illegal,  but  it  is  not  wrong.”  Deanna 
Sebestyen,  RN,  president,  TNA. 

“If  a patient  has  been  diagnosed  by  a physician  before 
and  comes  in  again  with  those  same  symptoms,  why 
shouldn’t  the  nurse  assess  the  patient  and  direct  his  care? 
A patient  can  regulate  his  own  medical  treatment  in  taking 
aspirin,  vitamins,  and  controlling  his  diet  and  intake  of 
insulin.  Yet  a nurse  cannot  regulate  a patient’s  care?  It 
is  not  humanly  possible  for  a doctor  to  do  all  of  the  work. 

. . . There  is  a difference  between  medical  diagnosis  and 
nursing  diagnosis.  In  medical  diagnosis,  a physician  de- 
fines what  the  initial  disease  is.  A nursing  diagnosis  says 
this  is  “X”  disease  (as  defined  by  a physician)  and  [the 
nurse]  knows  its  symptoms,  thus  helping  the  physician 
by  continuing  his  prescribed  treatment.  . . . Nurses  and 
physicians  should  work  as  colleagues  and  give  credit  for 
what  each  group  knows.”  Lillian  Taubert,  RN,  associate 
professor,  assistant  chairman.  Department  of  Nursing, 

San  Antonio  College. 

“There  are  not  enough  physicians  in  any  health  depart- 
ment to  handle  over-the-shoulder  coverage  for  all  cases. 
How  does  one  stay  legal  and  yet  provide  services  today? 
What  protocol  is  there  to  follow?  The  attorney  general’s 
opinion  has  not  changed  the  law,  and  we  continue  to  live 
dangerously.”  William  R.  Ross,  MD. chief.  Bureau  of  Com- 
munity Health  Services,  Texas  Department  of  Health. 
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Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2 5 mg  clldinium  Br. 


Please  consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  in- 
dications as  follows; 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Glaucoma:  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCI  and/or  clldinium  Br, 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI)  to 
known  addiction-prone  individuals  or  those  who  might  in- 
crease dosage:  withdrawal  symptoms  (including  convulsions) 
reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dur- 
ing first  trimester  should  almost  always  be  avoided 
because  of  increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially:  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors, 
phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  re- 
ported in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope  re- 
ported in  a few  instances.  Also  encountered:  isolated  in- 
stances of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns may  appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice,  hepatic  dys- 
function reported  occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy.  Adverse  effects  reported  with 
Librax  typical  of  anticholinergic  agents,  i.e. , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


TEXAS  MEDICINE 


In  treating  irritable  bowel  syndrome* 


Enhance  your  therapeutic  expectations 

with 

librax 


Each  capsule  contains 
mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


antianxiety/antispasmodic/antimotility 


Librax  is  uniaue  ammg  G.I.  medications 
in  providing  tne  specific  antianxiety  action  of 
LIBRIUMXchlordiazepoxide  HCl)  as  well  as  the  potent 
antispasmodic  and  antitnotilily  actions  of 
QUARZANTclidinium  Br)  for  adjunctive  therapy 
of  irritahle  howel  Syndrome. 


*Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ihuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  G1  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


© 1978  The  UpiohnCompony 


Motiin400fra 

ibuprofen, Upjohn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


J-6857-4 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


4a)ffiq 

ibuprofen,Upphn 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-temi  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*  epigastric  pain* 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  tunction.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 


Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
IS  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 


Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 

not  exceed  2400  mg  per  day. 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 

NDC  0009-0733-01 

Bottles  of  500 

NDC  0009-0733-02 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 

NDC  0009-0750-01 

Bottles  of  500 

NDC  0009-0750-02 

Unit-dose  package  of  100 

NDC  0009-0750-06 

Unit  of  Use  bottles  of  120 

NDC  0009-0750-26 

Caution;  Federal  law  prohibits  dispensing  without  prescription. 
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Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


For  hemorrhoids 
and  other 

anorectal  conditions 


External  hemorrhoids 


Internal  Pruritus  ani 

hemorrhoids 


Proctitis  Anal  fissures 


Easy  to  handle.  Easy  to  apply, 

easy  to  insert,  nonstaining— 

comfortably  shaped—  Rx  only 
Rx  only 


Prescribe 

Anusol'HC* 

Suppos  itori  es  /Crea  m 

for  symptomatic  relief 

Effectively  reduces  inflammation  and  edema 
Rapidly  relieves  pain  and  itching 


ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC"  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

CAUTION:  Federal  law  prohibits  dispensing  without 

prescription. 

Descriphon:  Each  Anusol-HC  Suppository  contoins 
hydrocortisone  acetate,  10  0 mg,  bismuth  subgollote, 

2 25%.  bismuth  resorcin  compound,  1 75%;  benzyl 
benzoate,  I 2%,  Peruvian  bolsom,  1 8%,  zinc  oxide, 

11  0%.  oiso  contoins  the  following  inactive  ingredients 
bismuth  subiodide,  colcium  phosphate,  and  certified 
coloring  in  o hydrogenated  vegetable  oil  base 
Each  gram  of  Anusol-HC  Cream  contains 
hydrocortisone  acetate,  5 0 mg,  bismuth  subgollote, 

22  5 mg,  bismuth  resorcin  compound,  17  5 mg,  benzyl 
benzoote,  12  0 mg,  Peruvian  balsam,  18  0 mg,  zinc 
oxide,  1 1 0 0 mg,  diso  contains  the  following  inactive 
ingredients  propylene  glycol,  bismuth  subiodide, 
propylparaben,  methylparoben,  polysorbote  60  and 
sorbitan  monosteorote  in  o woter-miscible  base  ot 
mineroi  oil,  glyceryl  stearate  and  water 
Indications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  ore  adjunctive  therapy  tor  the  symptomatic  relief  of 
pom  and  discomfort  in  external  and  internal 
hemorrhoids,  proctitis,  papillitis,  cryptitis,  anal  fissures, 
incomplete  fistulas  and  relief  of  local  pom  and  discomfort 
following  anorectal  surgery 


Anusol-HC  Creom  is  also  indicated  for  pruritus  oni 
Anusol-HC  IS  especially  indicated  when  inflammation 
IS  present  After  acute  symptoms  subside,  most  patients 
con  be  mointoined  on  regular  Anusol-  Suppositories  or 
Ointment 

Contraindications:  Anusol-HC’  Suppositones  and 
Anusol-HC"  Cream  are  contraindicated  in  those  patients 
with  0 history  ot  hypersensitivity  to  any  ot  the  components 
ot  the  preparation 

Warnings:  The  safe  use  of  topical  steroids  during 
pregnancy  has  not  been  fully  estoblished  Therefore, 
during  pregnancy,  they  should  not  be  used  unnecessarily 
on  extensive  areos,  in  lorge  amounts,  or  for  prolonged 
periods  of  time 

Precauhons:  Symptomatic  relief  should  not  delay 
definitive  diognoses  or  treatment  If  initotion  develops, 
Anusol-HC  Suppositories  and  Anusol-HC  Creom  should 
be  discontinued  and  oppropriote  therapy  instituted 
In  the  presence  of  an  infection  the  use  of  on  appropriate 
onfifungol  or  ontibocterial  agent  should  be  instituted  If  o 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection 
has  been  adequately  controlled 
Core  should  be  token  when  using  the  corticosteroid 
hydrocortisone  ocetate  in  children  and  infants 
Anusol-HC  is  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC 
Suppositories— Adults:  Remove  toil  wrapper  and  insert 
suppository  into  the  anus  One  suppository  in  the  morning 


and  one  ot  bedtime,  for  3 to  6 days  or  until  inflammation 
subsides  Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories 

Anusol-HC  Cream— Adults  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  lube  cap  and  opply  to  the 
exterior  surface  and  gently  rub  in.  For  internal  use,  oloch 
the  plostic  applicator  and  insed  into  the  anus  by  applying 
gentle  continuous  pressure  Then  squeeze  the  lube  to 
deliver  medicolion  Cream  should  be  applied  3 or  4 times 
0 day  tor  3 to  6 days  until  inllommation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Ointment 
NOTE  If  staining  from  either  of  the  above  products 
occurs,  the  slain  may  be  removed  from  fabric  by  hand  or 
machine  woshing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories- boxes  of  12 
(N  0047-0089-12)  and  24  (N  0047-0089-24),  in  silver 
foil  strips  with  Anusol-HC  W C printed  in  block 
Anusol-HC  Cream- one-ounce  tube  (N  0047-0090-01), 
with  plastic  applicator,  detachable  label 
Store  between  15  -30'  C(59  -86  F) 

Full  informotion  is  ovoiloble  on  request 

warner/Chilcott 

Division , Warner-Lambert  Compony 
Morns  Ploins,  N J 07950 
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MEDICAL  NEWSMAKERS 


William  W.  Schottstaedt.  MD 


John  M Smith.  Jr.  MD 


HERSCHEL  LEWIS  DOUGLAS,  MD,  has  been  named 
associate  dean  for  clinical  affairs,  a new  position  in  the 
medical  school  at  The  University  of  Texas  Health  Science 
Center  at  San  Antonio.  Dr  Douglas  also  serves  as  chair- 
man of  the  department  of  family  practice. 

WILLIAM  W.  SCHOTTSTAEDT,  MD,  Galveston,  has 
been  named  acting  chairman  of  the  department  of  family 
medicine  at  UT  Medical  Branch.  Dr  Schottstaedt  is  as- 
sociate dean  for  continuing  medical  education  at  UTMB. 

WHITNEY  G.  SAMPSON,  MD,  Houston,  is  the  new  presi- 
dent of  the  American  Association  of  Ophthalmology. 

JOHN  M.  SMITH,  JR,  MD,  San  Antonio,  TMA  past  presi- 
dent, has  been  elected  secretary  of  the  American  Medical 
Political  Action  Committee’s  Board  of  Directors. 

RICHARD  E.  HURLEY,  MD,  Dallas,  is  the  recipient  of  the 
1979  American  College  of  Cardiology  Distinguished  Ser- 
vice Award.  Dr  Hurley  is  deputy  vice  president.  Office  of 
Medical  Programs  of  the  American  Heart  Association. 

EDGAR  B.  SMITH,  MD,  Galveston,  has  been  named  to 
the  board  of  directors  of  the  American  Academy  of  Der- 
matology. Dr  Smith  is  professor  and  chairman  of  the  de- 
partment of  dermatology  at  UT  Medical  Branch. 

PAUL  D.  GRAY,  formerly  director  of  the  TMA  department 
of  medical  service,  is  the  new  assistant  executive  director 
of  the  Harris  County  Medical  Society. 


Edgar  B.  Smith.  MD 


THOMAS  R.  McELHENNEY,  MD,  Austin,  has  been  elect- 
ed to  the  Board  of  Governors  of  the  American  Association 
of  Certified  Allergists. 

BEN  R.  KELLER,  JR,  MD,  Arlington,  has  been  commend- 
ed by  the  TMA  Board  of  Trustees  for  his  devotion  and 
contributions  as  treasurer  of  the  Texas  Medical  Associa- 
tion. Dr  Keller  has  resigned  that  position  and  relocated 
in  another  state. 


Richard  E.  Hurley.  MD 


RICHARD  S.  MATERSON,  MD,  Houston,  has  been  ap- 
pointed by  the  AMA  Board  of  Trustees  to  serve  on  the 
residency  review  committee  on  physical  medicine  and 
rehabilitation. 

WILLIAM  F.  ROSS,  MD,  Dallas,  has  been  appointed  to 
the  Texas  Statewide  Health  Coordinating  Council.  Dr 
Ross,  chairman  of  the  division  of  family  practice  at  UT 
PauiD.  Gray  Southwestern  Medical  School,  is  chairman  of  the  TMA 

Council  on  Medical  Education  and  Hospitals. 

The  Medical  Newsmakers  section  is  prepared  by  Ms  Shan  Wortham, 
editorial  assistant 


TEXAS  MEDICINE 


STANDS  UP 


TO  SET  THE  RECORD  STRAIGHT! 


The  TEXAS  MEDICAL  LIABILITY  TRUST  stands  up  as  a viable  insurance  entity. 
The  Trust  began  issuing  coverage  to  TMA  members  on  January  1 , 1979,  and  con- 
tinues to  issue  coverage  on  a daily  basis. 

Available  to  TMA  members: 

— Non-assessable  occurrence  professional  liability  policies 
— Prior  Acts  Coverage 
— Excess  Coverage 

TMLT  has  reinsurance  with  Lloyd’s  of  London.  The  Trust  has  surplus  sufficient  to 
cover  claims  under  $200,000.  Reinsurance  is  less  costly  if  only  higher  levels  of  risk 
are  insured.  TMLT  is  reinsuring  all  claims  in  excess  of  $200,000  to  their  policy 
limits  of  $750,000.  There  is  no  aggregate  limit  on  the  amount  of  risk  taken  by  the 
reinsurer. 

TMLT  provides  the  opportunity  for  its  policyholders  to  purchase  excess  coverage 
through  its  reinsurance  broker,  since  the  JUA  provides  excess  coverage  only  to  its 
member  companies. 

TMLT  has  three  members  serving  on  the  Texas  State  Board  of  Insurance  nine- 
member  Advisory  Committee. 

TMLT  STANDS  UP  TO  BE  COUNTED  AS  A VIABLE  INSURANCE  ENTITY 

FOR  TMA  PHYSICIANS 


For  Information  Contact 

“A  health  care  liability  claim  trust 
created  by  the  Texas  Medical  Association" 

mj 
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TEXAS  MEDICAL  LIABILITY  TRUST 
21 1 East  7th  • Austin,  Texas  78701  • (512)  472-3322 


Alcohol  Addiction.  Doctors  know  all 
too  well  the  anguish  and  frustration 
felt  by  an  alcoholic  and  his  family. 

Schick's  Shadel  Hospital,  one  of 
the  few  hospitals  in  the  Southwest 
directed  by  a medical  doctor,  is  a 
valuable  resource  for  physicians  with 
patients  suffering  from  this  often 
evident  disease. 

The  10  to  14  day  program  begins 
with  a complete  medical  examination 
and  withdrawal  from  alcohol,  if  the 
patient  is  admitted  while  intoxicated. 

Treatment  involves  the 
administering  of  Emetine  to  induce 
nausea  as  the  patient  is  exposed  to 
alcoholic  beverages.  As  a result,  the 
patient  develops  an  acute  aversion  to 
the  sight,  smell  and  taste  of  alcohol . 


On  alternate  days,  the  patient 
undergoes  deeply  relaxing  sleep 
therapy  induced  by  sodium 
pentothal.  Possible  psychological 
problems  requiring  further  treatment 
are  investigated,  and,  by  creating  a 
feeling  of  emotional  well-being,  the 
patient's  aversion  to  alcohol  is 
reinforced . 

The  fourteen  day  program  has 
been  successful  in  more  than  40  years 
of  treatment  and  research  at  Schick's 
Shadel  Hospital  in  Seattle, 
Washington.  And  an  independent 
research  firm  has  credited  Schick's 
Shadel  with  a 62%  success  rate. 

For  patient  referral  information, 
send  today  for  the  Schick's  Shadel 
Hospital  brochure. You  could  save  a life. 


Schick’s  Shadel  Hospital 

4101  Frawley  Drive  Fort  Worth,  Texas  76118  (817)  284-9217 


TEXAS  MEDICINE 


MEDICINE  AND  THE  LAW 


ATTORNEY  GENERAL’S  OPINIONS:  ADVANCED 
NURSE  PRACTITIONERS  AND  MIDWIVES 

Attorney  General  John  Hill  has  issued  Opinion  H-1293' 
relating  to  what  services  may  be  performed  by  a midwife 
or  a nurse  midwife,  and  H-1295^  relating  to  the  authority  of 
a nurse  practitioner  to  perform  services  under  indirect 
physician  supervision.  These  opinions  are  the  topics  of 
the  following  discussions: 

Services  Which  a Midwife 
or  Nurse  Practitioner  May  Perform 

The  Board  of  Medical  Examiners  asked  the  attorney 
general  five  questions  about  the  services  which  midwives 
may  legally  provide  in  Texas.  In  answer,  the  attorney 
general  first  discussed  the  Medical  Practice  Act  in  the 
case  of  Banff  v.  State,  289  SW2d  244  (Texas  Grim  App 
1956),  which  held  that  a midwife  who  assisted  a woman  in 
parturition  was  not  practicing  medicine  within  the  Texas 
Medical  Practice  Act  because  “childbirth”  is  a normal 
function  of  womanhood.  Assistance  was  not  the  treatment 
for  a disease,  deformity,  or  injury,  nor  did  it  effect  a cure 
therefor.  The  attorney  general  said  some  of  the  questions 
could  not  be  answered  without  the  investigation  and 
resolution  of  fact  questions,  and  that  the  opinion  process 
was  not  amenable  to  resolving  fact  questions.  Mr  Hill's 
opinion  did,  however,  answer  the  legal  questions  pre- 
sented by  the  Board  of  Medical  Examiners.  The  questions 
and  a summary  of  relevant  portions  of  the  opinion  follow. 

1 . May  a midwife  perform  an  episiotomy  as  a part  of  the 
sen/ices  performed  in  assisting  a woman  at  childbirth? 

2.  Is  a midwife  authorized  to  repair  the  episiotomy  or  a 
laceration  of  the  birth  canal  by  suturing  the  wound 
following  delivery  of  the  child? 

These  two  questions  could  not  be  answered  fully  with- 
out the  resolution  of  fact  questions.  Whether  or  not  a mid- 
wife may  perform  and  repair  an  episiotomy  or  suture 
lacerations  would  depend  on  whether  these  services  are 
generally  provided  in  connection  with  normal  childbirth.  If 
the  facts  show  that  these  services  are  incident  to  normal 
childbirth,  then  the  courts  would  hold  that  a midwife  may 
perform  them. 

3.  Is  a midwife  authorized  to  possess  and  administer 
drugs  or  medication  which  are  classified  as  either  "dan- 
gerous drugs"  or  "controlled  substances?” 

A midwife  may  not  dispense  or  possess  dangerous 
drugs  unless  he  or  she  is  an  agent  of  a physician;  a mid- 


wife may  not  dispense  nor  possess  controlled  sub- 
stances unless  acting  as  the  agent  or  employee  of  a reg- 
istered physician  or  hospital. 

4.  Is  a midwife  authorized  to  make  a diagnosis  of  disease 
or  obstetrical  complication? 

Midwives  may  not  make  such  diagnosis  unless  they  are 
licensed  physicians. 

5.  Do  the  statutes  of  this  state  recognize  any  difference  in 
the  authority  for  the  delivery  of  midwife  services  by  a "lay 
midwife,"  a "nurse  midwife,"  or  a "certified  nurse  mid- 
wife?" 

The  statutes  do  recognize  differences.  Nurse  midwives 
and  certified  nurse  midwives  have  been  licensed  to  prac- 
tice professional  nursing.  As  such,  they  are  authorized  to 
“administer  treatments  prescribed  by  a physician.”  If  per- 
forming an  episiotomy  or  placing  sutures  is  the  practice  of 
medicine,  then  the  nurse  could  provide  those  services 
only  at  the  doctor’s  direction.  Under  the  Nurse  Practice 
Act,  nurses  also  are  permitted  to  administer  dangerous 
drugs  or  controlled  substances  prescribed  by  a licensed 
physician,  and  they  have  authority  to  observe  the  ill,  in- 
jured, or  infirm  and  thus  could  watch  for  and  recognize 
abnormal  symptoms  of  pregnancy  which  might  lead  to  a 
diagnosis  of  disease  or  obstetrical  complications  by  a 
physician.  In  each  instance,  the  nurse  performs  services 
only  at  the  instruction  by,  or  with  the  supervision  of,  a 
licensed  physician.  The  opinion  stated  that  the  degree  of 
supervision  required  would  vary  with  the  nurse's  experi- 
ence and  qualifications,  and  that  a certified  nurse  mid- 
wife’s qualifications  would  be  relevant  to  a determination 
of  the  appropriate  degree  of  instruction  and  supervision  to 
be  provided. 

CONCLUSION;  The  attorney  general  concluded  that  (1 ) a 
midwife  may  assist  in  the  normal  delivery  of  a child;  (2)  if 
the  performance  of  an  episiotomy  or  a repair  of  a lacera- 
tion of  the  birth  canal  by  suturing  the  wound  following 
delivery  of  the  child  is  “incident  to  normal  childbirth,  ” the 
midwife  may  perform  same;  however,  if  not  incident  to 
normal  delivery,  then  the  midwife  may  not  perform  same; 
(3)  a midwife  may  not  dispense  or  possess  dangerous 
drugs  or  controlled  substances  unless  he  or  she  is  an 
agent  of  a physician  or  hospital;  (4)  a midwife  may  not 
make  a diagnosis  of  disease  or  obstetrical  complications; 
(5)  a registered  nurse  or  certified  nurse  midwife  may  per- 
form certain  acts  permitted  by  the  Nurse  Practice  Act  such 
as  observation,  care  and  counsel  of  the  ill,  injured  or 
infirm,  maintenance  of  health  or  prevention  of  illness  of 
others,  and  administration  of  medications  or  treatment  as 
prescribed  by  a licensed  physician  or  dentist;  and  (6)  the 
registered  nurse  or  certified  nurse  midwife,  in  performing 
such  services,  must  do  so  at  the  instruction  or  with  the 
supervision  of  a licensed  physician. 

Authority  of  a Nurse  Practitioner  to  Perform  Services 
Under  Indirect  Physician  Supervision 

Senator  Chet  Brooks,  chairman  of  the  Senate  Committee 
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on  Human  Resources,  asked  the  attorney  general  three 
questions  about  health  care  services  which  an  advanced 
nurse  practitioner  may  or  may  not  provide.  The  request 
was  prompted  by  PL  95-210,  the  Rural  Health  Clinic 
Service  Act.  Questions,  and  summaries  of  answers  pro- 
vided in  the  attorney  general’s  opinion,  are  as  follows; 

1 . May  an  advanced  nurse  practitioner  perform  the  fol- 
lowing services  outside  the  physical  presence  of  a su- 
pervising physician:  (a)  take  a patient's  medical  history, 
(b)  perform  a physical  examination,  (c)  do  an  assess- 
ment of  health  status,  (d)  identify  deviations  in  health 
status,  (e)  Institute  a physician’s  order  for  certain  simple 
laboratory  tests  such  as  chemical  examination  of  urine  or 
blood? 

In  response,  the  attorney  general  discussed  the  per- 
mitted and  proscribed  acts  as  set  forth  in  the  Nurse 
Practice  Act  and  the  Medical  Practice  Act. 

An  advanced  nurse  practitioner  may  take  a patient’s 
medical  history  and  perform  a physical  examination  under 
authority  of  “engaging  in  acts  of  observation  or  health 
maintenance  within  Article  4518  of  the  Nurse  Practice  Act 
without  necessarily  engaging  in  medical  diagnosis  pro- 
hibited by  the  Medical  Practice  Act.”  The  opinion  also 
stated  that  a nurse  may  note  health  status  and  deviations 
from  normal  health  as  acts  in  the  “observation  of  the  ill  or 
maintenance  of  health.”  However,  any  of  the  above  acts 
which  are  used  by  the  nurse  to  identify  a disease  as  the 
source  of  abnormal  symptoms  would  constitute  medical 
diagnosis  and  would  not  be  a nursing  act  but  a medical 
function  and  prohibited  unless  permitted  by  the  Medical 
Practice  Act  or  rules  promulgated  by  the  Board  of  Medical 
Examiners. 

A nurse  may  perform  simple  laboratory  tests  under  a 
physician’s  orders.  However,  the  opinion  stated  that  the 
nurse  cannot  use  the  test  for  diagnosis  of  an  illness  but 
must  report  the  results  to  a physician  for  diagnosis.  In 
response  to  whether  any  of  the  above  services  must  be 
performed  in  the  presence  of  a supervising  physician,  the 
adequacy  of  supervision  by  the  physician  is  a fact  ques- 
tion which  cannot  be  resolved  in  the  opinion  process. 

2.  Will  a nurse  practitioner  who  initiates  written  protocols 
developed  by  a physician  in  conformance  with  the  feder- 
al regulations  promulgated  under  PL  95-210  be  acting 
under  adequate  physician  supervision  if  the  physician  is 
not  physically  present  at  all  times,  providing  that  he  is 
available  for  consultation  and  referrals,  and  that  he 
monitors,  evaluates,  and  directs  all  work  performed  and 
is  available  at  all  times  by  telecommunication? 

The  answer  would  depend  upon  whether  the  particular 
protocol  covers  a “nursing”  or  a “medical”  function.  If  it 
covers  a nursing  function  (such  as  those  mentioned  in  the 
first  question)  then  with  adequate  instruction  by  the  physi- 
cian, a nurse  may  provide  the  service  without  direct 
supervision  by  a physician.  However,  if  the  protocol  dele- 
gates a medical  function,  the  physician  must  supervise 
and  control  the  nurse’s  performance  and  the  medical 
function  must  be  delegable.  Whether  a protocol  covers 


nursing  acts  or  medical  functions,  whether  the  medical 
function  is  delegable,  and  whether  adequate  supervision 
is  provided,  are  fact  questions  and  cannot  be  answered 
by  the  attorney  general. 

3.  Would  any  provision  of  Texas  law  prohibit  a nurse 
practitioner  from  providing  medications  to  patients  under 
standing  orders  and  lor  written  orders? 

Under  the  Nurse  Practice  Act,  a nurse  is  permitted  to 
administer  medications  as  prescribed  by  a licensed  phy- 
sician, but  expressly  is  not  permitted  to  prescribe  thera- 
peutic measures.  The  statute  requires  a physician  to 
decide  that  medications  are  needed.  The  provision  of 
medications  pursuant  to  standing  orders,  without  a phy- 
sician’s prescription  for  the  individual  patient,  would  con- 
stitute the  practice  of  medicine  and  not  a nursing  act. 

CONCLUSION:  The  Texas  Medical  Association  had  pre- 
viously filed  a brief  with  the  attorney  general,  and  his 
opinion  is  in  substantial  agreement  with  the  conclusions 
reached  in  that  brief.  The  Texas  Medical  Association’s 
response,  in  summary,  was  that  (a)  those  not  licensed  to 
practice  medicine  may  not  perform  acts  which  are  within 
the  definition  of  the  practice  of  medicine  unless  the  au- 
thorized delegable  acts  are  done  under  the  control  and 
supervision  of  a physician;  (b)  the  supervising  physician 
must  possess  the  power  to  manage  or  guide  the  non- 
licensed  person  in  such  act;  (c)  the  supervision  must  be 
meaningful  and  theoretical,  and  paper  power  will  not 
suffice;  (d)  the  control  and  supervision  may  not  require  the 
constant  physical  presence  of  the  supervising  physician 
to  authorize  the  performance  of  the  acts  so  long  as  the 
physician  personally  assumes  control  and  supervision  of 
what  is  to  be  done,  remains  reasonably  available  to  see 
that  the  acts  are  properly  performed,  and  remains  legally 
responsible  for  the  care  of  the  patient. 

The  attorney  general  and  the  TMA  both  stated  that 
each  case  must  be  viewed  as  to  its  facts  to  determine 
permitted  or  proscribed  acts.  However,  in  the  opinion  of 
the  Texas  Medical  Association,  and  in  a reasonable  con- 
clusion of  the  attorney  general’s  opinion,  the  minimal  re- 
quirements as  set  forth  by  HEW — that  the  physician  be 
present  only  once  in  every  two-week  period — would  cer- 
tainly not  be  sufficient  to  permit  activities  required  to  be 
performed  by  a nurse  practitioner  or  physician’s  assistant 
in  a rural  health  clinic  organized  under  PL  95-210. 

Ace  Pickens, 

Brown,  Maroney,  Rose,  Baker,  and  Barber, 

TMA  Legal  Counsel. 
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\burs  Truly"  by  Jobsf— it’s  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse.  Reach  to  Recovery  volunteers,  and  others,  you  can 

suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly™  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only»04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 

Contact  your  local  Jobst  Service  Center  for  complete  details. 


f®  JOBST  SERVICE  CENTER 

DALLAS:  The  Medical  Center  Building,  3101  Gaston  Avenue,  Suite  304,  Dallas,  Texas  75246;  214  824-4110 
HOUSTON:  Medical  Towers,  Main  & Fannin  at  Dryden,  Suite  1709,  Houston,  Texas  77030;  713  797-0010 
SAN  ANTONIO:  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229;  512  691-1031 


28 


WELCOME  TO  DALLAt 

HOUSING, 

ADVANCE  REGISTRATlOh 

AND 

TICKET  ORDER  FORMS 


FEATURING 

45  GUEST  SPEAKERS  plus  400  special  and  TMA-member 
speakers. 

22  SECTION  PROGRAMS:  Allergy,  Colon  and  Rectal  Sur- 
gery, Digestive  Diseases,  Diseases  of  the  Chest,  Family 
Practice,  Internal  Medicine,  Neurological  Surgery,  Neurol- 
ogy, Nuclear  Medicine,  Obstetrics  and  Gynecology,  Occu- 
pational Medicine,  Ophthalmology,  Otolaryngology,  Path- 
ology, Pediatrics,  Physical  Medicine  and  Rehabilitation, 
Plastic,  Reconstructive,  and  Maxillofacial  Surgery,  Psy- 
chiatry, Public  Health,  Radiology,  Surgery,  Urology. 


ThanKS‘G>v<ng  Souar 


Reunion  Towe' 


HEADQUARTERS  FACILITIES 


6.  Hyatt  Regency  Dallas  (Scientific  Sessions  and 
Exhibits) 


3.  Dallas  Hilton  Hotel  (Business  Sessions) 

9.  Sheraton-Dallas  Hotel  (Auxiliary  and  Scientific 
Sessions) 


AMA-TMA  POSTGRADUATE  COURSES  schec 
uled  Saturday,  May  5,  1-5  p.m.  and  2-5  p.m' 
and  Sunday,  May  6,  8 a.m.-l  p.m.  Two  four-hoU| 
courses  and  three  three-hour  courses  will  b| 
offered  Saturday,  and  six  five-hour  courses  ari 
scheduled  Sunday.  All  courses  will  be  accepta' 
ble  for  Category  1 credit,  AMA  Physician’s  Rec! 
ognition  Award.  Course  fees  (for  AMA  merrj 
bers)  are  $10  per  hour  of  instruction.  The  fe! 
for  the  Sunday  courses  is  $60,  which  include! 
breakfast.  (Registration  information  will  be  sen 
to  membership  in  a separate  mailing.)  j 
Infectious  Diseases  and  Antibiotics — Current 
Treatment  of  Hypertension — Postoperativl 
Complications  After  Abdominal  Surgery—! 
Office  Orthopaedics — rOffice  Gynecology—! 
Pediatric  Emergencies — Basic  Electrocar 
diography — Office  Dermatology — Acid- Base 
Fluid  and  Electrolyte  Balance — Surgicai 
Emergency  Room  Problems — Treatment  q 
Common  Digestive  Diseases.  I; 

21  CURBSTONE  CONSULTATIONS.  Person-to: 
person  conversational  discussions  of  cases  an( 
problems  of  general  medical  interest.  ! 

14  CONTINENTAL  BREAKFAST  PRESENT; 
TIONS.  Join  guest  speakers  for  coffee,  rolls,  an: 
short  lectures  Friday  and  Saturday  morning;, 
Then  participate  in  the  informal  half-hour  di;  ' 
cussion  period  following. 

29  SPECIALTY  SOCIETY  PROGRAMS— 8 SPI 
CIAL  COMMITTEE  SYMPOSIUMS— 128  SCIEI 
TIFIC  AND  TECHNICAL  EXHIBITS— FORUM  CH 
ORIGINAL  RESEARCH— PHYSICIANS  ’ AN[| 
SPOUSES’  ART  EXHIBITION.  ■ 

ETC.  Golf  Tournament,  Tennis  Tournamen^,' 
“Run  for  Fun,”  Fraternity  and  Alumni  Parties, 
Class  Reunions,  Art  Exhibit.  | 

AN  EVENING  AT  THE  HYATT  REGENCY.  Join 
your  friends  in  the  sparkling  Reunion  Ballroom 
for  the  sumptuous  cuisine  of  the  elegant  ne^i 
Hyatt  Regency.  Then  relax  and  enjoy  The  Leve^ 
Singers,  a popular  bass  and  banjo  sing-alon^ 
nightclub  show.  Friday,  May  4,  7-10:30  p.m. 


Request  for  hotel  or  motel  reservations 
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ADVANCE  REGISTRATION  FORM 
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MAKE  YOUR  RESERVATIONS  NOW! 

Reservations  not  accepted  by  telephone.  Select  your  fir 
the  list  below,  complete  the  housing  request  card  and 
will  be  honored  as  far  as  possible,  and  confirmation  of 
hotel  or  motel. 

1.  Hyatt  Regency  Dallas  (Scientific  Sessions  and 
Exhibits) 

Singles  $42  -55 — Doubles  $56-69 — Twins 
$56-69 — Double  Double  $56-69 — Suites,  2 
room  $125  up;  3 room  $200  up. 

2.  Dallas  Hilton  Hotel  (Business  Sessions) 

Singles  $36-54 — Doubles  $48-66 — Twins 
$48-66 — Suites,  2 room  $95  up;  3 room  $130 
up. 

NOTE:  If  you  indicate  arrival  after  6 p.m.,  you  have  guaranteed 
ing  request  card  by  April  13. 


;t,  second  and  third  choice  of  hotels  and  motels  from 
mail  it  to  the  Dallas  Housing  Service.  Preferences 
reservations  will  be  sent  directly  to  you  from  the 


3.  Sheraton-Dallas  Hotel  (Auxiliary  and  Scientific 
Sessions) 

Singles  $37-49 — Doubles  $50-59 — Twins  $47 — 
Double  Double  $59 — Suites,  2 room  $110  up; 

3 room  $160  up. 

4.  Holiday  Inn — Downtown 

Singles  $32 — Doubles  $38 — Twins  $42 — 
Suites,  2 room  $95  up;  3 room  $135  up. 

; night’s  payment  unless  reservation  is  cancelled.  Return  hous- 


ADVANCE  REGISTRATION  AND  TICKET  ORDERS 

Save  your  valuable  time  by  registering  in  advance.  Fill  out  the  advance  registration  card,  mail  it  to  TMA, 
and  vour  registration  packet  will  be  waiting  for  you.  There  is  no  registration  fee  for  TMA  members  You  rnay 
Dick  up  your  registration  materials  at  the  Dallas  Hilton  Hotel,  Hyatt  Regency  Dallas,  or  the  Sheraton-Dallas 
Hotel  And  don’t  forget  to  order  your  tickets  for  the  General  Meeting  Luncheon  and  the  TMA  Buffet  Dinner. 


GENERAL  MEETING  LUNCHEON 

Friday,  May  4,  12:15  p.m.,  Hyatt  Regency  Dallas. 

Luncheon  speaker  will  be  Governor  of  the  State  of  Texas,  William  P.  Clements,  Jr. 


DELEGATES’  LUNCHEON 

Thursday,  May  3,  1 p.m.,  Dallas  Hilton  Hotel.  „ ^ ^ , a • 

Luncheon  speaker  will  be  Tom  E.  Nesbitt,  M.D.,  President,  American  Medical  Association. 


GUEST  SPEAKERS 


D.  FRANK  BENSON,  M.D. 

Boston,  Massachusetts 
neurology 

ROBERT  F.  BRADLEY,  M.D. 

Boston,  Massachusetts 
internal  medicine  (endocrinology) 

PAUL  W.  BRAND,  M.B. 

Carville,  Louisiana 

physical  medicine  and  rehabilitation 

MARVIN  L.  CORMAN,  M.D. 

Boston,  Massachusetts 
colon  and  rectal  surgery 

HERBERT  H.  DEDO,  M.D. 

San  Francisco,  California 
otolaryngology 

WILLIAM  R.  DITO,  M.D. 

La  Jolla,  California 
pathology 

LEONARD  S.  DREIFUS,  M.D. 
Philadelphia,  Pennsylvania 
internal  medicine  (cardiology) 

ELLIOTT  F.  ELLIS,  M.D. 

Buffalo,  New  York 
pediatrics;  allergy/immunology 

LEONARD  M.  FREEMAN,  M.D. 

Bronx,  New  York 
radiology;  nuclear  medicine 

GALE  GARDNER,  M.D. 

Memphis,  Tennessee 
otology;  neuro-otology 

DAVID  N.  GILBERT,  M.D. 

Portland,  Oregon 

internal  medicine  (infectious  diseases) 

JOHN  T.  HEADINGTON,  M.D. 

Ann  Arbor,  Michigan 
dermatology;  pathology 

J.  PATRICK  HIEBER,  M.D. 

Dallas,  Texas 
pediatrics 

HAROLD  C.  HODGE,  Ph  D. 

San  Francisco,  California 
pharmacology;  environmental  toxicology 


STANLEY  L.  JAMES,  M.D. 

Eugene,  Oregon 
orthopaedic  surgery 

ROBERT  J.  JOYNT,  M.D. 

Rochester,  New  York 
neurology 

CHARLES  KILO,  M.D. 

St.  Louis,  Missouri 

internal  medicine  (endocrinology) 

DAVID  H.  KNOTT,  M.D.,  Ph.D. 

Memphis,  Tennessee 
mental  health  (problems  of  alcohol  and 
drug  dependence) 

CHARLES  J.  KRAUSE,  M.D. 

Ann  Arbor,  Michigan 
otolaryngology 

GORDON  S.  LETTERMAN,  M.D. 
Washington,  D.C. 

plastic  and  reconstructive  surgery 

CHOH  HAO  LI,  M.D.,  Ph.D. 

San  Francisco,  California 
hormone  research 

E.  REGIS  McFADDEN,  JR.,  M.D. 

Boston,  Massachusetts 

internal  medicine  (pulmonary  disease) 

MARVIN  MOSER.  M.D. 

White  Plains,  New  York 
internal  medicine  (cardiology) 

ROBERT  M.  NAKAMURA,  M.D. 

La  Jolla,  California 

ROBERT  V.  O’TOOLE,  M.D. 

Columbus,  Ohio 

obstetrics  and  gynecology;  pathology 

HAROLD  O.  PERRY,  M.D. 

Rochester,  Minnesota 
dermatology 

JOSEPH  RANSOHOFF,  M.D. 

New  York,  New  York 
neurological  surgery 

CHESTER  L.  ROBERTS,  M.D. 

Glendale,  California 
aerospace  medicine 


MARVIN  A.  SACKNER,  M.D. 

Miami  Beach.  Florida 

internal  medicine  (pulmonary  disease) 

WILLIAM  E.  SCOTT.  M.D. 

Iowa  City.  Iowa 
ophthalmology 

SARAH  H.  SELL.  M.D. 

Nashville,  Tennessee 
pediatrics 

FRED  E.  SILVERSTEIN,  M.D. 

Seattle,  Washington 

internal  medicine  (gastroenterology) 

GERALD  SOLOMONS,  M.D. 

Iowa  City,  Iowa 
pediatrics 

DAVID  H.  STEPHENS,  M.D. 

Rochester,  Minnesota 
diagnostic  radiology 

ROBERT  K.  STOELTING,  M.D. 

Indianapolis,  Indiana 
anesthesiology 

W.  B.  THOMSON,  M.D. 

High  Wycombe,  England 
internal  medicine 

PETER  C.  VAN  DYCK,  M.D. 

Salt  Lake  City,  Utah 
pediatrics 

NANETTE  K.  WENGER,  M.D. 

Atlanta,  Georgia 

internal  medicine  (cardiology;  rehabilitation) 

CHARLES  B.  WILSON.  M.D. 

San  Francisco,  California 
neurological  surgery 

LEON  L.  WILTSE,  M.D. 

Long  Beach,  California 
orthopaedic  surgery 

JOHN  L.  WOBIG,  M.D. 

Portland,  Oregon 
ophthalmology 


CAPITAL  COMMENTS 


AUSTIN  HYSTERECTOMIES  IN  PURCHASED 
HEALTH  SERVICES  The  Department  of  Human  Re- 
sources which  provides  services  under  Medicaid  in  Texas 
has  changed  the  rules  relating  to  federal  financial  partici- 
pation for  sterilization  under  Title  XIX  of  the  Social  Se- 
curity Act.  The  new  regulations  are  mandated  by  federal 
law  and  prohibit  the  use  of  federal  funds  and  expenditures 
for  hysterectomies  performed  solely  or  principally  for 
sterilization.  Medically  necessary  hysterectomies  will  still 
be  covered  under  Medicaid,  although  a new  requirement 
has  been  added:  After  Feb  6,  1979,  the  following  rule 
applies:  For  medically  necessary  hysterectomies,  pa- 
tient’s acknowledgement  statement  must  be  attached  or 
added  to  each  claim  form  which  states  that  the  person 
who  secured  authorization  to  perform  the  hysterectomy 
has  informed  the  individual  and  her  representative,  if  any, 
orally  and  in  writing,  that  the  hysterectomy  will  render 
the  individual  permanently  incapable  of  reproducing.  The 
individual  or  her  representative,  if  any,  must  sign  the 
written  acknowledgement  of  the  receipt  of  that  informa- 
tion prior  to  the  actual  surgery. 

WASHINGTON  TEXANS'  CONGRESSMEN  APPOINT- 
ED TO  KEY  COMMITTEES  Texans  will  be  serving  on 
key  house  committees  this  session  of  Congress  and  will 
be  involved  in  national  affairs  ranging  from  considera- 
tion of  Social  Security  cuts  to  federal  budget.  There 
are  Texas  members  on  each  of  the  three  major  house 
committees:  Rules,  Ways  and  Means,  Appropriations, 
and  the  House  Commerce  Committee.  The  latter  will  be 
dealing  with  national  health  care  cost  and  energy  policies. 
Senator  Lloyd  Bentsen,  Democrat,  is  chairman  of  the 
influential  Joint  Economic  Committee  and  serves  on  the 
Finance  and  Public  Works  Committee.  Senator  John 
Tower,  Republican,  is  ranking  minority  member  of  Armed 
Services  Committee  and  second  ranking  on  the  Banking 
Committee.  He  is  also  a member  of  banking  subcom- 
mittees dealing  with  financial  institutions,  housing,  and 
economic  stabilization.  Sen  Tower  is  chairman  of  the 
Senate  Republican  Policy  Committee. 

The  24  Texas  House  members,  20  Democrats  and  4 
Republicans  have  the  following  committee  assignments: 
Bill  Archer,  R-Houston,  Ways  and  Means  Committee, 
member,  Social  Security  subcommitee;  Jack  Brooks,  D- 
Beaumont,  chairman  of  the  Government  Operations 
Committee  and  senior  member  of  the  House  Judiciary 
Committee  and  member  of  its  subcommittees  dealing 
with  monopolies  and  commercial  laws;  Jim  Collins,  R- 


Dallas,  Commerce  Committee,  ranking  member  of  Com- 
munications Subcommittee,  also  Energy  Subcommittee; 
Kika  de  la  Garza,  D-Mission,  vice  chairman  and  ranking 
member  of  the  House  Agricultural  Committee;  Bob  Eck- 
hardt,  D-Houston,  Commerce  Committee,  new  chairman 
of  the  Oversight  Investigation  Subcommittee;  Martin 
Frost,  D-Dallas,  House  Rules  Committee;  Henry  B.  Gon- 
zalez, D-San  Antonio,  Banking  Committee  and  member 
of  the  subcommittee  dealing  with  international  develop- 
ment, housing,  and  general  oversight,  and  Small  Busi- 
ness Committee  of  which  he  is  a member  of  the  Sub- 
committee on  Minority  Enterprise  and  Antitrust  Matters. 

Phil  Gramm,  D-College  Station,  House  Commerce 
Committee,  Energy  and  Health  Subcommittees,  and  Vet- 
erans’ Affairs  Committee  and  its  Subcommittee  on  Medi- 
cal Facilities  and  Benefits,  Pensions  and  Insurance;  Sam 
B.  Hall,  D-Marshall,  Judiciary  Committee  and  Veterans’ 
Affairs  Committee;  Kent  Hance,  D-Lubbock,  Agricultural 
Committee,  Science  and  Technology  Committee;  Jack 
Hightower,  D-Vernon,  Appropriations  Committee;  Abra- 
ham Kazen,  D-Laredo,  Armed  Services  Committee,  In- 
terior Committee,  and  chairman  of  Water  and  Power 
Resources  Subcommittee;  Marvin  Leath,  D-Marlin,  Pub- 
lic Works  Committee,  Veterans’  Affairs  Committee  and  its 
subcommittee  dealing  with  medical  facilities,  benefits  and 
education;  Mickey  Leland,  D-Houston,  Commerce  Com- 
mittee, Subcommittee  on  Energy  and  Health  and  Over- 
sights, and  Postal  and  Civil  Service  Committees  and  the 
District  of  Columbia  Committee. 

Tom  Loeffler,  R-Hunt,  Commerce  Committee;  Jim 
Mattox,  D-Dallas,  ranking  member  of  the  House  Budget 
Committee  and  House  Banking  Committee;  Ron  Paul, 
MD,  R-Houston,  House  Banking  Committee;  J.  J.  “Jake” 
Pickle,  D-Austin,  new  chairman  of  the  Social  Security 
Subcommittee  of  the  Ways  and  Means  Committee;  Ray 
Roberts,  D-McKinney,  chairman  of  Veterans’  Affairs 
Committee  and  chairman  of  subcommittee  dealing  with 
water  resources  of  the  House  Public  Works  Committee; 
Charles  Stenholm,  D-Stamford,  Agriculture  Committee; 
Richard  C.  White,  D-EI  Paso,  Armed  Services  Com- 
mittee, chairman  of  the  Military  Personnel  Committee  and 
on  the  Military  Installation  Subcommittee.  He  is  also  a 
member  of  the  Science  and  Technology  Committee  and 
serves  on  the  Energy  Development  and  Applications 
Subcommittee. 

Jim  Wright,  D-Fort  Worth:  As  House  majority  le,ader, 
Wright  is  precluded  from  serving  on  House  committees. 


TEXAS  MEDICINE 


Editor's  note:  “Capital  Comments  " is  prepared  by  Brown.  Maroney,  Rose, 
Baker  & Barber,  TMA  Legal  Counsel,  and  highlights  current  items  of 
interest  relating  to  health  matters  in  the  US  Congress,  federal  agencies, 
state  legislatures,  and  Texas  administrative  agencies. 


but  an  exception  was  made  when  the  Budget  Committee 
was  created  in  1974;  he  occupies  the  leadership  post  on 
the  Budget  Committee. 

Charles  Wilson,  D-Lufkin,  Appropriations  Committee, 
Subcommittees  on  District  of  Columbia  and  Foreign 
Operations;  Joe  D.  Wyatt,  D- Victoria,  Armed  Services 
Committee,  member  of  subcommittee  dealing  with  mili- 
tary compensation  and  sea  power  and  strategy  materials. 
He  also  serves  on  the  Merchant  Marine  and  Fisheries 
Committee  and  is  a member  of  the  subcommittee  dealing 
with  fish  and  wildlife  conservation  and  oceanography. 

AUSTIN  RULES  ON  PRESERVATION  OF  BODIES 
The  Texas  Department  of  Health  is  proposing  to  repeal 
a rule  pertaining  to  the  preservation  of  bodies.  This  rule 
was  adopted  in  1951  because  at  that  time  the  Depart- 
ment believed  that  a body  should  either  be  refrigerated 
or  embalmed  within  24  hours  after  death  to  prevent 
health  hazard.  Since  1951,  the  Department  has  learned 
from  experience  and  advances  in  medical  knowledge  that 
failure  to  refrigerate  or  embalm  a dead  body  within  the 
24-hour  period  generally  does  not  result  in  a public  health 
hazard. 

WASHINGTON  MODEL  DRUG  PRODUCTS  SELEC- 
TION BILL  A physician  should  be  responsible  for  drug 
selection,  the  AMA  said  in  expressing  concern  about  a 
model  law  proposed  for  the  states  by  HEW  and  the 
Federal  Trade  Commission.  The  proposal  would  allow 
pharmacists  to  substitute  generic  drugs  for  brand  name 
drugs  unless  the  physician  specifically  prohibits  it.  AMA 
Board  of  Trustees  Chairman  Robert  B.  Hunter,  MD,  said, 
“We  feel  strongly  that  when  a physician  has  weighed  all 
the  factors  that  are  involved  in  choosing  a drug,  and 
that  includes  cost,  the  physician’s  decision  should  govern 
the  dispensing  of  the  drug  in  all  cases.”  In  addition  to 
urging  the  state  to  adopt  the  model  law,  HEW  said  it  will 
strengthen  the  Maximum  Allowable  Cost  Program  which 
limits  government  payment  for  drugs  under  Medicare  and 
Medicaid.  The  MAC  Program  so  far  has  set  limits  on  only 
20  drugs,  but  HEW  Secretary  Califano  said  70  drugs 
would  be  included  by  the  end  of  the  year.  He  said  HEW 
also  will  publish  a list  of  about  2,000  generic  products 
which  are  therapeutically  equivalent  to  brand  name  prod- 
ucts. The  Pharmaceutical  Manufacturers  Association  has 
challenged  the  proposed  list  in  a lawsuit,  charging  that 
the  list  is  inaccurate  and  misleading. 

The  AMA  sees  some  problems  with  the  procedure 


used  by  the  FDA  to  monitor  drugs,  Dr  Hunter  said. 

He  noted  that  the  FDA  monitors  drugs  for  standard  of 
strength,  quality,  and  purity  and  is  now  developing  a 
program  to  monitor  bioavailability.  However,  he  said,  no 
control  is  currently  exercised  to  assure  that  all  inherent 
ingredients  of  generic  drugs  are  exactly  the  same  and 
that  patient  compliance  can  be  assured  when  drugs  are 
substituted.  He  pointed  out  that  some  formulators  may 
wish  to  exceed  FDA  minimum  standards,  and  that  phy- 
sicians may  choose  to  prescribe  by  brand  to  assure  the 
expected  therapeutic  results. 

WASHINGTON  CHIROPRACTIC  President  Carter 
has  sent  his  budget  to  Congress.  Among  the  means  he 
recommends  for  controlling  the  ever  rising  cost  of  health 
care,  the  President  proposed  to  stop  paying  $35  million 
a year  to  chiropractors  who  treat  Medicare  patients. 

Carter  said  he  was  making  the  proposal  “in  the  absence 
of  scientific  evidence  that  chiropractic  services  either 
improve  or  maintain  health.” 

AUSTIN  FOREIGN  MEDICAL  STUDENTS  The  Texas 
State  Board  of  Medical  Examiners  has  amended  its 
foreign  medical  school  graduate  rules.  The  rules  would 
clarify  certification  requirements  for  medical  licensure  in 
the  State  of  Texas,  and  facilitate  licensure  of  qualified 
physicians  who  have  been  ineligible  for  licensure  because 
they  lack  the  ECFMG  certificate  or  are  not  eligible  to  have 
it  waived.  Under  the  amendments,  certification  would  be 
waived  for  foreign  medical  graduates  who  are  certified 
by  an  American  specialty  board  or  hold  valid  certification 
dated  by  an  American  specialty  board.  The  applicants’ 
foreign  specialty  board  certificate  should  be  comparable 
to  the  American  board  certificate,  and  applicants  should 
have  current  state  medical  licensure  in  the  United  States 
by  written  examination. 

WASHINGTON  KEY  SUBCOMMITTEES  Elected  in 
the  House  of  Representatives  to  key  subcommittees  were 
Rep  Henry  Waxman,  D-Calif,  Commerce  Health  Sub- 
committee; Rep  Charles  Rangel,  D-New  York,  Ways  and 
Means  Health  Subcommittee;  and  Rep  Bob  Eckhardt, 
D-Texas,  Commerce  Subcommittee  on  Oversights.  All 
are  considered  liberal.  Waxman  succeeds  Rep  Paul 
Rogers,  D-Fla,  who  retired.  Rangel  replaces  Rep  Dan 
Rostenkowski,  D-lll,  who  became  leader  of  the  Ways 
and  Means  Subcommittee  on  Select  Revenue  Measures. 
Eckhardt  succeeds  Rep  John  Moss,  D,  who  retired. 
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WASHINGTON  FEDERAL  ELECTION  COMMITTEE 
STUDY  RANKS  PACs  The  top  trade  membership  and 
health  organization  ranked  by  total  contributions  to  candi- 
dates, receipts  by  committee,  and  disbursements  by  com- 
mittee regardless  of  any  other  category,  was  the  Ameri- 
can Medical  Association  with  $1,562,545.  Next  was 
National  Association  of  Realtors,  $1,168,378;  National 
Automobile  Dealers  Association,  $968,775;  United  Auto 
Workers,  $897,475;  AFL-CIO,  $830,150;  United  Steel 
Workers  of  America,  $555,156;  United  Transportation 
Union,  $540,953;  American  Dental  Association, 

$493,000;  Communication  Workers  of  America, 

$458,980;  and  Machinist  and  Aerospace  Workers, 
$452,938.  In  the  category  of  trade  membership  and 
health,  the  top  ten  membership  health  PACs  in  receipts 
include  in  seventh  place,  Texas  Medical  Association, 
$636,142;  the  Texas  Medical  Association's  TEXPAC 
ranked  fifth  in  total  disbursements  at  $681,507. 

WASHINGTON  PSRO  RULED  A CHARITABLE  TAX 
ORGANIZATION  A US  district  court  has  ruled  that  a 
Virginia  PSRO  is  entitled  to  tax-exempt  status  as  a 
charitable  institution  under  Section  501  (c)(3)  of  the  Tax 
Code.  IRS  had  been  arguing  that  PSRO  activities,  while 
permitting  a tax  exemption,  are  too  self-interested  on 
behalf  of  the  medical  profession  to  qualify  for  the  chari- 
table designation.  The  court,  however,  found  the  PSRO 
review  effort  to  be  sufficiently  in  the  public  interest  to 
meet  the  test. 

WASHINGTON  HEW  PROPOSES  UNIFORM 
DOCTORS’  FEES  The  Administration  is  considering  an 
unprecedented  recommendation  to  require  doctors  to 
accept  uniform  fees  for  their  services.  HEW  Secretary 
Califano  told  a Senate  health  subcommittee  the  recom- 
mendation went  to  the  White  House  as  a part  of  a 100- 
page  proposal  on  health  services  in  the  nation,  in  effect, 
a national  health  insurance  plan.  The  Washington  Post 
reported  that  the  plan  would  be  phased  in  over  an  un- 
determined number  of  years  starting  in  1983.  The  HEW 
proposal,  which  could  be  changed  before  President  Car- 
ter sends  it  to  Congress,  would  require  doctors  to  accept 
set  rates  for  the  elderly  and  poor  beginning  in  1983.  At 
a still  uncertain  date,  doctors  would  also  have  to  accept 
set  fees  under  private  health  insurance  plans. 

WASHINGTON  COMMON  CAUSE  POLLS  CON- 
GRESSMAN Responding  to  the  question,  “Will  you 
support  a system  of  financing  house  general  election 


races  which  includes  matching  small  individual  contri- 
butions (up  to  $100)  with  funds  from  voluntary  dollar  tax 
checkoff,  and  placing  an  overall  limit  on  the  amount  that 
can  be  spent  in  election?”  Texas  congressmen  Mattox, 
Eckhardt,  Wright,  and  Leland  said  “yes";  Congressmen 
Hall,  Collins,  Leath,  Hightower,  Wyatt,  White,  Stenholm, 
Hance,  Loeffler,  Paul,  and  Frost  said  “no.” 

WASHINGTON  NEW  HEALTH  CARE  GROUP  The 
Committee  for  Responsible  Health  Care,  a group  of  pri- 
vate citizens  such  as  Baylor’s  Michael  Debakey,  MD, 
and  former  treasury  secretaries  William  Simon  and 
Robert  Anderson,  has  been  formed  to  provide  objective 
appraisals  of  proposals  for  changing  the  American  health 
care  system.  Retired  Admiral  Elmo  Zumwalt  will  serve 
as  chairman  of  the  committee,  which  is  being  funded  by 
American  Medical  Buildings,  Inc. 

WASHINGTON  MALPRACTICE  CLAIMS  REVIEW  A 
compilation  of  16,592  malpractice  claims  closed  since 
July  1,  1976,  by  more  than  100  insurers  has  been  pub- 
lished by  the  National  Association  of  Insurance  Com- 
missioners. Entitled  “NAIC  Malpractice  Claims,”  the  book 
contains  preliminary  data  findings  of  special  value  to 
practicing  physicians.  The  report  gives  details  on  the 
specialties  involved  in  claims  arising  from  various  diag- 
noses and  procedures  by  practicing  physicians  and  the 
types  of  errors  that  occurred.  Among  new  findings,  the 
report  notes  that  the  average  time  between  jury  and  claim 
closure  has  increased  from  36  to  42  months,  the  percent- 
age of  claims  resolved  within  the  court  system  has  risen 
from  7 to  16%,  and  average  indemnity  has  increased  by 
28%  since  July,  1975.  The  study  found  that  physician 
defendants  win  more  than  nine  times  out  of  ten  when 
cases  go  to  court.  A copy  of  the  report  is  available  for 
$100  from  the  NAIC,  633  West  Wisconsin  Ave,  Milwau- 
kee, Wl  53203. 

WASHINGTON  FEDERAL  REGULATIONS  If  there 
was  ever  any  doubt  about  how  numerous  HEW  regula- 
tions have  become,  the  Jan  19  issue  of  the  Federal 
Register  dispels  them.  It  contains  142  pages  of  only 
the  names  of  the  regulations  HEW  plans  to  issue  in 
1979.  A sizable  number  of  HEW’s  planned  regulatory 
initiatives  deal  with  limiting  Medicare  payments  to  hospi- 
tals and  physicians. 


TEXAS  MEDICINE 


AN  IMPORTANT  MESSAGE  TO  ALL  TEXAS  PHYSICIANS! 


Texas  Institute  for  Medical  Assessment 

211  East  7th  Austin,  Texas  78701  AC  5 1 2 474-8274 


Dear  Doctor, 

Texas  Institute  for  Medical  Assessment  has  received  a contract  for  development  of  formal  plans  neces- 
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WHAT’S  NEW 


Pruritus  and  urticaria 

J.  H.  Herndon,  MD 

The  symptom  of  itching  and  the  sign  of  hives  together 
form  two  of  the  most  common  complaints  in  medicine, 
affecting  more  than  20%  of  the  population  at  some  time  in 
their  lives.  In  large  health  surveys'  approximately  one 
person  per  1 ,000  suffers  from  hives  at  any  given  time. 
While  80%  of  patients  have  transient  itchy  swellings  for 
which  the  physician  cannot  find  a cause,  an  unfortunate 
few  develop  a longer  lasting,  recurrent  outbreak.  Itching 
affects  at  least  half  of  the  more  than  30,000  persons  in 
this  country  who  now  require  regular  hemodialysis  for 
chronic  renal  failure.  Pruritus  complicates  otherwise  nor- 
mal pregnancy  at  rates  of  between  0.02  and  2.4%.^  Sys- 
temic illnesses  such  as  lupus  erythematosus,  hepatitis 
B,  and  juvenile  rheumatoid  arthritis  (Still’s  disease)  cause 
urticarial  attacks  in  another  small  but  important  group  of 
patients. 

Uremic  and  Pregnancy-related  Pruritus 

Small  nerves  subserving  the  sensations  of  pain  and  itch 
permeate  human  skin.  Many  slender,  single  and  grouped 
fibers  invest  the  junction  zone  between  dermis  and  epi- 
dermis, sometimes  burrowing  through  the  basement 
membrane  and  up  into  the  intercellular  spaces  of  the  epi- 
dermis.^ While  it  seems  generally  true  that  inflammatory 
disturbances  at  the  junctional  zone  cause  itch  and  stimuli 
that  act  at  slightly  deeper  levels  cause  pain,  one  cannot 
blame  local  factors  for  uremic  and  pregnancy-associated 
pruritus. 

For  pruritus  of  pregnancy  the  evidence  clearly  incrimi- 
nates raised  serum  levels  of  bile  salts'*  (not  bilirubin,  which 
enters  a transport  system  separate  from  that  for  bile 
salts).  In  susceptible  women  bile  salt  levels  rise  during  the 
third  trimester  of  pregnancy.  Some  individuals  also  suffer 
recurrent  pruritus  when  taking  birth  control  pills.  Fortu- 
nately, most  patients  rapidly  stop  itching  after  delivery  or 
when  they  discontinue  estrogen  supplements.  While  no 
ope  knows  the  mechanism  of  the  presumably  hereditary 
sensitivity  to  estrogen  of  these  women’s  biliary  ductules, 
it  is  known  that  estrogens  in  high  dcses  increase  the  per- 
meability of  the  bile  canaliculus,  allowing  water  and  other 
solutes  to  diffuse  back  out  of  the  lumen,  leaving  behind 
inspissated  bile  plugs.  Accompanying  these  morphologic 
changes,  the  level  of  serum  bile  salts  rises,  allowing  this 


group  of  potent  biological  detergents  to  work  on  lipid 
membranes  everywhere  in  the  body.  Along  with  serum 
lipoproteins,  the  network  of  junctional  sensory  neurons  in 
the  skin  seems  to  form  one  of  the  most  sensitive  targets. 
It  is  not  yet  clear  whether  bile  salt  acts  directly  on  the 
thinly  covered  nerve  endings  or  causes  local  release 
of  histamine  or  other  pruritogens  from  nearby  cells. 

Whatever  the  details,  the  patient  itches  severely.  Con- 
servative measures  such  as  cool  compresses,  topical 
antipruritics,  and  orally  administered  antihistamines  pro- 
vide little  relief  in  this  disorder.  Since  bile  salts  definitely 
cause  the  symptoms,  administration  of  cholestyramine 
usually  provides  safe,  physiologically  rational  relief  unless 
intrahepatic  obstruction  is  complete,  which  is  rare.  Un- 
fortunately, however,  despite  its  apparent  safety,  choles- 
tyramine is  not  officially  approved  for  use  in  pregnancy. 

Uremic  pruritus  resembles  pruritus  gravidarum  in  many 
ways,  but  also  displays  distinctive  features.  Usually  re- 
lieved by  dialysis,  the  itching  also  improves  when  the 
patient  consumes  a diet  very  low  in  protein.  These 
observations  suggest  that  some  humoral  factor,  possibly 
derived  from  nitrogenous  breakdown  products  of  dietary 
protein,  acts  as  a systemically  active  stimulus  to  itching  in 
uremia.  These  considerations  led  Silverberg  to  carry  out  a 
controlled  study  of  the  effect  of  cholestyramine  resin 
versus  placebo  in  ten  patients. = When  the  code  was 
broken,  four  of  the  five  resin-treated  patients  had  im- 
proved. One  experienced  complete  relief,  while  three 
others  noted  considerable  improvement.  Itching  improved 
in  one  of  the  placebo-treated  patients.  After  the  trial  the 
authors  gave  twice  the  usual  dose  of  resin  to  the  single 
nonresponder  in  the  resin  treatment  group.  He  improved 
greatly  in  four  days  and  complained  of  only  minimal 
pruritus  afterward. 

The  drug  causes  certain  predictable  side-effects,  es- 
pecially constipation  and  occasional  nausea.  The  phy- 
sician is  advised  to  provide  supplements  of  fat-soluble 
vitamins  and  to  titrate  carefully  the  dose  of  certain  drugs 
that  may  bind  to  the  resin  (see  package  insert  or  other 
source  for  a complete  list).  Since  it  releases  chloride, 
cholestyramine  should  be  used  with  caution  in  patients 
with  chronic  renal  failure  who  are  not  receiving  regular 
dialysis. 

Although  both  uremic  and  gestational  pruritus  respond 
to  administration  of  cholestyramine,  only  uremic  itching 
appears  to  respond  to  ultraviolet  phototherapy.  A Boston 
team  showed  that:  (1)  most  patients  improved  after  five 
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treatments  or  10  to  14  days,  whichever  came  later;  (2) 
patients  irradiated  over  half  of  the  body  experienced  relief 
over  the  entire  body,  and  (3)  over  80%  responded  favor- 
ably, but  one  third  of  responders  required  retreatment 
within  a few  weeks.®  To  produce  these  results  they  deliv- 
ered ultraviolet  light  of  the  sunburn  spectrum  in  a treat- 
ment cabinet  or  closet  equipped  with  fluorescent  sun- 
lamps (Westinghouse  FS40  or  equivalent).  After  deter- 
mining the  minimum  time  of  exposure  needed  to  give  a 
pink  erythema  eight  hours  after  treatment,  they  delivered 
a graduated  series  of  doses  beginning  at  75%  of  the 
amount  needed  to  produce  minimal  erythema.  Each  later 
treatment  contained  an  increase  of  25%  of  the  minimal 
dose.  The  patients  tanned  slowly,  and  just  as  slowly 
seemed  to  experience  relief  of  itching.  Since  only  wave- 
lengths of  the  sunburn  spectrum  influenced  pruritus,  the 
authors  speculated  that  ultraviolet  light  photolysed  the 
responsible  circulating  substance(s). 

Since  many  hospitals  and  clinics  possess  conventional 
light  boxes  able  to  deliver  the  appropriate  wavelengths, 
this  new  treatment  for  uremic  itching  should  be  widely 
applied. 

Urticaria 

Chronic  recurrent  urticaria  has  frustrated  generations  of 
physicians  and  patients.  In  the  great  majority  of  cases  the 
doctor  can  find  no  definite  cause.  Patients  have  endured 
elimination  diets,  rice  diets,  and  yeast-free  diets.  They 
have  changed  their  pets,  their  jobs,  even  their  homes, 
usually  without  relief.  Two  new  findings  may  help  some 
members  of  this  unfortunate  group.  The  first  increases  the 
importance  of  doing  a simple  skin  biopsy.  In  most  cases  of 
ordinary  urticaria  the  antigen  (food  or  drug)  interacts  with 
immunoglobulin  E on  the  surface  of  the  perivascular  mast 
cell,  releasing  histamine.  Histamine  causes  endothelial 
cells  to  contract,  opening  gaps  between  them  large 
enough  for  fluid  to  leak  into  the  skin,  forming  wheals.  As  a 
result  skin  biopsy  specimens  taken  from  ordinary  wheals 
show  only  edema  or  dilated  vessels.  But  in  a subgroup 
studied  by  Soter,^  patients  with  urticaria  that  clinically 
resembled  ordinary  hives  nevertheless  showed  evidence 
of  necrotizing  venulitis.  In  many  of  these  patients,  partic- 
ularly those  whose  apparent  hives  lasted  longer  than  12 
hours,  the  lesions  became  painful  rather  than  itchy  and 
left  purpuric  spots  when  they  resolved.  It  was  in  these 
individuals,  rather  than  in  patients  with  hives  of  short 
duration,  that  Soter  found  perivenular  lymphocytes  and/ 


or  neutrophils.  These  results  indicate  that  in  some  pa- 
tients the  symptom  of  hives  can  reflect  an  underlying 
lymphocyte-mediated  or  complement-mediated  vasculitis, 
one  which  does  not  respond  to  antihistaminic  drugs  and 
which  should  call  for  an  investigation  of  the  possibility  of 
an  associated  systemic  disease. 

The  second  finding  of  importance  to  patients  with 
chronic  urticaria  involves  aspirin,  a drug  that  caused  flare- 
ups  of  hives  in  over  50%  of  such  patients  in  Sweden.®  The 
exacerbation  was  often  dose-related  and  seemed  to 
depend  on  a pharmacologic  rather  than  allergic  mecha- 
nism. A diet  has  been  published  that  helps  avoid  aspirin, 
benzoates,  and  azo  dyes.®  When  all  materials  related  to 
aspirin  were  rigorously  excluded  from  the  diet,  over  80%  of 
sensitive  subjects  (40%  of  all  patients  with  chronic  urti- 
caria) experienced  improvement  or  complete  relief.  While 
these  findings  emphasize  the  importance  of  complete 
labeling  for  processed  foods,  the  patient  must  also  be 
informed  of  certain  natural  sources  of  salicylate,  such  as 
potatoes.  Neither  of  these  discoveries  solves  the  clinical 
problem  completely,  but  both  contribute  to  more  effective 
management  of  large  numbers  of  patients. 
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Innovations  in  care  of  the  amputee 

Vert  Mooney,  MD 


More  than  80%  of  the  amputations  in  this  country  are 
performed  as  a result  of  vascular  disease,  usually  sec- 
ondary to  diabetes.  Most  amputees  with  such  vascular 
complications  are  elderly.  This  report  describes  recent 
progress  in  care  of  the  lower-extremity  amputee.  Often 
there  is  greater  potential  for  regained  mobility  than  pre- 
vious experience  has  suggested. 


Energy  Consumption 

Any  evaluation  of  success  in  medical  care  of  the  amputee 
can  be  summarized  as  the  influence  of  amputation  level 
and  prosthetic  fit  upon  energy  demands  on  the  patient. 
Obviously  the  above-knee  amputee  requires  more  energy 
to  use  his  residual  limb  with  prosthesis  than  does  a lower- 
level  amputee.  Recently,  energy  costs  have  been  ana- 
lyzed and  offer  some  guidelines  about  effects  of  amputa- 
tion at  various  levels.® 

One  can  analyze  energy  consumption  in  various  ways. 
The  most  important  consideration  is  the  body’s  need  to 
maintain  itself  in  the  aerobic  metabolic  phase.  Typically, 
patients  age  20  and  older  maintain  an  ambulatory  aerobic 
capacity  about  34%  of  the  maximum.  As  age  increases, 
the  individual  becoms  slightly  less  efficient,  and  by  age 
60  average  controls  walk  at  41%  of  maximum  aerobic 
capacity.  Ambulatory  function  becomes  a trade  between 
the  rate  of  gait  and  the  ability  to  function  in  aerobic 
metabolism.  The  amputee  will  decrease  his  gait  in  an 
effort  to  maintain  an  acceptable  energy  cost  (percent  of 
maximum  aerobic  capacity).  Therefore,  the  simplest  way 
to  measure  the  success  of  ambulatory  function  is  to 
measure  the  rate  of  gait. 

The  average  adult  rate  of  gait  is  81  m /minute.  In  the 
dysvascular  patient  with  an  above-knee  amputation,  the 
average  rate  is  36  m/minute.  In  the  Waters  studies,  the 
below-knee  amputee  walked  45  m/minute,  and  the 
Symes-level  amputee  walked  54  m /minute  (Fig  1 ). 
Younger,  more  athletic  individuals  with  below-knee  ampu- 
tations can  be  expected  to  walk  at  a nearly  normal  rate 
74  m/minute. 

A more  exact  way  to  analyze  energy  consumption  is  to 
determine  the  amount  of  oxygen  consumed  per  meters 
traveled,  but  this  requires  measurement  equipment  and  is 
not  as  simple  as  determination  by  the  rate  of  gait.  How- 
ever, measurements  by  the  more  accurate  method  agree 
with  rate-of-gait  determinations.  In  the  dysvascular  geriat- 


ric patient  with  an  above-knee  amputation,  oxygen  con- 
sumed is  0.35  ml/kg  body  weight/m,  while  a patient 
with  a Symes  level  amputation  consumes  one-third  less 
at  0.21  ml/kg/m.  Normal  oxygen  consumption  is  0.16  ml/ 
kg/m.  This  demonstrates  again  that  the  Symes  level 
amputation  allows  more  efficiency  than  the  above-knee 
amputation  (Figs  1 , 2). 

Another  important  aspect  of  this  study  was  to  demon- 
strate that  for  the  above-knee  amputee,  crutch  walking 
was  as  efficient  as  walking  with  a prosthesis. 

The  velocity  of  the  vascular  amputee,  crutch  walking 
with  prosthesis,  was  48  m/minute,  while  with  prosthesis 
alone,  it  was  36  m /minute.  Thus  one  may  consider  that 
the  prosthesis  in  the  above-knee  amputee  does  not  pro- 
vide much  advantage  in  getting  from  one  place  to  another, 
but  it  does  offer  freedom  of  function,  so  that  the  individual 
can  use  his  arms. 

The  implication  is  that  energy  consumption  in  older 
individuals  is  greater  than  in  the  younger,  more  physically 
fit  individuals.  There  is  no  question  that  a Symes-level 
amputation  demands  less  energy  than  a higher,  below- 
knee  amputation,  which  in  turn  demands  less  energy  than 
an  above-knee  amputation.  Every  effort  should  be  made 
to  maintain  the  greatest  limb  length  possible  and  mobilize 
the  patients  as  early  as  feasible  after  surgery  to  avoid 
additional  deterioration  in  physical  function  (aerobic  capa- 
city). Challenge  to  cardiac  and  peripheral  motor  systems 
must  begin  as  soon  as  medically  safe. 


1 . Walking  velocity  for  various  amputation  levels  (Symes.  below-knee. 
above-knee)  compared  with  normal  velocity. 
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44  Problems  in  Fitting  the  Above-knee  Amputee 

One  important  implication  of  the  preceding  discussion  is 
the  deteriorating  metabolic  resources  of  aging  and  dis- 
ability. Frequently  the  above-knee  amputee  has  become 
disabled  following  a series  of  reconstruction  attempts, 
including  several  prior  surgeries  and  a long  period  of 
physical  inactivity  and  metabolic  dysfunction.  Two  sig- 
nificant aspects  must  be  considered  in  fitting  a prosthesis 
for  this  individual.  In  the  immediate  postsurgical  state, 
he  probably  is  not  at  his  healthy  weight.  Second,  because 
of  progressive  disease  which  led  to  amputation,  he  is 
metabolically  unprepared  for  strenuous  physical  activity. 
Before  fitting  such  patients,  clinicians  customarily  await 


2.  Consumption  of  oxygen Ikgim  of  various  amputation  levels  (Symes. 
below -knee,  above-knee)  compared  to  normal. 


return  of  full,  healthy  function  and  a presumptive  stable 
weight — a delay  of  up  to  six  months. 

The  simplest  clinical  determinants  of  a patient’s  readi- 
ness for  prosthetic  fitting  are  his  ability  to  stand  indepen- 
dently on  his  remaining  limb  and  to  walk  with  crutches. 
Unfortunately,  few  of  those  who  wait  to  meet  the  criteria 
become  functional  wearers  of  prosthetic  devices. 

A study  of  1,500  geriatric  amputees  at  the  Los  Angeles 
General  HospitaP  showed  less  than  10%  becoming  func- 
tional users  of  prostheses.  By  the  end  of  the  average  six- 
month  period  before  fitting,  many  of  the  patients  had 
developed  contractures  and  mental  resignation  to  dis- 
ability. When  the  above-knee  amputees  were  treated  at 
Rancho  Los  Amigos  Hospital  in  Downey,  Calif — with  all 
appropriate  resources  and  allied  personnel  available  to 
return  the  patients  to  the  highest  level  of  function — only 
one-fourth  of  the  geriatric,  above-knee  amputees  became 
functional  users. ^ 

Flabby,  unstable  stump  status  requiring  belt  suspen- 
sion and  the  4. 5-5. 4 kg  (10-12  lb)  weight  of  definitive, 
above-knee  prosthetic  limbs  prevented  a larger  success 
ratio. 

Development  of  a Light-weight  Prosthesis 

Later,  an  adjustable,  light-weight,  above-knee  prosthesis 
was  designed  (Fig  3).^  Weighing  1 .4-1 .8  kg  (3-4  lb)  and 
constructed  of  an  adjustable  plastic  socket,  it  could  be 
fitted  to  the  amputee  as  soon  as  the  wound  was  surgically 
stable. 

Before  this  equipment  was  developed,  we  tried  to  fit 
patients  with  an  above-knee  plaster  socket  attached  to  a 
standard  pylon,  but  patients  wearing  the  heavy,  usually 
ill-fitting  device  were  unable  to  achieve  early  function.  The 
plaster  socket  also  required  frequent  reworking  which  was 
unacceptably  costly.  In  our  experience  there  is  no  practi- 
cal place  for  the  plaster  above-knee  socket. 

The  adjustable  above-knee  prosthesis  is  now  commer- 
cially available  in  sizes  small,  medium,  and  large  and  can 
be  essentially  fit  “off  the  shelf.”  Variable  lengths  of  stumps 
can  be  accommodated  by  varying  the  amount  of  foam 
filler  at  the  bottom  of  the  socket.  Varying  circumferences 
can  be  accommodated  by  adjusting  a Velcro  closing  strip. 
This  allows  any  amputee  who  is  stable  enough  to  stand 
independently  to  use  this  limb.  The  clinician  need  not  wait 
until  the  stump  has  reached  a stable  state.  Using  this 
fitting  procedure,  the  success  rate  of  fitting  all  of  the 
above-knee  amputees  at  this  end-stage  facility  (Rancho 
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thesis  which  would  demand  less  effort  than  traditional 
devices,  an  ultra-light-weight  prosthesis  has  been  de- 
veloped. This  device  is  constructed  of  a hollow,  plastic 
exoskeletal  limb  into  which  the  molded  plastic  socket  is 
welded.  In  the  standard  definitive  prosthesis,  either  thick 
wood  or  a metal  shank  and  standard  foot  are  used.  The 
standard  prosthesis  weighs  approximately  2.3  kg  (5  lb). 


Los  Amigos)  jumped  from  25%  to  50%  as  functional 
users.  Many  of  the  patients  continued  to  use  this  light 
weight  prosthesis  indefinitely,  while  others  progressed  to 
a definitive,  more  heavy-duty  limb  once  their  weight  and 
stump  had  become  stable  and  they  were  prepared  to 
place  greater  mechanical  demands  on  their  prosthesis. 


Light-weight,  Below-knee  Prostheses 

The  below-knee  amputation  does  not  pose  as  severe  a 
functional  fitting  problem  as  the  above-knee  amputation. 
As  mentioned  earlier,  energy  costs  are  less  demanding 
to  the  below-knee  amputee  individual.  But  in  the  geriatric 
population,  even  under  ideal  circumstances  of  a compre- 
hensive fitting  program  with  prosthetists  and  therapists 
available  full  time,  only  88%  of  the  below-knee  amputees 
would  be  fit  and  use  their  prostheses. 

In  an  effort  to  fit  the  below-knee  amputee  with  a pros- 


3 The  molded  plastic  adjustable  above-knee  prosthesis,  front  and 
side  views. 
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while  the  ultra-light  plastic  prosthesis  weighs  about  0.9  kg. 
(2  lb)  (Fig  4).®  It  can  be  demonstrated  that  on  amputees 
who  have  been  fitted  with  standard  below-knee  pros- 
theses  and  are  accomplished  wearers,  the  lighter  pros- 
thesis can  reduce  energy  consumption.  In  a study  of  four 
amputees,  utilizing  oxygen  consumption  criteria  to  identify 
energy  requirements,  it  has  been  shown  that  a standard 


prosthesis  requires  approximately  12%  more  energy  con- 
sumption (ml  Oj/kg/m)  than  the  lighter  prosthesis  (Fig  5). 

This  experience  also  demonstrates  that  in  all  fittings 
every  attempt  must  be  made  to  reduce  the  standard  pros- 
thesis weight.  In  fitting  the  patient,  the  prosthetist  must 
determine  the  patient’s  likely  physical  activity  and  the 
amount  of  stress  the  prosthesis  will  undergo. 


4 The  ultralight  below-knee  prosthesis  of  hollow  plastic  with  molded 
plastic  socket  in  place. 


The  Two-stage  Symes-level  Amputation 

The  Symes-level  amputation  demands  the  least  energy 
of  lower  extremity  amputees,  but  in  dysvascular  cases, 
healing  records  have  been  poor.  Two  innovations,  how- 
ever, allow  a considerably  improved  expectation  of  heal- 
ing at  this  level. 

The  two-stage  technique  distributes  the  healing  meta- 
bolic demand  over  more  time  and  presents  a diminished 
threat  to  the  limited  resources  of  the  dysvascular  limb. 
This  procedure,  advocated  by  Wagner,’’  approaches  the 
amputation  in  its  first  stage  as  merely  a debridement  of 
necrotic,  infected  tissue.  The  first  stage,  therefore,  is  a 
disarticulation  of  the  foot  at  the  tibia-talar  joint.  No  trim- 
ming of  the  skeletal  structures  is  accomplished;  the  pro- 
cedure is  entirely  soft  tissue.  Closure  is  accomplished  in 
a single  layer  by  bringing  the  heel  flap  anteriorly  and 
suturing  to  the  pretibial  skin. 

Once  the  incision  has  healed — usually  in  six  to  eight 
weeks — both  medial  and  lateral  malleoli  are  trimmed, 
through  medial  and  lateral  transverse  elliptical  incisions, 
to  allow  reasonably  cosmetic  fitting  of  a prosthesis.  Slight- 
ly increased  width  at  the  distal  portion  of  the  stump  is 
important  to  permit  suspension  of  the  prosthesis  by  utiliz- 
ing a removable  liner  pad  proximal  to  the  diminished  flare 
of  the  malleoli.  Articular  cartilage  of  the  distal  tibia  is  left 
intact.  The  use  of  the  elliptical  incisions  in  the  second 
stage  also  allows  adjustment  of  the  heel  pad  alignment. 

One  of  the  most  significant  problems  in  dealing  with  the 
dysvascular  patient  is  the  determination  of  appropriate 
amputation  level.  The  two-stage  technique  reduced  an 
earlier  50%  failure  rate  to  approximately  25%.^  However, 
even  that  level  of  failure  is  uncomfortably  high  for  clinical 
practice.  Recently,  however,  technical  advances  in  blood 
flow  detection  have  allowed  the  clinician  a more  precise 
bedside  evaluation.  The  Doppler  ultrasonic  flow  detector 
can,  with  appropriate  equipment,  audibly  detect  arterial 
flow  (and  can  display  the  pulse  on  an  oscilloscope  as 
well).  Experience  has  shown  a correlation  between  brach- 
ial and  arterial  blood  pressures  and  healing  of  the  dis- 
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eased  lower  extremity.  Yao®  first  predicted  the  outcome 
of  a below-knee  amputation  by  this  ischemic  index,  that 
is,  the  relationship  of  the  lower  extremity  arterial  blood 
pressure  to  the  brachial  artery  pressure.  Carter  demon- 
strated that  arterial  blood  pressures  have  a direct  relation- 
ship to  the  healing  potential  of  a prospective  amputation 
level,  and  that  at  least  55  mm  Hg  at  the  posterior  tibial 
artery  was  necessary  to  achieve  healing  in  the  foot.' 

In  practice,  the  ischemic  index  can  be  performed  quite 
simply.  Using  the  Doppler  ultrasonic  flow  detector  and  a 
blood  pressure  cuff  to  read  the  pressure  necessary  to 
occlude  flow,  one  can  determine  the  arterial  pressures  of 
the  brachial  artery  and  the  posterior  tibial  artery.  The 
ultrasonic  flow  detector  gives  a far  greater  sensitivity  to 
flow  evaluation  than  is  possible  by  either  digital  means  or 
traditional  auscultation  by  stethoscope.  Using  this  method 
of  identifying  the  ischemic  index,  and  taking  the  ratio  of 
.45  as  the  critical  level,  it  was  possible  to  evaluate  the 
success  of  two-stage  Symes-level  amputations  in  the  dia- 
betic. In  a blind  prospective  study,  over  90%  success  was 
predicted  by  these  criteria.^  It  was  possible,  especially  in 
the  diabetic,  to  achieve  a far  lower  level  of  amputation 
with  predictable  success  than  previous  experience  had 
allowed. 

Conclusions 

Energy  consumption  is  the  key  to  successful  ambulatory 
activity.  The  recognition  that  the  more  proximal  the  ampu- 
tation, the  greater  the  energy  demand,  places  the  burden 
upon  the  surgeon  to  save  as  much  length  as  possible. 

5.  Comparison  of  energy  consumption  of  four  patients,  below-knee 
amputees,  using  the  ultra-light  prosthesis  and  the  standard  below-knee 
prosthesis  in  free  cadence 


ULTRA  - STANDARD 
LIGHT 


Energy  consumption  measurements  have  correlated  well 
with  rate  of  gait. 

An  adjustable,  above-knee  prosthesis  is  now  available 
which  allows  much  earlier  fitting  of  the  geriatric  amputee. 
It  is  no  longer  necessary  to  await  stable  postsurgical 
health  and  stump  size  before  fitting  with  a light-weight 
prosthesis. 

Current  plastic  technology  allows  the  construction  of 
lighter  artificial  limbs  than  were  previously  available.  With 
continuing  reduction  in  the  weight  of  the  prosthesis,  less 
energy  cost  is  applied  to  the  patient.  Now  this  can  be 
accurately  demonstrated. 

The  Symes-level  amputation  (ankle  disarticulation)  is 
preferable,  especially  in  the  diabetic  amputee  with  chronic 
dysvascular  problems.  At  this  level,  energy  consumption 
for  the  individual  is  the  least.  By  using  the  ischemic  index 
identified  by  the  ultrasonic  flow  detector  and  by  a two- 
stage  approach  to  the  surgery,  a success  rate  of  more 
than  90%  can  be  predicted  for  the  dysvascular  Symes- 
level  amputee. 
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Primary  tuberculous  enteritis: 
forgotten  but  not  gone 


Robert  Owen  Dillman,  MD  David  Yates  Graham,  MD 


A 30-year-old  man  was  found  to  have  primary  intestinal 
tuberculosis  involving  the  ileum.  At  least  31  cases  of 
primary  intestinal  tuberculosis  have  been  reported  in  the 
United  States  since  1960.  Tuberculous  enteritis  can  mim- 
ic the  clinical,  radiographic,  morphologic,  and  histologic 
features  of  Crohn’s  disease.  The  problem  of  primary 
intestinal  tuberculosis  is  reviewed  to  direct  attention  to- 
ward this  unusual,  but  treatable,  problem. 


The  number  of  cases  diagnosed  as  tuberculous  enteritis 
has  decreased  sharply  since  the  advent  of  antitubercu- 
lous chemotherapy  in  the  1940s.  However,  large  series 
of  intestinal  tuberculosis  continue  to  be  reported  from 
India  and  mid-Eastern  countries.^  '*  Most  cases  of  intesti- 
nal tuberculosis  can  be  considered  complications  of  pul- 
monary tuberculosis.  This  is  especially  true  in  Western 
countries  where  tuberculosis  enteritis  is  said  to  be  invari- 
ably associated  with  pulmonary  tuberculosis.^  The  fre- 
quency of  secondary  intestinal  tuberculosis  diagnosed  by 
barium  studies  fell  precipitously  from  1924  to  1949,  and 
has  not  been  assessed  since  that  time.®  Primary  intestinal 
tuberculosis  is  defined  as  tuberculous  enteritis  in  the 
absence  of  active  pulmonary  infection.  The  elimination  of 
bovine  tuberculosis  in  dairy  herds  and  the  separation  of 
Crohn’s  disease  from  intestinal  tuberculosis  in  1932^ 
were  associated  with  a dramatic  decrease  in  the  frequen- 
cy of  reported  cases  of  primary  intestinal  tuberculosis. 
However,  primary  intestinal  tuberculosis  still  exists  in  the 
United  States,  although  it  seldom  is  considered  in  the 
differential  diagnosis  of  a patient  with  abdominal  symp- 
toms. 

Case  Report 

A 30-year-old  black  man  was  admitted  to  Ben  Taub  Gen- 
eral Hospital  in  Houston  with  a four-month  history  of 
diarrhea  (five  to  eight  loose  stools  per  day)  and  a two- 
month  history  of  cramping  abdominal  pain. 

He  related  a 20  kg  (44  lb)  weight  loss.  There  was  no 
history  of  previous  abdominal  problems,  abdominal  sur- 
gery, or  consumption  of  unpasteurized  milk.  He  denied 
having  fever,  night  sweats,  and  arthritis.  A brother  had 
had  pulmonary  tuberculosis.  The  patient  had  never  tra- 
veled outside  the  United  States. 

He  had  a temperature  of  38.2  C (101  F);  pulse,  80 
beats  per  minutes;  respirations,  16  per  minute;  and  blood 
pressure,  130/80  mm  Hg.  Examination  results  were 


normal  except  for  diffuse  voluntary  abdominal  guarding 
and  a guaiac-positive  stool  specimen. 

Laboratory  data  included  a hematocrit  of  28%;  white 
blood  cell  count,  8,200/cu  mm;  rare  urinary  white  blood 
cells;  albumin,  3.3  gm/dl;  alkaline  phosphatase,  323  lU/ 
ml;  bilirubin,  3.2  mg/dl;  blood  urea  nitrogen  7 mg/dl; 
creatinine,  2.0  mg/dl;  glucose,  118  mg/dl;  calcium,  8.5 
mg/dl;  and  phosphate,  3.8  mg/dl.  The  sodium  level  was 
131  mEq/liter;  the  potassium  level  was  4.3  mEq/liter; 
the  chloride  level  was  94  mEq/liter;  and  bicarbonate  level 
was  29  mEq/liter.  A chest  x-ray  was  normal.  An  inter- 
mediate strength  tubercular  skin  test  (PPD)  was  negative. 
A barium  meal  revealed  fixation  of  bowel  loops  in  the 
right  lower  quadrant  of  the  abdomen,  with  persistent 
narrowing  of  the  terminal  ileum  (Fig  1 ).  Proctoscopic 
results  were  normal. 

During  21/2  weeks  of  hospitalization,  the  patient  had 
fever  daily.  Abdominal  pain  persisted,  and  on  the  18th 
day,  examination  under  anesthesia  suggested  a mass  in 
the  right  lower  abdominal  quadrant.  Exploratory  lapa- 
rotomy revealed  numerous  loops  of  small  bowel  matted 
with  large  bowel  surrounding  a 50  cc  abscess  cavity. 
Multiple  small  nodules  were  scattered  throughout  the 
abdomen  between  various  bowel  loops  and  on  the  peri- 
toneum. Biopsy  of  nodules  from  both  areas  showed  ca- 
seating  granulomas  and  positive  acid-fast  stains.  Cultures 
from  the  abscess  itself  grew  niacin-positive  Mycobac- 
terium tuberculosis.  A second  PPD  revealed  12  mm  of 
induration. 

At  follow-up  two  months  later,  the  patient  was  tolerating 
the  antituberculous  drug  but  still  complained  of  some 
abdominal  discomfort. 

Discussion 

This  case  is  an  excellent  clinical  example  of  primary  in- 
testinal tuberculosis.  The  most  widely  suspected  mecha- 
nism of  such  infection  is  the  swallowing  of  tuberculous 
bacilli.  It  has  long  been  known  that  intraluminal  intro- 
duction of  these  organisms  can  lead  to  mucosal  penetra- 
tion and  tuberculous  enteritis  in  experimental  animals.® 
Thus,  it  is  not  surprising  that  intestinal  tuberculosis  is 
relatively  common  in  patients  with  advanced  pulmonary 
tuberculosis®'®  and  tuberculous  laryngitis.^®  A second 
mechanism  by  which  the  infection  can  spread  to  the  in- 
testine is  the  hematogenous  route.  Intestinal  tuberculosis 
commonly  is  seen  in  autopsies  of  miliary  tuberculosis 
victims.®  Such  hematogenous  spread  also  could  occur 
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1 Cases  ol  primary  intestinal  tuberculosis,  1960-1977. 


X-Ray 


Age 

Sex 

Symptoms 

Signs 

Hematocrit  % 

WBC 

Chest 

Intestine 

PPD 

Reference 

34 

F 

RLQ  pain 

Tender  RLQ 

22 

4,860 

Negative 

Narrowing  and 
ulceration,  cecum, 
ascending  colon 

15 

49 

F 

Abd  pain,  vomiting 

Pallor 

26 

4,500 

Negative 

Ulcerations  cecum, 
ascending  colon 

15 

25 

F 

Abd  pain 

RLQ  mass 

32 

6,050 

Negative 

Narrowing  cecum 

15 

66 

F 

LLQ  pain 

LLQ  mass 

28 

7,500 

Negative 

Narrowing 
descending  colon 

15 

73 

F 

Abd  pain,  wt  loss, 

Negative 

31 

Negative 

Lesion  opposite 

Negative 

16 

diarrhea 

ileocecal  valve 

24 

F 

Constipation, 
abd  pain 

Tender  RLQ 

6,800 

Negative 

Not  done 

16 

21 

M 

Abd  pain 

Tender  abd 

6,000 

Negative 

Not  done 

17 

26 

M 

RLQ  mass 

RLQ  mass 

Negative 

Cecal  mass 

17 

29 

M 

Abd  pain 

Tender  RLQ 

Negative 

Not  done 

17 

? 

M 

Unknown 

Unknown 

Negative 

Unknown 

17 

44 

F 

Abd  pain 

RLQ  mass 

37 

3,800 

Negative 

Obstruction  at 
hepatic  flexure 

Positive 

18 

80 

F 

Bloody  diarrhea. 

Tender  lower 

42 

12,200 

Qld  granu- 

Narrowing 

Positive 

18 

abd  pain,  vomiting 

abdomen 

lomatous 

disease  " 

terminal  ileum 

12 

M 

Abd  pain,  wt  loss 

Cachexia 

21 

3.200 

Calcified 

Narrowing 

19 

primary 

complex 

ileum,  cecum 

68 

F 

Abd  pain 

RLQ  mass 

5,700 

Negative 

Narrowing  ileum. 

14 

cecum 

34 

M 

Wt  loss 

Splenomegaly 

41 

13,000 

Calcified 

Narrowing  cecum. 

Positive 

21 

hilar  node 

ascending  colon 

32 

M 

Wt  loss,  diarrhea 

33 

12,400 

Negative 

Not  done 

Negative 

21 

30 

M 

Abd  pain. 

Abd  pain. 

28 

8,200 

Negative 

Narrowing  ileum 

Negative 

RLQ  mass 

RLQ  mass 

Abbreviations:  WBC  = white  blood  cell  count  x cu  mm  - 1 ; PPD  = tubercular  skin  test;  Abd  = abdominal;  RLQ  = right  lower  quadrant; 
LLQ  = left  lower  quadrant;  wt  = weight. 
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during  bacillemia  concurrent  with  primary  pulmonary  in- 
fection.” Although  the  route  is  indeterminate  in  most 
cases,  the  oral  route  is  considered  more  likely  on  the 
basis  of  the  animal  studies  noted  above  and  the  obser- 
vation that  both  primary  and  secondary  tuberculosis  en- 
teritis tend  to  involve  the  same  area  of  the  bowel. 

Primary  intestinal  tuberculosis  was  clearly  overdiag- 
nosed before  the  classic  description  of  regional  enteritis 
in  1932.^  Following  the  recognition  of  Crohn’s  disease, 
the  diagnostic  criteria  for  intestinal  tuberculosis  became 
more  stringent,  and  the  number  of  reported  cases  de- 
clined. The  histologic  appearance  of  Crohn’s  disease  and 
intestinal  tuberculosis  may  be  identical,  so  that  a con- 
firmed case  of  intestinal  tuberculosis  requires  identifica- 
tion of  the  acid-fast  organisms  in  the  specimen  or  cul- 
turing of  the  organism  from  the  involved  tissue.'^  A less 
accepted  method  is  the  finding  of  caseous  necrosis  with 
granulomatous  change  in  the  intestinal  mucosa,  although 


the  caseous  necrosis  is  frequently  only  found  in  the 
mesenteric  lymph  nodes. Patients  with  intestinal  tuber- 
culosis who  have  received  antituberculous  chemothera- 
py before  surgery  may  be  impossible  to  distinguish  from 
those  with  regional  enteritis.  In  addition,  the  abdominal 
symptoms  of  intestinal  tuberculosis  and  regional  enteritis 
are  similar  and  do  not  aid  in  distinguishing  one  disease 
from  the  other.  The  x-ray  findings  of  these  disorders  also 
are  indistinguishable  and  typically  involve  the  terminal 
ileum,  cecum,  and  ascending  colon. 

A review  of  the  American  literature  reveals  that  105 
cases  of  intestinal  tuberculosis  in  the  United  States  have 
been  reported  from  1960-1968,  although  a number  of 
these  cases  were  actually  diagnosed  many  years  ear- 
lier.Thirty-one  (29.5%)  of  these  cases  were  consid- 
ered to  be  primary  tuberculosis.  Unfortunately,  many 
reports  did  not  include  histologic  and  clinical  data  for  the 
individual  cases.  The  data  from  16  cases  with  histologic 


2,  Barium  enema  shows  distended  cecum  and  terminal  ileum. 


TEXAS  MEDICINE 


confirmation  and  clinical  information  are  summarized  in 
Fig  1.  Patients'  ages  ranged  from  12  to  80  years,  and 
there  was  no  sexual  or  racial  predominance.  The  most 
common  sites  of  involvement  were  the  terminal  ileum, 
cecum,  and  ascending  colon.  Mild  anemia  was  encoun- 
tered in  9 of  1 1 cases,  and  there  was  leukocytosis  in 
3 of  13  cases.  Tuberculin  skin  tests  seldom  were  applied, 
emphasizing  the  infrequent  consideration  of  the  diagnosis 
of  tuberculous  enteritis  and  the  occasionally  urgent  ne- 
cessity for  surgical  intervention.  When  recorded,  the  PPD 
test  was  positive  in  two  cases,  negative  in  three,  and 
borderline  positive  in  another.  An  abdominal  mass  was 
palpable  in  five  (31%)  of  the  16  cases.  Local  inflammation 
of  the  bowel  and  mesenteric  nodes  causes  adhesive  fib- 
rous masses  of  matted  lymph  nodes,  mesentery,  and  the 
bowel.  This  morphologic  form  has  been  designated  the 
hypertrophic  form  of  intestinal  tuberculosis,  and  is  the 
type  most  frequently  encountered  in  primary  intestinal 


tuberculosis. 

Although  primary  intestinal  tuberculosis  is  an  uncom- 
mon problem,  it  is  still  being  reported  in  other  coun- 
tries, and  at  least  31  cases  have  been  reported  in 
the  United  States  since  1960.  While  the  diagnosis  of 
secondary  tuberculous  enteritis  is  suggested  by  the  typi- 
cal symptoms  in  association  with  a positive  chest  x-ray, 
primary  intestinal  tuberculosis  is  much  less  likely  to  be 
considered  in  the  appropriate  setting  because  it  can  mim- 
ic the  clinical,  radiographic,  morphologic,  and  histologic 
features  of  Crohn’s  disease.  However,  in  contradistinction 
to  Crohn’s  disease,  tuberculous  enteritis  is  responsive  to 
chemotherapy,  and  most  patients  can  be  cured. 
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Bacteremia  caused  by  Shigella  flexneri 

L.  E.  Phillips,  PhD  Thomas  E.  Rogers,  PhD  John  D.  Wright,  MD  P.  K.  Champion,  MD 


The  incidence  of  shigellosis  has  decreased  steadily  since 
1972,®  and  the  literature  mentions  no  shigellemia  cases  in 
this  country  since  1974.  This  report  reviews  a bacteremia 
case  caused  by  Shigella  flexneri,  a rare  manifestation  of  a 
common  disease  affecting  several  thousand  persons 
annually. 


Case  Report 

A 65-year-old  white  man  was  admitted  to  St  Luke's  Epis- 
copal Hospital  in  Houston  on  Nov  7,  1977,  after  a five-day 
history  of  bloody  diarrhea  and  temperature  up  to  40.6  C 
(105  F).  The  patient  had  10  to  15  bowel  movements  per 
day;  stools  were  putrid  and  contained  mucus.  No  other 
family  members  were  affected,  and  the  patient  had  not 
traveled  outside  Harris  County  in  recent  weeks.  On  ad- 
mission, the  patient  was  well  hydrated  and  had  a temper- 
ature of  37.8  C (100  F)  and  positive  guaiac  test  for  occult 
blood. 

A proctoscopic  examination  revealed  an  inflamed  mu- 
cosa with  extensive  hemorrhage  and  ulceration.  Two  of 
five  stool  cultures  and  one  of  three  blood  cultures  were 
positive  for  S flexneri.  The  positive  stool  cultures  were 
collected  on  consecutive  days.  The  organism  was  detect- 
ed as  a nonlactose-fermenter  on  Hektoen  enteric  agar 
and  selected  for  biochemical  identification  24  hours  after 
direct  plating:  therefore,  subculturing  from  the  enrichment 
broths  routinely  used  in  this  laboratory,  tetrathionate  and 
GN  broth,  was  not  necessary  to  isolate  the  organism.  The 
blood  culture  obtained  on  the  day  of  the  first  positive  stool 
culture  was  visibly  positive  after  48  hours  of  incubation. 
Serotyping  for  somatic  antigen  was  performed  in  our  labo- 
ratory (reagents  from  BBL,  Cockeysville,  Md)  and  the 
results  were  confirmed  and  typing  for  subgroup  was  per- 
formed by  the  Houston  City  Health  Department  Labora- 
tory. These  tests  confirmed  the  identity  of  the  organism  as 
S flexneri,  subgroup  2a.  Antimicrobial  sensitivity  testing 
by  the  standard  Kirby-Bauer  method^  indicated  the  orga- 
nism was  sensitive  to  ampicillin,  cephalothin,  chloram- 
phenicol, kanamycin,  tetracycline,  colistin,  gentamicin, 
and  tobramycin. 

Defervescence  followed  intravenous  administration  of 
500  mg  of  ampicillin  every  six  hours.  Bowel  symptoma- 
tology improved  slowly,  and  habits  were  normal  by  the 
eighth  day.  During  this  interval,  the  white  blood  count 
decreased  from  17,000/cu  mm  to  11,000/cu  mm. 


Discussion 

Shigellosis  is  an  acute  inflammatory  infection  of  the  large 
intestine  which  can  be  caused  by  S dysenteriae , S flex- 
neri, S boydii,  or  S sonnei.  Primary  symptoms  are 
cramping,  abdominal  pain,  and  fever  with  tenesmus  and 
watery  diarrhea.  Dysentery  usually  occurs  24  to  48  hours 
after  the  illness  begins  and  often  is  seen  in  limited  out- 
breaks in  close  groups  where  cleanliness  is  difficult  or 
disregarded. 

Members  of  the  genus  Shigella  are  rather  virulent 
organisms.  As  few  as  200  organisms  have  been  found  to 
penetrate  the  intestinal  epithelium  to  cause  symptoms  in 
some  individuals.''  Bacteremia  associated  with  bacillary 
dysentery,  however,  is  considered  rare.  The  bacteremia  is 
not  detectable  clinically,  and  has  been  reported  to  be 
unrelated  to  the  severity  of  the  dysentery. Shigellemia 
usually  develops  in  children  younger  than  2 years  old  and 
in  the  elderly.  It  has  been  suggested  that  either  an  im- 
mature or  altered  immunological  state  may  be  associated 
with  this  condition,®  but  no  evidence  has  been  presented 
to  substantiate  such  an  association.  No  extensive  investi- 
gation of  the  immunological  status  of  this  patient  was  per- 
formed, but  his  serology  revealed  positive  febrile  agglut- 
inin titers  ranging  from  a negative  reaction  to  1 :20  for 
Salmonella  Groups  A through  D and  1 :40  for  Group  E. 
The  titer  against  Proteus  0X19  was  1 ;80. 

The  case  apparently  involves  an  otherwise  healthy 
elderly  man  whose  Shigella  septicemia  led  to  no  further 
complications. 
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Exercise  for  second-year  medical  students 

James  A.  Chappell,  MD 


You  are  a family  practitioner  in  Idyllic,  Tex.  It  is  a typical 
office  day:  all  appointment  times  are  filled  but  there  is  no 
serious  overflow;  you  have  completed  hospital  and  nur- 
sery rounds  and  are  back  in  your  office  almost  on  time. 

Once  there,  you  glance  at  information  on  your  patient's 
office  record.  Cheryl  Godsend  is  a 7-year-old  girl  you 
have  seen  regularly  since  her  birth.  Her  father  is  a drafts- 
man at  Consolidated  Petroleum;  her  mother  is  a recep- 
tionist at  Exports,  Ltd.  They  live  in  Greenwood  Acres,  a 
middle-income  development  about  eight  miles  from  your 
office.  You  last  saw  Cheryl  ten  months  ago  for  a preschool 
checkup. 

Today  Cheryl  has  a fever  of  three  days’  duration 
associated  with  sore  throat,  productive  cough,  and  nasal 
congestion.  She  is  moderately  ill  and  has  a beefy-red 
pharynx,  no  tonsillar  exudate,  moderate-sized  and  rather 
tender  anterior  cervical  nodes,  wet  cough  producing  thick 
yellow-brown  sputum,  and  soft  rales  at  the  left  posterior 
lung  base. 

Your  differential  diagnosis  obviously  includes  possible 
pharyngitis  and/or  pneumonitis.  Because  the  process(es) 
might  be  either  bacterial  or  viral,  you  reason  that  a blood 
count  with  differential  smear  would  help  in  determining 
appropriate  treatment.  In  addition,  a throat  culture  and  a 
chest  x-ray  would  help  you  reach  a definitive  diagnosis. 
There  is  a laboratory  in  your  building,  so  you  refer  Cheryl 
there  for  CBC,  throat  culture,  and  an  anteroposterior/ 
lateral  chest  film.  In  about  IV2  hours  the  lab  reports  that 
the  white  blood  count  is  elevated  and  there  is  preponder- 
ance of  segmented  cells  in  the  peripheral  smear.  Further, 
the  chest  x-ray  reveals  a patchy  density  compatible  with 
a diffuse  pneumonic  process  in  the  left  lower  and  upper 
lobes. 

You  carefully  explain  the  problem  and  treatment  to 
Cheryl’s  mother,  and  write  a prescription  for  ampicillin 
suspension  (200  ml)  to  be  given  four  times  daily  for  the 
next  six  days.  You  also  prescribe  a pseudoephedrine 
syrup  to  be  given  four  times  a day,  as  necessary,  for 
nasal  congestion.  Mrs  Godsend  is  reassured,  and  Cheryl 
is  sent  home  and  told  to  return  for  a recheck  of  her  chest 
on  completion  of  her  medication. 

Mother  cheerfully  writes  a check  for  your  usual  $12 
office  fee. 

Questions 

1.  What  did  Cheryl’s  illness  cost  the  Godsend  family? 


2.  What  percentage  of  the  total  cost  represents  the  phy- 
sician’s personal  income? 

Direct  Cost  of  Patient  Visit 


Your  office  charge  $12.00* 

Throat  culture  5.00 

Complete  blood  count  (CBC)  8.00 

Chest  X-ray  (includes  radio- 
logist's fee  of  $1 1 ) 25.00 

Ampicillin,  8 oz  15.00 

Pseudoephedrine  4.00 

Total  direct  cost  $69.00 


* A physician  pays  about  30-50%  of  his  gross  income  for  overhead 
expenses  (office  space,  staff,  utilities,  equipment,  supplies,  etc).  At  40% 
overhead,  his  personal  income  from  this  office  visit  is  $7.20,  before 
taxes  are  subtracted.  This  represents  10%  of  the  total  direct  cost  to  the 
patient  for  the  visit. 

To  complete  the  picture  of  the  total  expense  to  the 
family,  it  is  necessary  to  compute  the  indirect  cost  of 
Cheryl’s  illness: 

Mother's  salary  = $3. 75/hour 
One  day  lost  from  work  to  bring  Cheryl 
to  office,  take  her  home,  go  to 
pharmacy,  and  arrange  for  sitter 
for  three  days  $ 30.00 

Mileage  to  and  from  office  with  detour 
by  pharmacy  = 18  miles  @ 18c/mile  3.24 

Sitter  for  3 days  @ $12/day  (This 
expense  can  be  deleted  if  there 
is  an  available  and  agreeable 
grandmother.)  36.00 

Total  indirect  cost  69.24 

Total  cost  to  family  for  Cheryl’s  illness  $138.24 

Viewed  from  one  perspective,  the  physician  has  re- 
ceived for  himself  only  10%  of  the  total  direct  cost  to  the 
family  for  this  office  visit.  From  another  perspective,  he 
has  directly  or  indirectly  controlled  the  amount  of  money 
the  family  has  spent  on  the  visit. 


James  A.  Chappell,  MD,  Department  of  Community  Medicine,  PO  Box 
20708,  Houston,  TX  77025. 
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Doctors  in  Texas  politics: 
.jiOfiies  in  medical 
and  political  courage 

Gilbert  M.  Cuthbertson,  PhD 


Originally  delivered  as  the  annual  address  to  the  Houston 
Obstetrical  and  Gynecological  Society  on  March  7,  1977, 
this  article  deals  with  the  relationship  between  medicine 
and  Texas’  political  culture.  Issues  such  as  malpractice 
and  socialized  medicine  have  been  with  Texas  from  its 
beginnings.  The  author  examines  the  origins,  nature,  and 
impact  of  the  political  contributions  of  five  representative 
physicians;  James  Long,  MD;  Anson  Jones,  MD;  James 
Webb  Throckmorton,  MD;  “Rip”  Ford,  MD;  and  Ashbel 
Smith,  MD. 


Texas  physicians  have  approached  politics  from  several 
perspectives.  Some  have  accepted  the  political  burden 
from  their  general  sense  of  social  responsibility.  Others 
have  been  driven  into  the  political  arena  by  circum- 
stances. Sometimes  these  circumstances  have  been  poli- 
tical. For  example,  in  the  recent  Texas  legislative  contro- 
versy regarding  malpractice  insurance,  many  doctors 
were  forced  to  become  politically  active  in  the  interest  of 
self-preservation.  Sometimes  the  circumstances  have 
been  natural  emergencies  resulting  in  political  action.  Gov 
James  Stephen  Hogg’s  yellow  fever  quarantine  is  typical. 
During  the  Hogg  Administation,  Richard  Swearingen,  MD, 
demonstrated  his  capacity  to  operate  equally  well  in 
politics  and  medicine.  Sometimes  medicine  has  collab- 
orated with  politics  to  further  a political  objective.  The 
Panama  Canal  resulted  from  such  cooperation. 

Although  some  physicians  may  disagree,  the  normal 
medical  existence  is  apolitical.  Medical  apathy  with  regard 
to  politics  resembles  the  indifference  or  even  antipathy  of 
most  American  citizens.  Most  doctors  probably  do  not 
place  a particularly  high  priority  on  political  as  opposed  to 
other  human  activities.  Politics  has  a bad  image.  The 
ballot  is  bewildering.  There  are  either  too  many  alterna- 
tives or  none  at  all.  There  is  some  sense  of  inefficacy 
except  on  issues  where  medical  lobbies  are  well  organ- 
ized. There  is  frustration  with  the  bureaucracy  and  red 
tape  of  federal  medical  programs  as  well  as  an  increasing 
dependency  on  federal  funds  to  support  research.  Few 
doctors  can  avoid  politics;  yet,  few  are  sufficiently  omni- 
competent in  this  age  of  specialization  to  avoid  pro- 
fessional isolation  from  politics. 

The  19th  century,  however,  was  characterized  by  an 
easy  mobility  between  medicine  and  politics  in  Texas. 
Respected  in  his  community,  the  physician  could  convert 
status  into  power.  This  position  might  be  termed  the  “Doc 


Holliday  mythology.”  He  had  a knack  of  providing  a 
bedside  manner,  not  to  mention  placebos,  for  the  body 
politic.  If  the  operation  failed,  he  could  pack  his  shingle 
and  his  satchel  and  “go  to  Texas, " as  the  phrase  went. 
There  he  could  join  individuals  who  had  failed  at  every- 
thing else  and  enter  either  teaching  or  politics  as  well  as 
practice  a little  medicine  on  the  side.  On  the  frontier  he 
might  develop  a combined  sense  of  medical  and  political 
responsibility. 

The  causes  which  motivated  the  19th  century  Texas 
physician  to  enter  politics  are  as  diverse  as  the  individual 
personalities.  Few  were  unsuccessful  once  they  got  a 
start.  The  impact  of  the  physician  was  often  limited  to  a 
single  major  contribution,  but  the  sum  of  those  contribu- 
tions spans  almost  every  aspect  of  political  life  in  Texas. 
With  several  noteworthy  exceptions,  Ashbel  Smith,  MD, 
for  example,  most  medical  politicians  were  better  politi- 
cians than  they  were  physicians. 

Lest  it  be  thought  that  these  were  the  days  in  which 
politicians  stayed  out  of  medicine,  it  should  be  noted  as  a 
matter  of  record  that  one  of  the  earliest  pieces  of  regula- 
tory legislation  was  the  Caesarean  Cedula  of  1804, 
issued  by  the  College  of  San  Carlos  at  the  behest  of  the 
King  of  Spain.  Not  too  much  later,  malpractice  became  an 
issue  in  a lawsuit.  As  early  as  1820,  Don  Jose  Joaquin 
Villaverde  was  experimenting  with  socialized  medicine, 
which  did  not  work  any  better  then  than  now.'  In  the  1 850s 
taxes  on  physicians  were  proposed  along  with  taxes  on 
hogs.^  These  were  the  days  in  which  “Texas  was  in  poli- 
tics before  politics  was  in  Texas.”  More  recently  we  have 
had  the  stalwart  campaigning  of  Ron  Paul,  MD. 

Texas  politics  Is  full  of  colorful  figures.  Frequently, 
corruption  in  government  has  been  an  issue.  These  are 
the  "outlaws.”  Frequently  a small  elite  group  has  con- 
trolled power.  These  are  the  “inlaws.”  Even  the  outlaw 
governor,  the  “saloonatic,”  Gov  Pa  Ferguson  had  a medi- 
cal relative,  Joseph  Ferguson,  MD.  Dr  John  Cameron  was 
killed  in  a political  contest  between  the  Rojos  and  Crlno- 
linos  in  South  Texas.  Dr  Brenham  was  known  as  the 
Mier  Martyr.  Perhaps  not  as  colorful  as  Samuel  Crumblne, 
MD,  with  his  “swat  the  fly”  campaign,  was  Texas'  Ralph 
Steiner,  MD,  “the  father  of  the  sanitary  drinking  cup.” 

We  are  all  aware  of  the  great  contributions  of  Dr  William 
Crawford  Gorgas  in  his  effort  to  wipe  out  yellow  fever. 

He  too  did  time  in  Texas. ^ 

The  five  men  I have  selected  as  representatives  of  the 
Texas  profession  were  not  at  the  Alamo  or  San  Jacinto, 
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although  there  were  physicians  at  both  battles.  Rather 
they  are  individuals  who  symbolize  the  best  contributions 
to  Texas’  medicine  and  political  culture.  They  are;  James 
Long,  MD;  Anson  Jones,  MD;  John  Salmon  “Rip”  Ford, 
MD;  James  W.  “Old  Leathercoat”  Throckmorton,  MD; 
and  Ashbel  Smith,  MD. 

Each  of  these  men  had  his  time  of  trials  reminiscent 
of  Daniel  Webster’s  appearance  on  the  floor  of  the  Senate 
March  7,  1850.  In  poor  health,  Webster  treated  himself 
with  oxide  of  arsenic.  He  began:  “Mr  President,  I wish  to 
speak  today,  not  as  a Massachusetts  man,  nor  as  a 
Northern  man,  but  as  an  American.  Hear  me  for  my 
cause.  . . .’’'•Webster  sacrificed  his  own  political  career 
by  antagonizing  his  constituents  in  an  effort  to  conciliate 
the  South — a “profile  in  courage.”  Similarly  Texas  doctors 
frequently  had  to  reconcile  medical  needs  and  political 
demands. 

James  Long,  MD,  led  an  expedition  promoted  by  the 
citizens  of  Natchez  who  opposed  Louisiana  Purchase 
boundaries.  On  June  23,  1819,  the  government  declared 
the  independence  of  Texas.  Dr  Long's  act  of  courage  was 
more  than  equalled  by  that  of  his  young  wife,  Jane  Long, 
who  perservered  through  the  icy  winter  at  Bolivar  Point. 
She  protected  her  young  daughter  by  using  a cannon  to 
drive  off  the  hostile  Karankawas.  She  is,  of  course,  known 
as  the  Mother  of  Texas. ^ ^ 

The  career  of  Anson  Jones,  MD,  was  during  the  days 
(as  Mr  William  Broyles  pointed  out  in  his  address,  ‘Can 
We  Take  Texas  Seriously?”)  in  which  an  English  visitor 
remarked,  "Texas  may  be  generally  regarded  as  a place 
of  refuge  for  rascality  and  criminality  of  all  kinds.”  Houston 
was  “The  greatest  seat  of  dissipation  and  vice  that  mod- 
ern times  have  known.”  Another  visitor  described  it  as 
being  “infested  with  Methodists  and  ants.”^ 

Dr  Jones  was  the  last  president  of  the  Republic  of 
Texas.  On  Feb  19,  1846,  the  Lone  Star  Flag  was  furled. 
He  delivered  his  farewell  address:  “The  Lone  Star  of 
Texas,  which  ten  years  since  arose  amid  clouds,  over 
fields  of  courage  and  obscurity  shone  for  a while,  has 
culminated  and  following  an  inscrutable  destiny  has 
passed  on  . . . The  final  act  of  this  great  drama  is  now 
performed.  The  Republic  of  Texas  is  no  more.”  Dr  Jones 
died  by  his  own  hand  at  the  old  Capital  Hotel  in  Houston: 
“Here  in  this  house,  twenty  years  ago,  I commenced  my 
political  career  in  Texas  as  a member  of  Congress,  and 
here  I would  like  to  close  it.”^  ® 

These  were  the  days  in  which  the  Texas  National 


Register  (March  22,  1844)  was  touting  the  cold  treatment  57 
of  the  “Distinguished  Doctor  Onderdonk:”  “Embrace  the 
neck  of  the  patient  closely  yet  tenderly  in  a gentleman’s 
coat  sleeve,  and  be  sure  there  is  an  arm  in  it.”®  Polecat 
did  admirably  for  consumption.’ 

Dr  James  Webb  Throckmorton’s  moment  was  when  he 
stood  up  in  the  Secession  Convention  of  1861  to  oppose 
the  ordinance  of  secession.  Sam  Houston  himself  had 
been  vilified  by  his  constituents  for  his  Unionist  attitude. 

Dr  Throckmorton,  known  as  “Old  Leathercoat,”  was  an 
old-time  Whig:  “Mr  President,  in  view  of  the  responsibility 
in  the  presence  of  God  and  my  country,  and  unawed  by 
the  wild  spirit  of  revolution  around  me,  I vote  no!”  He 
was  drowned  out  by  a wave  of  hisses:  “Mr  President, 
when  the  rabble  hiss,  well  may  patriots  tremble.  ” Dr 
Throckmorton  was,  incidentally,  one  of  the  first  to  swear 
allegiance  to  the  Confederate  government.  He  was  elect- 
ed governor  in  1866.  Gen  Philip  Henry  Sheridan  removed 
him  as  an  “impediment  to  the  reconstruction.  ’® 

Meanwhile,  John  S.  ‘ Rip”  Ford,  MD,  was  doubling  as 
a newspaper  editor.  He  offered  himself  instead  of  his 
presses  to  be  thrown  into  the  Colorado  River  when  he 
angered  his  constituents  by  opposing  Austin  as  the  site  of 
the  permanent  capitol.  During  the  Mexican  War  he  sent 
death  notices  with  the  epitaph  ' R.  I.  P.,”  hence  his  nick- 
name. He  was  active  on  the  border  as  a colonel  of  caval- 
ry. His  act  of  courage  was  at  the  Battle  of  Palmito  Ranch 
in  May  1865  in  which  the  Yankees  were  soundly  trounced. 

It  was  the  last  battle  of  the  Civil  War  and  was  actually 
fought  after  the  peace:  “Hallo  boys,  jump  up  and  get 
ready,  we  have  to  go  out  and  meet  the  enemy  today!” 

“Hurray  boys,  by  God,  01’  Rip  is  going  to  fight! 

There  were  many  medical  controversies  in  this  period. 

A typical  one  raged  over  the  appointment  of  Dr  David  L. 

Wallace  as  superintendent  of  the  State  Lunatic  Asylum. 

His  opponents  alleged  that  his  sole  qualification  was  in 
having  served  as  Gov  Richard  Coke’s  family  physician. 

Some  said  that  was  sufficient  experience.® 

Finally,  there  was  the  great  diplomat  of  the  period  of 
the  Republic,  Texas'  Ben  Franklin,  Ashbel  Smith,  MD, 
who  was  Secretary  of  State  in  1844.  He  was  hanged  in 
effigy  because  of  his  opposition  to  the  Know  Nothings, 
but  his  most  memorable  acts  lay  in  his  establishment  of 
The  University  of  Texas  and  his  presidency  of  the  Texas 
Medical  College.  Along  with  Mirabeau  B.  Lamar  he  was  a 
great  champion  of  the  public  schools." 

Dr  Long,  leaving  for  the  expedition  against  Mexico; 
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Dr  Jones  on  the  last  day  of  the  Republic:  Dr  Ford,  fighting 
the  Battle  of  Palmito  Ranch;  Dr  Throckmorton,  resolutely 
opposing  secession,  and  Dr  Smith,  opening  The  Univer- 
sity of  Texas:  These  were  profiles  in  medical  and  political 
courage.  They  recall  the  words  of  George  Cupples,  MD, 
in  his  inaugural  address  to  the  Texas  Medical  Association 
with  Drs  Throckmorton  and  Smith  in  attendance:  “Gentle- 
men, glory  and  patriotism  have  their  heroes,  religion  her 
martyrs,  but  neither  are  wanting  in  the  annals  of  science, 
and  if  their  history  has  not  yet  been  written,  it  is  not  be- 
cause materials  are  lacking.”^ 

Yet  the  history  of  Texas'  medical  politics  could  not  be 
written  without  spoiling  the  piece  just  a bit.  There  were 
magnetic  healers  and  buffalo  mesmerizers,  too. 

There  was  Dr  John  R.  Brinkley,  who  fortunately  prac- 
ticed more  of  his  politics  in  Kansas  than  in  Texas.  In  the 
dust  bowl  years  people  were  desperate.  There  was  a reg- 
ulation on  the  Kansas  law  books  to  the  effect  that  when 
two  trains  meet  at  grade  crossing,  each  must  wait  until  the 
other  has  passed.  Dr  Brinkley  ran  on  this  discontent.  He 
promised  a goat  gland  rejuvenation  operation  for  senior 
citizens.  He  actually  won  the  governorship  of  Kansas, 
although  enough  of  his  votes  were  thrown  out  that  the 
Democratic  candidate  was  declared  officially  elected.  The 
Republicans,  although  trailing  by  fewer  than  100  votes, 
did  not  demand  a recount.  Dr  Brinkley  received  20,000 
write-in  votes  in  Oklahoma  where  he  was  not  even  run- 
ning. Finally  he  came  to  Texas  and  broadcast  for  many 
years  from  a radio  station  near  Del  Rio.'^  Such  was  medi- 
cal politics  in  Texas. 
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Each  gram 
contains:  Aerosporin® 
(Polymyxin  B Sulfate)  5.000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx,)  foil  paclrets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
thedevelopmentofinfection  and  permit  wound  healing 

CONTRAINDICATIONS;  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  bums,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed  These  symptoms 
regress  quickly  on  withdrawing  the  medication 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML 


in  a pyramid, 
sound  "step  two” 
hypertension 
therapy 
requires 
every  block 
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Cost 

According  to  a recent  study, ^ Solutensin® 
(hydroflumethiazide  50  mg./reserpine 
0. 1 25  mg.)  was  the  most  economical  "step 
two"  therapy. . . about  34  the  cost  of  a day's 
supply  of  thiazide  + methyidopa  or  thiazide 
+ propranolol.^ 


Saluron' 

(hydroflumethiazide  50  mg.) 

Salutensin^ 

(hydroflumethiazide  50 mg./reserpine  0.125 mg.) 

Salutensin-Demi 

(hydroflumethiazide  25 mg./reserpine  0.125 mg.) 

the  family  of 
anti  hypertensives 
completing  the 
therapeutic  pyramid 


Dosage  titration 

Solutensin  contains  the  recommended 
effective  doses  of  both  its  components, 
requiring  minimal  titration. 


Duration  of  action 

Solutensin  contains  Saluron  (hydroflume- 
thiazide), an  intermediate-acting  thiazide 
diuretic,  which  works  over  an  1 8-24  hour 
period,  ideal  for  once-daily  therapy. 


Compliance 

The  total  daily  dose  can  be  given  once  a day. 
Compared  with  multiple-daily-dosage 
medications,  the  chance  of  a missed  dose 
is  greatly  reduced. 


Volume/vasoconstriction 

At  the  foundation  of  "step  two"  hypertension 
I therapy,  control  of  both  circulating  volume 
and  peripheral  resistance  can  be  effectively 
achieved  with  the  combination  tablet 
Salutensin  one  day  at  a time. 


References:  1.  Finnerty,  F.  A.  et  al.:  An  Evaluation  of 
Step  2 Regimens  in  Hypertension,  data  on  file,  Bristol 
Laboratories,  1977.  2.  Red  Book  1977. 
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For  a summary  of  prescribing  information,  please  see  following  page. 


ialuron’ 

(ijydroflumethiazideSOmg.) 

Salutensin* 

(hydroflumethiazide  50  mg./reserpine  0.125 mg.) 

Salutensin-Demi 

(hydroflumethiazide  25 mg./reserpine  0.125 mg.) 

Structured  for  the 
long  run  in"steptwo” 
hypertension 

Saluron’^(  hydroflumethiazide) 
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For  complete  information  consult  Official  Package  Circular. 
CONTRAINDICATIONS:  Patients  with  anuria,  oliguria,  or  hypersensitivity 
to  this  or  other  sulfonamide  derived  drugs. 

WARNINGS:  Saluron  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired 
renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. Thiazides  may  be 
additive  or  potentiative  of  the  action  of  other  antihypertensive  drugs. 
Potentiationoccurs  with  gang  I ionic  or  peripheral  adrenergic  blocking  drugs. 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or 
bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported. 

Usage  in  pregnancy:  Usage  of  thiazides  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its 
possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
laundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which 
have  occurred  in  the  adult. 

Nursing  mathers:  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  and  breast  milk. 


PRECAUTIONS:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate 
intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance:  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte 
determinations  are  particularly  important  when  the  patient  is  vomiting 
excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are;  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting. 

Hypokalemia  may  develop  with  thiazides  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or  during 
concomitant  use  of  corticosf eroids  or  ACTH . 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to 
hypokalemia.  Digitalis  therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial  activity. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific 
treatment  excep.  under  extraordinary  circumstances  (as  in  liver  disease 
or  renal  disease).  Dilutional  hyponatremia  may  occur  in  edematous 
patients  in  hot  weather;  appropriate  therapy  is  water  restriction,  rather 
than  administration  of  salt  except  in  rare  instances  when  the  hypo- 
natremia is  life  threatening.  In  actual  salt  depletion,  appropriate  replace- 
ment is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or 
unchanged.  Latent  diabetes  mellitus  may  become  manifested  during 
thiazide  administration. 

Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the 
postsympathectomy  patient. 

Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine. This 
diminution  is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent 
for  therapeutic  use. 

If  progressive  renal  impairment  becomes  evident,  as  indicated  by  a rising 
nonprotein  nitrogen  or  blood  urea  nitrogen,  a careful  reappraisal  of 
therapy  is  necessary  with  consideration  given  to  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid 
disturbance. 

ADVERSE  REACTIONS: 

A.  Gastrointestinal  system  reactions:  Anorexia,  gastric  irritation,  nausea. 


vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  pancreatitis. 

B.  Central  nervous  system  reactions:  Dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia. 

C.  Hematologic  reactions:  Leukopenia,  agranulocytosis,  thrombocytopenia, 
aplastic  anemia. 

D.  Dermatologic-Hypersensitivity  reactions:  Purpura,  photosensitivity, 
rash,  urticaria,  necrotizing  angiitis  (vasculitis)  (cutaneous  vasculitis). 

E.  Cardiovascular  reaction;  Orthostatic  hypotension  may  occur  and  may 
be  aggravated  by  alcohol,  barbiturates,  or  narcotics. 

F.  Other:  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm, 
weakness,  restlessness. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
should  be  reduced  or  therapy  withdrawn. 

USUAL  DOSE:  The  average  adult  diuretic  dose  is  25  to  200  mg.  per  day. 

The  average  adult  antihypertensive  dose  is  50  to  100  mg.  per  day. 

Therapy  should  be  individualized  according  to  patient  response. This 
therapy  should  be  titrated  to  gain  maximal  therapeutic  response  as  well 
as  the  minimal  dose  possible  to  maintain  that  therapeutic  response. 

HOW  SUPPLIED:  Saluron  (hydroflumethiazide  50  mg.):  Bottles  of  100. 

Salutensin®*  Salutensin-Demi™  (12)10/27/78 

(hydroflumethiazide,  reserpine  antihypertensive  formulation) 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy 
of  hypertension.  Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  represents  the  dos- 
age so  determined,  its  use  may  be  more  convenient  in  patient 
management.  The  treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient  worrant. 

CONTRAINDICATIONS:  Anuria,  oliguria,  active  peptic  ulceration, 
ulcerative  colitis,  severe  depression  or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 

WARNINGS:  Small-bowel  lesions  (obstruction,  hemorrhage,  perforation 
and  death)  have  occurred  during  therapy  with  enteric-coated  formulations 
containing  potassium,  with  or  without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only  when  indicated  and  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  pregnancy:  Thiazides  cross  the  placenta  and  can  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS:  Azotemia,  hypochloremia,  hyponatremia,  hypochloremic 
alkalosis  and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corti- 
costeroid therapy)  may  occur,  particularly  with  pre-existing  vomiting  and 
diarrhea.  Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium  chloride  or,  if  necessary, 
discontinuation  of  therapy.  Serum  ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks 
before  surgery  or  if  myocardial  irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic  ulcera- 
tion or  bronchial  asthma:  in  postsympathectomy  patients:  in  patients  on 
quinidine;  and  in  patients  with  gallstones,  in  whom  biliary  colic  may  occur. 
Patients  who  have  diabetes  mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observation  if  treated  with  this  agent. 
ADVERSE  REACTIONS:  Hydroflumethiazide:  Skin-rashes  (including 
exfoliative  dermatitis),  skin  photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic  anemia,  orthostatic  hypotension 
(potentiated  with  alcohol,  barbiturates  or  narcotics),  allergic  glomerulo- 
nephritis, acute  pancreatitis,  liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  thrombocytopenia,  hyperuricemia, 
hyperglycemia,  glycosuria,  malaise,  weakness,  dizziness,  fatigue, 
paresthesias,  muscle  cramps,  skin  rash,  epigastric  distress,  vomiting, 
diarrhea  and  constipation.  Reserpine : Depression,  peptic  ulceration, 
diarrhea.  Parkinsonism,  nasal  stuffiness,  dryness  of  the  mouth,  weight 
gain,  impotence  or  decreased  libido,  conjunctival  injection,  dull  sensorium, 
deafness,  glaucoma,  uveitis,  optic  atrophy,  and,  with  overdosage,  agita- 
tion, insomnia  and  nightmares. 

USUAL  DOSE:  1 tablet  bid 

HOW  SUPPLIED:  Salutensin  (hydroflumethiazide  50  mg.,  reserpine  0.125 
mg.);  Bottles  of  100  and  1000. 

Salutensin-Demi  (hydroflumethiazide  25  mg.,  reserpine  0.1 25  mg.): 

Bottles  of  100. 
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Distribution  of  physicians  in  Texas,  1976: 
an  analytical  review 

Constantine  Stefanu,  PhD  Mary  L.  Pate,  MS  Edward  N.  Brandt,  Jr,  MD,  PhD 


Access  to  the  best  possible  health  care  is  an  important 
consideration  in  health  care  planning  in  Texas.  To  ap- 
proach this  problem  intelligently,  it  is  necessary  to  deter- 
mine the  distribution  of  physicians  in  Texas.  The  most 
recent  definitive  study  is  that  of  Brandt.'  Since  that  time, 
medical  school  enrollment  and  the  number  of  primary 
care  residency  positions  have  increased.  This  report  will 
describe  the  progress  in  meeting  the  needs  of  Texans. 

Methods 

The  AMA  Physician  Master  File  was  utilized  to  compile 
descriptive  data  about  all  physicians  licensed  and  living 
in  Texas.  The  physicians  were  categorized  according  to 
their  self-described  primary  medical  activity  as  of  Decem- 
ber 1976.  Those  physicians  for  whom  no  data  were  avail- 
able were  defined  as  “unclassified,”  and  those  no  longer 
active  in  delivering  patient  care  were  categorized  “in- 
active.” Physicians  in  residency  training  programs  were 
labeled  “house  staff.”  Doctors  who  were  teaching  or 
associated  with  educational  institutions  constituted  the 
“nonpatient  care"  group.  Although  many  of  that  group 
provide  care  for  large  numbers  of  patients,  patient  care  is 
not  their  primary  professional  activity.  Physicians  primarily 
rendering  patient  services  comprised  the  final  group, 
“direct  patient  care.” 

Physicians  categorized  as  “unclassified,”  “inactive,” 
“house  staff,”  or  “nonpatient  care"  were  excluded  from 
much  of  the  analysis.  Omission  of  these  groups  allowed 
analytical  findings  to  relate  to  physicians  active  in  direct 
patient  care.  Persons  who  were  receiving  graduate  medi- 
cal training  will  be  examined  separately  and  reported  up- 
on at  a later  time. 

Persons  classified  on  the  AMA  Master  File  as  direct 
patient  care  physicians  were  divided  into  two  major  study 
groups  for  this  analysis.  Physicians  practicing  family  or 
general  medicine,  internal  medicine,  pediatrics,  and  ob- 
stetrics/gynecology constituted  the  “primary  care”  group 
and  represented  approximately  47%  of  the  direct-patient 
care  category;  others  were  included  in  the  “other  medical 
specialty”  group. 

A demographic  profile  of  the  two  study  groups  was 
constructed  from  examination  of  parameters  selected  for 
this  study.  Education  and  personal  data  and  vital  statistics 
pertaining  to  the  physicians  were  included.  The  location 
of  the  medical  school,  internship,  and  residency  training 
attended  by  each  physician  were  among  the  variables 
investigated.  The  physician's  year  of  medical  school 


graduation,  board  certification  status,  and  specialty  also  03 
were  reviewed.  Additional  information  gathered  listed  the 
location  and  population  of  the  county  in  which  each  study 
subject’s  practice  was  conducted. 

This  study  attempted  to  generate  facts  which  could 
expand  the  available  information  about  physicians  prac- 
ticing in  Texas,  and  to  compile  frequency  and  percentage 
distributions  to  detect  any  patterns  within  each  study 
group,  including  physician  age,  location  of  medical  educa- 
tion, and  board  certification  status.  Demographic  informa- 
tion related  to  county  population  and  physician-to-popula- 
tion  ratios  also  was  compiled.  For  computational  pur- 
poses, county  populations  were  based  upon  US  Census 
Bureau  estimates  for  1975.  Population:  physician  ratios 
were  computed  by  county  size  classification,  and  sum- 
mary tables  were  produced  that  display  these  data  for 
primary  care  physicians  and  other  medical  specialists 
practicing  in  Texas.  The  use  of  such  ratios  in  the  analysis 
of  physician  distribution  allows  basic  comparisons  by 
geographic  areas  within  the  state.  For  further  visual 
clarification,  computer-generated  maps  display  counties’ 
physician:  population  ratios.  Through  this  technique, 
areas  of  high  or  low  physician  density  within  the  state 
could  be  isolated  by  medical  specialty. 


Fig  1 is  a compilation  of  the  numbers  (based  on  primary 
activity)  of  physicians  licensed  and  living  in  Texas  as  of 
Dec  31,1 974,  and  Dec  31,1 976.  Data  in  this  table  were 
obtained  from  AMA  Physician  Master  File  and,  therefore, 
represent  the  physicians’  responses  to  the  AMA  activity 
questionnaire.  No  attempt  was  made  to  verify  these  data. 
This  table  indicates  that  the  total  physician  population 
increased  by  18.6%;  yet,  the  number  in  direct  patient  care 
increased  by  only  10%.  However,  the  unclassified  and 
inactive  group  includes  1,013  more  physicians  in  1976 
than  in  1974,  suggesting  that  some  physicians  did  not 
respond  correctly  to  the  questions,  and  therefore,  that 
the  direct  patient  care  group  may  be  larger  than  these 
results  indicate. 

The  age  distribution  of  the  physicians  in  Texas  as  of 
Dec  31,  1976,  is  depicted  in  Fig  2.  By  1986,  36%  of  the 
physicians  in  direct  patient  care  will  be  65  or  older. 
However,  the  number  of  younger  physicians  is  increasing 
and  with  the  enlarging  enrollment  in  TexaS' medical 
schools,  will  continue  to  increase.  The  information  about 
age  for  physicians  in  primary  care  specialties  is  included 
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7,  Physicians  licensed  and  living  in  Texas. 


Primary  Activity 

1974 

1976 

% Change 

Total 

15,440 

18,307 

18.6 

Unclassified  and  inactive 

1,648 

2.661 

61.5 

Nonpatient  care 

981 

1.268 

29.3 

House  staff 

2,125 

2,625 

23.5 

Direct  patient  care 

10,686 

11,753 

10,0 

Source:  AMA  Physician  Master  File,  1974  and  1976, 

2 Age  distribution  of  physicians  in  Texas.  1976 

All  Physicians 

Direct  Patient  Care 

Age  Group 

No, 

% 

No. 

% 

65  and  older 

2,137 

11,7 

1.531 

13.0 

55-64 

3,203 

17  5 

2,702 

23.0 

45-54 

4.229 

23.1 

3,562 

30  3 

44  and  younger 

8,738 

45.7 

3,958 

33.7 

Totals 

18,307 

100.0 

11,753 

100.0 

Source:  AMA  Physician  Master  File,  1976 


3 Number  and  percent  age  distribution  of  primary  care  physicians  in 
Texas  by  specialty. 


44  and  younger 

45-54 

55-64 

65  and  older 

All  physicians 

1,647 

1,686 

1,372 

831 

(29.8%) 

(30.5%) 

(24.8%) 

(15.0%) 

Family  practice 

602 

904 

771 

492 

(21.7%) 

(32.6%) 

(27.8%) 

(17.8%) 

Internal  medicine 

500 

328 

293 

168 

(38.8%) 

(25.4%) 

(22.7%) 

(13.0%) 

Pediatrics 

267 

183 

136 

62 

(41.2%) 

(28.2%) 

(21.0%) 

(9.6%) 

OB/GYN 

278 

271 

172 

109 

(33.5%) 

(32.7%) 

(20.7%) 

(13.1%) 

in  Fig  3.  Again,  physicians  describing  themselves  as 
family  physicians  represent  a substantial  percentage  in 
the  older  age  groups,  but  the  number  of  younger  phy- 
sicians in  the  primary  care  disciplines  appears  to  be 
increasing. 

Figs  4 and  5 include  information  about  the  location 
(state)  of  the  medical  school,  location  (state)  of  resi- 
dency, and  year  of  graduation  for  direct  patient  care 
physicians.  Fig  4 includes  primary  care  physicians  only 
and  Fig  5,  all  physicians.  These  tables  indicate  the  fol- 
lowing. First,  the  proportion  of  individuals,  irrespective  of 
specialty,  taking  no  residency  decreased  for  those  phy- 
sicians graduated  during  1960-69  but  increased  again  for 
those  graduated  after  1970.  In  all  instances,  the  propor- 
tion of  persons  with  no  residency  education  was  higher 
for  those  in  primary  care  and  for  those  graduated  from 
Texas  medical  schools.  For  primary  care  physicians 
licensed  and  living  in  Texas,  the  number  of  graduates 
from  Texas  schools  is  about  the  same  as  the  number 
from  non-Texas  schools.  However,  only  46.2%  of  all 
physicians  in  Texas  were  graduated  from  Texas  schools. 
Of  the  8,764  physicians  who  took  a residency,  53%  did 
so  in  Texas.  For  those  in  primary  care,  the  comparable 
percentage  is  57%.  These  percentages  are  of  consider- 
able significance. 

Geographic  distribution  by  county  is  depicted  in  Figs  8 
and  9 and  is  summarized  by  county  size  in  Figs  6 and  7. 
Figs  5 and  6 and  8 include  those  physicians  in  primary 
care,  while  Fig  7 depicts  the  distribution  of  those  in 
other  specialties.  Fig  9 indicates  total  physician:  popula- 
tion ratios.  Eleven  percent  of  primary  care  physicians 
and  3%  of  those  in  other  specialties  (7.3%  of  all  phy- 
sicians) practice  in  counties  with  a population  of  25,000 


4 Analysis  of  physicians  rendering  primary  care  in  Texas.  1976. 

Location  of  Medical  School 

Not  In  Texas  In  Texas 


Location  of  Residency  Location  of  Residency 


Year  of  graduation 
from  medical  school 

None 

Not  in 

Texas 

In 

Texas 

Total 

None 

Not  in 

Texas 

In 

Texas 

Total 

Before  1960 

697 

654 

413 

1,764 

1,053 

284 

730 

2,067 

(40%) 

(37%) 

(23%) 

(51%) 

(14%) 

(35%) 

1960-1969 

142 

320 

259 

721 

233 

63 

344 

640 

(20%) 

(44%) 

(36%) 

(36%) 

(10%) 

(54%) 

1970  and  after 

50 

80 

69 

199 

53 

12 

80 

145 

(25%) 

(40%) 

(35%) 

(37%) 

(8%) 

(55%) 

Total 

889 

1,054 

741 

2,684 

1,339 

359 

1,154 

2,852 

(33%) 

(39%) 

(2f%) 

(47%) 

(13%) 

(40%) 
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or  less.  These  184  counties  Include  15%  of  the  state  s 
population.  For  these  counties,  the  average  population: 
physician  ratio  is  2,143.8:1.  In  counties  with  a population 
between  25,000  and  49,999,  8%  of  primary  care  physi- 
cians and  4%  of  other  specialists  practice.  The  average 
ratio  for  these  32  counties  is  1 ,658.1 :1 . The  38  counties 
with  a population  of  at  least  50,000  include  76%  of  the 
state's  population  and  80%  of  the  primary  care  physicians 
and  93%  of  the  other  specialists.  The  average  ratio  for 
these  large  counties  is  91 1 .5:1 . 

Of  particular  interest  is  the  observation  that  those 
counties  with  the  highest  population:  physician  ratios  are 
bordered  by  counties  with  desirable  ratios. 

Discussion 

Access  to  health  care  for  all  Texans  is  the  goal  of  the 
medical  profession.  To  achieve  this,  the  quality,  specialty, 
and  geographic  distribution  of  physicians  are  key  consid- 
erations. To  meet  the  needs  of  Texas,  the  medical 
schools  have  increased  drastically  their  enrollment  (The 
entering  class  size  in  1 978  was  1 ,021 .)  and  the  number 
of  primary  care  residency  positions  during  the  past  ten 
years.  However,  the  full  impact  of  these  increases  are 
yet  to  be  seen  because  a minimum  of  seven  years  of 
education  is  necessary. 

The  data  contained  herein  show  an  increase  of  at  least 
10%  in  the  number  of  physicians  in  direct  patient  care, 
or  1 1 .6%  if  those  with  some  involvement  in  patient  care 
are  included.  This  increase  has  occurred  in  only  two 
years,  and  furthermore,  the  number  of  physicians  in  resi- 
dency programs  has  increased  by  23.5%,  indicating  the 
future  increases. 

Another  positive  sign  is  the  trend  toward  younger  age 


groups  in  the  distribution;  however,  the  geographic  dis- 
tribution indicates  a continued  need  for  physicians  in  the 
less  populous  counties.  Correction  of  this  deficiency  is 
dependent  upon  a number  of  factors,  most  of  which  are 
peculiar  to  the  community.  These  considerations  are 
beyond  the  scope  of  this  report.  A TMA-sponsored  task 
force,  however,  has  studied  this  matter  and  made  perti- 
nent recommendations.  Their  implementation  is  under- 
way. 

Stefanu^  has  demonstrated  the  role  of  the  medical 
schools  in  increasing  the  supply  of  physicians  available 
to  provide  care.  Their  role  is  education  of  medical  stu- 
dents, interns  and  residents,  and  practicing  physicians 
(via  continuing  education).  The  data,  including  those  con- 


6,  Primary  care  physicians  in  Texas  by  county. 


County  Size 

65  & 

older 

55-65 

45-54 

Younger 
than  44 

Total 

50,000 

614 

1,076 

1,357 

1.387 

4,434 

25,000-49.999 

73 

113 

128 

109 

423 

Fewer  than  25,000 

144 

183 

201 

151 

679 

Total 

831 

1,372 

1,686 

1,647 

5,536 

7.  Other  medical  specialties  in  Texas  by  county. 


County  Size 

65  & 

older 

55-65 

45-54 

Younger 
than  44 

Total 

50.000 

617 

1,216 

1,765 

2,189 

5,787 

25,000-49,999 

41 

67 

63 

76 

247 

Fewer  than  25,000 

42 

47 

48 

46 

183 

Total 

700 

1,330 

1,876 

2,31 1 

6,217 

65 


5.  Analysis  of  active  physicians  rendering  care  in  Texas  1976 


Year  of  graduation 
from  medical  school 

Not  in  Texas 

Location  of  Medical  School 

In  Texas 

None 

Location  of  Residency 

Not  In  In 

Texas  Texas 

Total 

None 

Location  of  Residency 

Not  in  In 

Texas  Texas 

Total 

Before  1960 

1,036 

1,890 

1,072 

3,998 

1,312 

758 

1,649 

3,719 

(26%) 

(47%) 

(27%) 

(35%) 

(20%) 

(45%) 

1960-1969 

214 

1,029 

727 

1,970 

256 

259 

954 

1,469 

(1 1 %) 

(52%) 

(37%) 

(17%) 

(18%) 

(65%) 

1970  and  after 

87 

162 

108 

357 

84 

24 

132 

240 

(24%) 

(46%) 

(30%) 

(35%) 

(10%) 

(55%) 

Total 

1,337 

3,081 

1,907 

6,325 

1,652 

1,041 

2,735 

5,428 

(21%) 

(49%) 

(30%) 

(31%) 

(19%) 

(50%) 
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tained  herein,  underline  the  importance  of  the  site  of 
graduate  medical  education  with  respect  to  the  site  (state) 
of  practice.  Hence,  if  Texas  is  to  increase  its  supply  of 
practicing  physicians,  two  actions  are  necessary:  in- 
crease the  number  of  graduating  physicians  and  expand 
graduate  medical  education  programs. 

The  first  is  nearly  accomplished.  Various  studies  indi- 
cate that  1,100  graduates  per  year  will  be  sufficient  to 


meet  the  needs  of  Texas  as  well  as  to  overcome  present 
deficiencies.  Enrollment  plans  of  the  current  medical 
schools  will  meet  this  requirement  by  1982  or  1983. 

Because  medical  schools  sponsor  more  than  80%  of 
the  graduate  medical  education  positions  in  Texas,  they 
have  accepted  the  responsibility  to  expand  these  pro- 
grams. This  expansion  has  been  particularly  impressive 
in  family  medicine,  with  the  number  of  first-year  positions 
increased  from  51  in  1974  to  130  in  1978.  Other  increases 
have  been  less  dramatic,  but  significant  progress  towards 
the  objective  of  1 ,200  first-year  positions  is  underway. 
However,  to  sustain  this  progress,  additional  assistance 
from  the  Texas  Legislature  is  essential. 

Summary 

The  number  of  physicians  whose  primary  activity  is  direct 
patient  care  is  increasing  in  Texas.  This  is  true  of  all 
specialties,  including  primary  care.  However,  there  re- 


8 Primary  care  physician,  population  ratio  by  counties  in  Texas.  1976 


* 

•BBBB« •BBffflBBBBB* 


» BBBB 
.KBBB 


♦ ♦ ♦ ♦ 4 ♦ ♦ ♦ -f  ♦ ♦ ♦ 

♦ ♦ + 4 + -f -f  ♦ ♦ ♦ + ♦ 4■ 

♦ ♦ ♦ ♦ ♦ ♦ + ♦ f + 4- ♦ ♦ 
♦444444+44444 


RflBBBBHBB* 

44444DNBB* 

44444BB8B* 

44444BBflB« 

• .BBBBBBB*** 

••8BBSBBB444###« 

• •HBnBHBB4444444#«««»  ««#  «♦ 

•4444BBBBBEBB4444BKBBIBliH44444444flHB«444«  ««♦  «44*«« 

«4  44  4BBBflflBBB44  44BBBBIitl8B4 444444BRBB4  444«8B«»4##*«««  ♦•♦♦♦♦B44444* 

«4444B8flBBBBB4444BBBBllllflBBR84444BBBB4444BIBl4444RBBB«#444BBBfl444444«««*« 
«4444BBBBBBBB4444BBBRIIIIBBBBfl4 4 44888844448888 4444HBflfl44444BBBB44444>44444 4# 
«44444444BR0B44444444««««*BB88B8B844444444  BB8fl 4444888844444888844444444444* 
♦ 4444444488884444444 4. « • • •888881988 444 411118888 44448888444 4444404444 4 444444# 


*44444444BBnB444+4444. • , • • BBBBB BBB 4 4 4 4 4 4 4 46868 4 4 4 488884 4 4 44 4 44 84 44 4 4 4 4 4 4 4 4« 

♦44444444B8BB44444444 688888884444111144444444444444444444444448844444* 

*4444444444444444« • • « • « • • « 4 4 4 4 4 4 4 4 6BB8IIII 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 8 8 4 4 4 4 4* 

*4444444444444444 44 4 4 4 4 4 +8 BB8|||| 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 8 8 + 4 4 44# 

*44444  44  444444444.  • • aaAA  • + ♦±±  1±±11  ±±  ♦ 4 44  4 . • ,4444444488888* 

*44444444444..«. 44 44II1I 44 44 4BBBBBBB8 4 44 4444 448888888844 4 44 • . 144444 4 l88BBI* 
4 + 4444444444.  ...44  + 4llll44444Br ^ ^ 


*4+444 44 4444..., 4444 
*44444444444 


♦♦♦♦«♦«♦♦♦• 

♦444444 , , 
*44+44. , 
*4444 • , 
*444 . . 

♦ 444  , 

**  • . 


«•♦♦♦♦♦•«♦ 


HBOBHHBfl 

.BBBBBBB 

.BBBBBBB 


.BBS. 


**+  + 4-  + + , 
*+++♦++ 
•++++♦♦ 
*+++++♦ 
*+++♦++ 
*++♦+♦ 
*+  + + ♦ 
**  + + 
*♦ 


+ ♦+♦+  + + ■» 

♦♦++++♦+» 

BB8BBBB.  + + + + + + + + + HB.BHBB(I  + + + + + , ,♦♦  + ■(  . . . . 

BB8BBHBB«4>4''»<f>  + «aBBBSBBa+f,f  + + 'f'fi±  + m>AaBiBB« 
'ft'f>-faaaaBBaB>-f'f>4'f-f+>aaaaaBBa-f+>++'f4^BaiaBBByBiBB* 
♦+♦+++++++♦ ....♦+++bbbb+++++BBB88BBB++++, , . .♦♦++++4.++*+++++++aB8a88ll+*++* 

* + + , 888888884.  + + + + + + ♦ + + + ♦ + ♦ + + + + + ♦ + ♦,..  + + + + + + + + + B + + >+*  ++aB88B  + + + + + ++* 

*+++++++.. . ,B8BB|Ba|+++++++++++ +++++++ ++++,Ba+++Ba+++BBBa+++++888BB+++++++** 
****«♦*•*+++++++... ,BBBa8Ill+++++++++++++++++++++++aB8BB88B8BBBBBB+++++8BBB+++++++++* 

+ + + + + + + + + + + + + l8|  + + + + + + + + + BIBa++  + + + + + + ++8BBBBBB8Ba8a8aBB  + + + ++BBBB8aBaB  + + + + + » 

++ ++++++++++++ 888+ +++++++ +8888+ ++++++++++aB8aB8+BaBaBIBBI+++++BB8aBBaB+++++« 

+++....♦+++++++++++ BB8++++ ++++ +8888+ +++++++++++BBBB+++++++BBBBB+ ++++8888888 ++♦++♦* 

++++,. .++++++++++++..., .BB8+++++++++BBBB++++BBB++++++B++++++++++BB++++++++BBBBBB+++++++* 
+++++++++++888888888888++++++++++... .88B+++BB88++++++++++++aB++++++++++++++B8BBB+++++++* 

+++++++++++8B8BBB8BBB8B . ....+++++... .8888888888+ +++++++ ++88888+ +++++++ +++888888888+8++++ 

++++++++++++88888888888...,.+++++.,. .888888888+ ++++++88888888 ++++++88++ +8888 ++++++BB8+++ 
“““““““““  ---------  “88888+ ♦++ ++88BBi+iBBB+++++++BBB++# 

888++ +++++8888+++ +,,+++++++ ++B8++* 
+B+++++++8B8++++++, . ,++++++++a8+* 
+++++++ ++BB8++++++, ... ,++++++88+* 

BBaBBB.BBnBBBBB8BB8B8+++++BBBBBBBBB +++++++ ++++++8++ ++++++ ,++++++++88++ 

88M||BB88BBBaB88BBB88iiiBiBBBBBBB8BiaBi++++++++8a+++++++++++++++++++++ 
aBBBi88BB8BaB8BB8BBi8B8i8B88B8a8+88888++++++B8aB8+++++8+++++++++BBB+++ 


+ + + + + + + + + + + ++++BjB8BBBj  + + + + +++  + + + + + + + + + +88888888  +++ , 

. .++++++++++++++BBBBBB8+++++ +♦+♦*++♦ ++++BBBBBBB+++++++++++++BB8++++++, , , . , ++++++BB+* 
8++++++++++8B8BBBBBB888888BBBBBB8iiiiiaBaBBaB8Bjiij++++++++jg++ ++++++ ,++++++++88++* 
++++++88888  “ 

++++++88888 


+* 


**  + 


++888BB8+++++++++Baa88aBa|BBB8B8a8BBBa+++88B+++++8888BB++8B888B8B+++++BB8B+« 
++BB8aBB8BBa+BBBaBB+++++++++BaB88BaaiBBaBBBBBaBB+++++++++++BB8BaBaB++BBB8Ba88BBBaBBBa« 

+ + 88BB8BBB8BB8eaBBa  + + +++  + + + + aBBBBB.  . , 18888888888  + + + + + + + + ++BB8a8aB8B  ++88BaB8B8BeaBB8B8« 

+ +BBaBBBBBBBBB**B88+++ ++++++888888.. .+++++8888++++ +++++++8B8BBBB8888+++BB8B8B888BB*<« 
++8888888888 «•  ••••••++++++ 88 8888,., ++++++ +8888+++++++++++ +888 B8B8B++++++aa8B8a«* 

++888888888*  •+++++++++++BB8B8B++++BB88B+++++++++++++BB8BBB++++++4BB8B* 

++8BBB8BB88*  ••+++++ ++++888a88++++B8a88+++++++++++++++88B8B+++++++8B* 

B«  •++++++++8BB88B++++B8BBB+++++++B8B+++++BB8BB8+++++*** 

••BBBBB8*  •+++++++BBBB88+++++++B++++++88BB88+++++B8888++++* 

•«*BB*  •+++++++++++++++++++++++++++BBB8a8BB+++ +888888** 

**  *++++++++++++++++++++++ ++++++++aB88++++8BB88a* 

*+++++++++++++++++++++B+++++++888B++++BaBB** 

*+++++++++++++++. . .BBa++*+++++8B*++++Ba** 

*++++++++++++++,. ,8888+++++++++++++*** 

*++++++++++++++, . ,BB8Ba+++++++++++* 

* + ♦ + + + + + +++  + + +,,  .88888  + ++++  +++  ++* 

*++++++++++++,, .8888+++++++++** 
*+++++++++++++++++++8+++++++* 
*+++++++++++++++++88888888* 

*♦+++++++♦+++++++8888888* 

**+++++♦♦♦♦♦♦♦♦+++♦♦+++* 

*+++♦+♦♦♦♦♦+♦+♦++++++* 

*++++♦♦+♦+♦♦♦++♦++++♦* 

*+++++++++8888,.,,..* 

*++++++++++888,,.,..* 

*+++++++++888,.,,,,* 

* + + + + + + ++888 * 

*♦++♦♦++++♦♦,,,,.,,* 

*+++++♦+♦♦♦++♦+++♦* 

*♦♦♦++♦+♦♦♦+♦+♦♦+* 

*****♦♦♦♦++++++♦♦ 

*♦♦♦++++++++* 

++♦ 


NO.  OF 
COIJfiTlFS 


iii 

0.0 

TO 

C.O 

24 

« 

1.00 

TO 

1500. CO 

12 

• 

BBB 

1501.00 

TO 

2250.00 

74 

• 

444 

2251 ,00 

TO 

80000.00 

144 

« 

TEXAS  MEDICINE 


mains  a need  for  increased  access  to  care  in  small 
counties.  The  full  effects  of  increased  medical  school 
and  residency  program  enrollment  on  the  distribution  of 
physicians  will  not  be  realized  for  several  years. 
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DOCTOR,  IT’S  YOUR  PATIENT 


For  Your  Patient’s  Benefit: 

Support 

•Volunteer  blood  donor  recruitment 
•Approved  commimity  blood  recruitment  projects 

Relate  To 

•Your  hospital  Blood  Bank  and  Transfusion  Service,  and  its 
Medical  Director 

•Your  hospital  transfusion  committee 
•Your  regional  blood  center 

•Issues  of  your  Texas  Medical  Association  and  Coimty  Medical 
Society  dealing  with  blood 

•The  TMA  Committee  on  Blood  Banking  and  Blood  Transfusion 


A public  service  announcement  sponsored  by  the  TMA  Committee  on  Blood  Banking  and  Blood  Transfusion  and 
Texas  Medicine. 


PREVENTATIVE  MEDICINE 
FOR  HOSPITAL  EQUIPMENT. 


At  Gentec,  we  know  how  critical  it  is  to  minimize  the  risk  of  equipment  failure. 
That’s  why  we  offer  three  kinds  of  “preventative  medicine”  for  our  equipment  and 
supplies: 

• 90-day  guarantee  for  all  supplies  and  service. 

• Thorough  training  programs  to  make  certain  your  staff  can  operate  equipment  quickly 
and  confidently. 

• Complete  periodic  equipment  checkups  — to  keep  your  machinery  in  perfect  working 
order. 

This  complete  program  applies  to  all  Gentec  products — one  of  the  most  well-stocked, 
reasonably  priced  quality  hospital  lines  in  the  Southwest. 

For  more  about  preventative  medicine  for  your  hospital  equipment  and  supplies,  call 
today. 


GenTGC 

HOSPITAL  SUPPLY  COMPANY 
Division  of  Foremost-McKesson,  Inc.  Terrell  Supply  Division 

FORT  WORTH/DALLAS,  P.O.  Box  310  76101,  (817)  336-8731,  (214)  429-2566  / AMARILLO,  P.O.  Box  2829  79105,  (806)  376-4696 
AUSTIN,  P.O.  Box  4860  78751,  (512)  478-2559  / LUBBOCK,  P.O.  Box  2913  79408,  (806)  763-4655  / SAN  ANTONIO,  P.O.  Box  59 

78291,  (512)  532-5227  / HOUSTON,  P.O.  Box  1609  77001,  (713)  237-9678 
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At  ICA  we  know  that  favorable 
settlement  of  a malpractice  claim 
can  often  hinge  on  exhaustive 
work.  Take  the  case  where  the 
nurse’s  notes  proved  definitive. 

After  a patient  sustained 
injuries  in  a fall  from  a hospital  bed, 
the  patient’s  attorney  notified  the 
doctor  that  he  felt  bedside  rails 
should  have  been  prescribed. 

The  doctor,  concerned  over 
the  threat  of  a malpractice  lawsuit, 
reported  the  potential  claim 
immediately. 

An  extensive  review  of  every 
record  m the  case  by  ICA’s  senior 
claims  attorney  turned  up  the 
needed  information.  A close  exam- 
ination of  the  nurse’s  notes  reveal- 
ed that  prior  to  the  fall,  the  patient 
had  been  sitting  up,  dangling  legs 
and  otherwise  progressing  satis- 


factorily. There  clearly  had  never  been 
a need  to  prescribe  bed  rails. 

Result:  No  negligence,  end  of  mal- 
practice threat. 

The  example  contains  several 
important  points  about  the  quality 
of  claims-handling  service  we  pro- 
vide at  ICA. 

First,  when  we  are  called  in 
promptly  by  our  client,  we  can 
often  nip  claims  in  the  bud  by 
engaging  in  some  in-depth  inves- 
tigative research. 

Second,  our  senior  claims 
attorney  inspects  every  medical 
record  in  detail  in  every  case,  and 
he  also  meets  with  the  affected 
physician  to  personally  get  the 
facts.  If  necessary,  he  can  call  in 
any  expert  medical  or  legal  help  he 
needs  to  assist  in  the  case. 


Third,  we  are  sensitive  to 
all  reported  claims.  For  we  know 
there  is  no  such  thing  as  a frivolous 
claim  — we  take  them  all  seriously. 


There  is  no  such  thing 
as  a frivolous  claim. 


Malpractice  claims  often  arise  with 
little  or  no  provocation.  In  1975, 
when  we  went  into  the  malpractice 
insurance  business,  this  fact  was 
causing  most  other  insurance  com- 
panies to  bail  out.  They  didn’t  know 
what  to  do.  We  did.  We  established 
our  reputation  as  the  nation’s  fast- 
est growing  writer  of  medical  mal- 
practice insurance*  because  we: 
o Promptly  act  on  every  claim  or 
suspicion  of  a claim; 
o Personally  check  every  record  in 
a case; 

o Personally  discuss  every  claim 
face-to-face  with  the  physician; 
o Write  only  “occurrence”  policies 
for  full  protection; 


o Never  settle  just  because  it  could 
be  less  costly  than  fighting; 
o Never  settle  without  the  consent 
of  the  insured; 

o Back  our  policy  by  retaining  the 
best,  most  experienced  legal 
firms  in  the  field  of  malpractice. 

As  you  can  see,  we’re  far  from  a 
faceless  insurance  company.  That’s 
because  we’re  sensitive  to  the 
importance  of  protecting  your 
reputation,  practice  and  estate. 

And  that’s  the  major  reason  we  feel 
there  is  no  such  thing  as  a frivolous 
claim  — not  when  there’s  so  much 
at  stake.  In  short,  we’re  profes- 
sionals protecting  professionals.  If 
you  like  our  approach  to  the  pro- 
fessional liability  problem,  just  drop 
us  the  postpaid  card.  We’ll  provide 
you  with  complete  details. 


INSURANCE 
CORPORATION 
OF  AMERICA 

ICA  Building 

2205  Montrose  Boulevard 
Houston,  Texas  77006 
713/526-4863 

A:  XV  Reinsurance  Protection 
Provided 


According  to  Best’s  Review,  the  nation’s 
leading  insurance  trade  publication. 


Dallas  beckons: 

TMA’s  1 1 2th  Annual  Session  awaits  you 


They  called  themselves  La  Reunion. 

Early  Texans  must  have  looked  on  with  surprise  as  the 
small  group  of  men  wearing  long  gowns  and  wooden 
shoes  walked  into  Dallas  in  1854  speaking  a foreign 
tongue.  Frenchmen,  Belgians,  Swiss,  and  Germans,  they 
were  a highly  skilled  people  with  scientists,  physicians, 
authors  and  artists  among  them.  They  were  experts  in 
many  fields  except  agriculture  and  farming,  necessities 
for  survival  in  Dallas,  1854.  For  four  years,  Dallasites 
watched  the  small  cooperative  community  called  La  Re- 
union, based  on  the  philosophy  of  the  French  socialist, 
Francois  Charles  Marie  Fourier,  melt  away.  And  when  the 
community  fully  dissolved,  Dallas  absorbed  these  foreign- 
ers, who  today  are  said  to  have  planted  the  cosmopolitan 
seed  and  contributed  a richness  of  life  to  the  stark  little 
village  of  early  Dallas. 

In  May  1979,  a group  of  physicians,  scientists,  and 
researchers  from  across  the  United  States  will  arrive  at 
Reunion  in  Dallas  for  the  1 12th  Texas  Medical  Associa- 


tion Annual  Session.  Experts  in  many  medical  fields, 
this  group  also  will  be  received  by  Dallasites,  and  maybe 
they  too  will  plant  some  seeds  for  the  future — especially 
in  the  realm  of  medical  care. 

Whatever  you  need  to  know,  it's  here 

The  TMA  Annual  Session,  always  a weekend  of  furious 
activity,  will  be  no  different  this  year  in  Dallas.  With  head- 
quarter facilities  spanning  three  hotels — the  Flyatt  Re- 
gency Dallas  at  Reunion,  the  Dallas  Flilton,  and  the 
Sheraton-Dallas — registrants  and  guests  will  find  no 
paucity  of  activities  with  which  to  occupy  themselves 
May  3-6. 

Forty-five  guest  speakers  from  all  over  the  United 
States  and  one  Englishman  will  present  a comprehensive 
scientific  program  during  this  1 12th  convention.  There  will 
be  dialogues  and  curbstone  consultations,  person  to  per- 
son discussions  of  medical  cases.  Registrants  will  be 
able  to  converse  with  speakers  on  Friday  and  Saturday 


John  F Kennedy  Memorial  and  Old  Dallas  County  Courthouse  located  Is  a black  block  of  granite  signifying  an  open  tomb  for  communion, 

at  Main  and  Commerce  streets.  The  courthouse,  built  in  1890,  is  made  separate  from  the  surrounding  city, 

of  red  granite.  Within  the  30-foot  tall  cenotaph  of  the  Kennedy  memorial 
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mornings  during  the  continental  breakfast  presentations. 
The  TMA  and  the  American  Medical  Association  have 
combined  forces  to  present  1 1 postgraduate  courses 
Saturday  and  Sunday. 

Participants  may  choose  to  attend  a wide  variety  of 
section  programs  which  will  explore  the  latest  advances 
in  subjects  from  allergy  to  urology.  A tour  of  the  scien- 
tific and  technical  exhibits  should  spark  the  imagination, 
and  participation  in  one  or  more  of  the  eight  special  com- 
mittee symposia,  29  specialty  society  programs,  or  the 
forum  of  original  research  will  add  to  an  outstanding  sci- 
entific educational  opportunity.  Physicians  with  children 
interested  in  medicine  should  consider  bringing  them 
along  for  a curbstone  consultation  designed  for  the  future 
medical  student,  “How  To  Get  in  Medical  School  Today.” 

Texas  Governor  William  B.  Clements  and  AMA  Presi- 
dent Tom  Nesbitt,  MD,  will  be  featured  luncheon  speak- 
ers. Gov  Clements  will  address  the  General  Meeting 
Luncheon  on  Friday,  May  4,  and  Dr  Nesbitt  will  address 
the  House  of  Delegates  on  Thursday,  May  3. 

Offering  relief  from  the  seriousness  of  medical  discus- 
sion is  the  Physicians’  and  Spouses’  Art  Exhibition  at 
the  Hyatt  Regency.  A golf  and  tennis  tournament  and 
three-mile  “run  for  fun  ” are  scheduled  for  the  athleti- 


John  Neely  Bryan  Cabin  in  the  Dallas  County  Historical  Plaza.  This  was 
the  first  house  built  in  Dallas  by  the  city's  founder,  John  Bryan 


cally  inclined.  For  the  party-goers,  there  will  be  class 
reunions  as  well  as  fraternity  and  alumni  parties  to  attend. 


The  Gano  home,  a typical  cabin  of  Dallas  pioneers  in  1856,  is  located 
in  Old  City  Park,  south  of  the  downtown  business  district. 
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On  Friday  evening,  registrants  can  abandon  them- 
selves to  the  delight  of  exploring  the  Hyatt  Regency  and 
then  join  friends  for  an  evening  in  the  Regency  ballroom 
for  dinner  and  a performance  by  the  Levee  Singers,  a 
popular  Dallas  country-western  singing  foursome. 

In  the  evenings,  visitors  can  steal  a few  moments  to 
soar  to  the  top  of  Reunion  Tower  and  look  out  across  the 
city.  Dallas  offers  so  much  in  history,  culture,  night  life, 
and  trade  that  it  demands  to  be  explored. 

Located  on  the  east  bank  of  the  Trinity  River,  Dallas 
follows  the  Texas  tradition  with  superlative  descriptions. 
One  of  the  nation's  largest  inland  cotton  markets,  the  city 
is  a major  retail  center  with  such  stores  as  Neiman- 
Marcus  and  Sanger-Harris.  In  the  Dallas-Fort  Worth 
metroplex  area  is  the  nation’s  largest  airport.  Dallas  also 
has  the  third  largest  concentration  of  national  corporate 
headquarters  in  the  country,  and  handles  a larger  whole- 
sale market  that  any  other  southwestern  city. 


Thanks-Giving  Square  at  the  center  of  downtown  Dallas. 


Beginning  of  a city 

Once  a stark  little  village,  this  city  has  mushroomed  into 
a thriving  metropolis  because  of  the  continued  foresight 
and  individuality  of  its  leaders. 

In  1842,  John  Neely  Bryan,  a Tennessee  trader  and 
lawyer,  was  attracted  to  the  site  along  the  Trinity  because 
of  its  natural  ford.  Realizing  the  ford  would  draw  settlers 
to  cross  the  river,  Bryan  was  delighted  to  hear  in  1 844  that 
the  Texas  Republic  had  authorized  building  the  National 
Central  Highway  which  would  cross  the  Trinity  one-half 
mile  from  his  settlement.  This  brought  many  more  settlers 
into  Dallas,  helping  to  develop  the  village  into  a thriving 
farming  and  trading  town. 

During  the  Civil  War  (1861-1865),  Dallas  was  an  im- 
portant food  producing  center  and  the  trans-Mississippi 
Confederate  army  established  general  and  commissary 
quarters  there.  It  also  became  a center  for  organizing 
regiments  of  infantry,  cavalry,  and  artillery.  Following  the 
war,  many  farmers  who  could  not  grow  cotton  profitably 
without  the  slave  economy  began  moving  to  Dallas,  which 
was  growing  steadily  as  a trade  market.  Raising  cattle 
was  becoming  a chief  occupation,  as  was  trading  buffalo 
skins  and  tongue,  a delicacy. 

In  1872,  the  Texas  Almanac  noted  that  Dallas  had 
begun  to  'put  on  the  airs  of  a city.”  At  the  time  there 
was  gas  for  artificial  lighting;  the  Dallas  Opera,  Dallas 
Shakespeare  Club,  and  Young  Men's  Christian  Associa- 
tion (YMCA)  were  created;  and  Dallas  won  sports  recog- 
nition for  its  annual  fighting  cock  tournaments  and  pro- 
fessional baseball  team,  the  Tigers.  In  1881,  the  first 
telephone  was  installed  “as  an  experiment.” 

Transportation  had  always  been  of  concern  to  John 
Neely  Bryan,  Dallas'  founder.  He  had  envisioned  navigat- 
ing the  Trinity  back  in  1854.  Finally  in  1868,  the  first 
steamboat  tied  up  to  the  city’s  riverbank.  The  stern- 
wheeler, Job  Boat  No.  1 , had  left  Galveston  with  a cargo 
of  dry  goods  and  groceries,  and  arrived  in  Dallas  one  year 
and  four  days  later.  (Much  of  the  time  was  spent  in  clear- 
ing logs  and  snags  along  the  360-mile  river.) 

Even  while  boats  steamed  along  the  Trinity,  Texans 
were  becoming  more  intrigued  with  the  railroad.  The  30 
stage  lines  which  ran  through  the  city  had  helped  Dallas 
grow,  but  they  were  slow  and  could  not  compete  with  the 
rails.  Dallas  leaders  persuaded  the  Houston-Texas  Cen- 
tral railroad  to  lay  tracks  into  the  small  frontier  town  with  a 
$5,000  cash  subscription,  $200,000  in  bonds,  and  142 
acres  of  land.  Seeing  her  economic  future  thus  assured, 
businessmen  began  flocking  into  Dallas. 

The  railroad  transformed  the  town.  In  1873,  the  popu- 
lation swelled  from  1,200  to  7,100.  Buildings  were  erect- 
ed, and  wooden  pipes  for  water  and  gas  were  laid  be- 
neath the  unpaved  streets.  The  national  panic  of  1873 
slowed  railroad  construction  beyond  Dallas,  making  the 
city  a terminal  point.  Out-of-state  manufacturers  opened 
branches  and  warehouses  there,  and  its  leather  market 
became  one  of  the  largest  in  the  South. 
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Science,  culture,  and  business 

At  the  turn  of  the  century,  Dallas  became  a center  for 
medical  education  with  Baylor  University  College  of  Medi- 
cine (1903-1943)  and  Southwestern  University  Medical 
School  of  Medicine  (1905-1914).  The  Southwestern  Med- 
ical Foundation,  established  in  1939,  supported  develop- 
ment of  Southwestern  Medical  School  in  1943,  which 
became  part  of  The  University  of  Texas  System  in  1949. 
Parkland  and  Methodist  hospitals,  along  with  13  others, 
made  clinical  facilities  available. 

Dallas’  cultural  events  reached  national  prominence 
during  the  early  1900s.  The  Dallas  Little  Theater  won  the 
National  Little  Theater  competition  in  New  York  City  three 
years  in  succession.  The  1937  Texas  Centennial  was 
another  landmark  in  the  Dallas  cultural  world.  This  was 
Texas'  first  world’s  fair  in  conjunction  with  The  Greater 
Texas  and  Pan-American  Exposition.  The  annual  State 
Fair  of  Texas  at  Fair  Park  is  a result  of  the  Centennial. 
Today  this  huge  park  houses  not  only  the  Cotton  Bowl, 
but  also  the  fourth  largest  aquarium  in  the  country,  the 
largest  garden  center  in  the  United  States,  the  Dallas 
Health  and  Science  Museum,  the  Dallas  Museum  of  Fine 
Arts,  the  Dallas  Museum  of  Natural  History,  the  Age  of 
the  Steam  Railroad  Museum,  Wax  World,  the  Texas  Hall 
of  State  and  the  State  Fair  Midway,  a carnival. 

Oil  has  played  a large  role  in  Dallas’  more  recent 
development.  Although  she  has  no  oil  fields  of  her  own, 
Dallas  geographically  became  the  oil  center  of  the  region 
as  wells  were  struck  all  around  her.  Geologists,  pros- 


pectors, leasemen,  lawyers,  and  fortune  hunters  crowded 
into  Dallas,  and  along  with  them  came  banking  and  man- 
ufacturing enterprises.  Following  World  War  II,  the  city 
underwent  further  growth  when  the  aircraft  industry 
moved  there.  Computer  and  electronics  industries  have 
been  growing  rapidly  throughout  the  1960s  and  1970s. 

Dallas  in  1979 

Today,  Dallas  is  the  second  largest  city  in  Texas  and, 
for  the  visitor,  is  chock  full  of  things  to  see  and  do. 

Shopping 

For  some,  shopping  is  a major  sport.  Located  down- 
town are  major  department  stores,  Neiman-Marcus,  San- 
ger-Harris,  and  Titche’s,  along  with  20  other  women’s  and 
19  men’s  apparel  shops,  143  eating  places,  and  seven 
theaters.  A below-ground  pedestrian  walkway  system 
called  “The  Tunnel”  links  downtown  office  buildings, 
banking  facilities,  restaurants,  shops,  and  parking. 

In  between  shopping  expeditions,  there  is  time  to  pause 
in  the  city’s  new  park,  Thanks-Giving  Square,  with  its 
garden,  fountains,  bell  tower,  and  chapel. 

Specialty  shops  can  be  found  in  the  Quadrangle  near 
downtown  in  the  historic  Vineyard  area.  There  are  37 
different  shops  here,  and  fine  French  restaurants.  The 
European  Crossroads  offers  a classic  re-creation  of 
Europe  with  cobblestone  pathways  and  fountains  in  the 
courtyards.  Antique  buffs  may  enjoy  browsing  on  McKin- 
ney Avenue  and  Sale  Street,  both  within  walking  dis- 


Dallas  Museum  of  Fine  Arts  in  Fair  Park  offers  an  extensive  permanent  Richard  Avedon's  photography  will  be  on  special  exhibit  May  through 

collection  ranging  from  ancient  Greece  through  the  impressionists.  June. 
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tance  of  downtown.  The  Farmers  Market  offers  fresh 
produce,  flowers,  and  plants  daily. 


early  leading  citizens  of  Dallas,  representative  of  the 
various  architectural  styles  of  the  early  1900s. 


Fair  Park  and  history 

For  those  who  hate  to  part  with  their  savings  on  shop- 
ping splurges,  Fair  Park  is  one  place  to  go  exploring. 
Covering  some  200  acres,  this  park  houses  not  only  the 
State  Fair  and  Cotton  Bowl,  but  also  six  museums,  an 
aquarium,  garden  center,  and  the  State  Fair  Midway,  a 
carnival. 

The  John  Neely  Bryan  cabin  can  be  seen  at  the  corners 
of  Elm,  Main,  and  Market  in  the  Dallas  County  Historical 
Plaza.  On  a stroll  through  the  Swiss  Avenue  Historic 
District,  one  can  see  approximately  200  homes  built  by 


Night  life 

Dallas  has  been  called  "the  night  clubbiest  town  in  the 
US,"  and  it  wears  this  title  gracefully.  There  are  Las 
Vegas-style  clubs,  singles  bars,  and  discos.  Hotel  ball- 
rooms and  other  clubs  offer  such  offbeat  entertainment 
as  old-time  movies  and  sophisticated  jazz. 

Cultural  attractions 

For  the  culture  lover,  there  are  performances  by  the 
Dallas  Symphony,  Dallas  Chamber  Music  Society,  Dallas 
Civic  Opera,  Dallas  Civic  Ballet,  the  Dallas  Metropolitan 


Olla  Podnda  has  75  shops  for  exploring  in  this  rustic  shopping  center  Road.  SW  of  Central  Expressway  (1-45)  and  LBJ  Freeway  (1-635) 

Emphasis  is  on  unique  and  collectable  crafts.  Located  at  12215  Coit  intersection. 


TEXAS  MEDICINE 


Ballet,  Dallas  Theater  Center,  Dallas  Repertory  Theater, 
and  numerous  dinner  playhouses  to  name  a few. 

And,  the  visitor  has  not  yet  turned  an  eye  toward  sports. 
Dallas  does,  indeed,  offer  a wealth  of  possible  entertain- 
ments. 

La  Reunion  revisited 

There  is  a La  Reunion  marker  on  the  Southwest  corner 
of  Hampton  Road  and  Colorado  Boulevard  which  com- 
memorates the  arrival  of  the  French  colony  in  1854.  The 
real  site  of  the  colony  is  today  a cement  factory,  which 
perhaps  is  fitting  since  the  colony  failed  not  only  because 
of  its  inherent  structure,  but  also  because  its  site  had 
such  poor  soil. 

Regardless,  it  is  to  Dallas’  benefit  that  these  settlers 
stayed  in  the  city,  offering  their  culture  and  ways  which 
have  contributed  so  much  to  what  Dallas  is  today. 

Restaurants  and  amusements 
Central  Business  District 

Antares,  Top  of  the  Dome,  Hyatt  Regency  Hotel,  300  Reunion  Blvd, 

(741  -3663).  Continental  menu.  Daily  1 1 am  to  2pm  and  5pm  to  1 2 mid- 
night. $12.  and  up. 

Bek's  Charbroilers,  208  N St  Paul  St,  (742-5534).  Breakfast,  lunch  and 
dinner  daily.  Under  $5. 

Big  Al's  Smokehouse  Barbecue  #2,  1807  Main  St,  (651-0382).  Open 
Mon-Fri.  10:30am  to  5pm;  Sat-10;30am  to  4pm.  Under  $5. 

The  Bottom  Line,  1201  Elm  St,  First  International  Bldg,  Tunnel  level. 
(651-1363).  International  menu  and  Ice  cream  fountain.  Mon-Fri  7am- 
3:30.  Under  $5. 

Brasserie.  Ross  & Akard  Streets,  Fairmont  Hotel,  (748-5454).  American 
menu.  Open  24  hours  daily.  $5  and  up. 

Brennan’s  of  Dallas,  Inc.,  One  Main  Place,  Lower  Level,  1000  Main  St, 
(742-1911).  French,  creole  cuisine.  Sunday  breakfast  special.  $5  and 
up. 

Casino  Lounge  and  Delicatessen,  1309  Commerce  St,  (748-2937). 
Kosher  sandwiches,  soups,  chili,  cheeses.  Mon-Sat  9am-8pm.  Under 
$5. 

Carnation  Room,  Sanger  Harris  Department  Store,  303  North  Akard, 
(651-2377).  American  menu.  Mon-Sat  11am-3pm.  Under  $5. 

Esperanza  Restaurant,  1712  Commerce,  (651-0024).  Mexican  special- 
ties. Mon-Fri  10:30am-8:15pm.  Under  $5. 

Esplande  Cafe,  Hyatt  Regency  Hotel,  300  Reunion  Blvd,  (651-1234). 
American  entrees,  buffet,  sandwiches.  Mon-Thurs  6am-2am.  Fri  & Sat 
6am-3am.  Sun  10am-3am.  Under  $12. 

Good  Times  Restaurant  & Bar,  One  Main  Place,  1000  Main  St, 
(744-1834).  Mexican  foods.  Mon-Fri  10:30am-3pm.  Happy  hour  Wed- 
Fri  3pm-6pm.  Under  $5. 

Heidelberg  Restaurant,  Commerce  at  Akard,  Adolphus  Hotel, 
(747-6411).  German-American  entrees.  Under  $12. 

Henriette's  Bar-B-Q  & Club,  2701  Live  Oak,  (823-9360).  Mexican  foods 
and  barbecue.  Under  $5. 


Neiman-Marcus,  Zodiac  Room,  Mam  at  Ervay,  (741-6911).  Gourmet- 
American  entrees.  11am-2:30pm.  Style  shows  at  lunch.  Under  $12. 

Old  Spaghetti  Warehouse,  1815  N Market,  (651-8475),  Spaghetti, 
lasagna.  Under  $5. 

The  Oyster  House,  108  N Akard  St,  (747-21 19).  Seafood,  Mon-Sat 
11am-2am.  Under  $12. 

Pyramid,  Ross  & Akard  Streets,  Fairmont  Hotel,  (748-5454).  French 
cuisine.  Lunch  Mon-Fri  1 1 :30am-2:30pm.  Dinner  daily  6pm-1 1pm, 
Pyramid  Bar,  Mon-Sat  11am-2am.  Sun  12noon-2am.  $12  and  up. 

Sherry's  Rooftop  Restaurant,  101 1 S Akard  St,  Ramada  Inn-Convention 
Center,  (421-1083).  Daily  6:30am-10:30pm.  American  entrees.  Under 
$12, 

Top  of  the  Stairs,  1404  Main  St,  (742-0006).  American  entrees.  Under 
$5. 

Unique  Steak  & Seafood  House.  1500  Commerce,  (742-6304)  Mon-Fri 
7am-11pm:  Sat-Sun  4pm-11pm.  Under  $12, 

Watering  Hole  Restaurant  and  Stampede  Lounge,  Southland  Center, 
Olive  and  Bryan,  Sheraton-Dallas  Hotel.  (748-621 1 ).  Daily  7:30am- 
2:30pm  and  5pm-10pm. 

Museums 

Dallas  Museum  of  Fine  Arts,  located  in  Fair  Park,  Parry  and  Second 
Ave.  Permanent  collections  ranging  from  ancient  Greece,  the  pre- 
Columbian  period,  through  the  impressionist  era  and  20th  century  to  the 
Stillman  Collection  of  Congolese  sculpture.  Tues-Sat  10am-5pm.  Sun 
1pm-5pm.  Free  admission. 

Meadows  Museum,  Southern  Methodist  University,  Owen  Arts  Center, 
Mockingbird  Lane  and  Hillcrest.  Permanent  collection  of  Spanish  paint- 
ings. Mon-Sat  10am-5pm;  Sun  1pm-5pm.  Admission  free. 

Dallas  Health  and  Science  Museum  and  Planetarium,  First  and  Forest 
Avenues  in  Fair  Park.  Over  100  exhibits.  Visibill  and  Visibelle,  the 
life-sized  talking  transparent  man  and  woman,  plus  the  "Beginning  of 
life.  " Mon-Sat  9am-5pm;  Sun  1pm-5pm  Admission  free  Planetarium 
shows.  Sat  & Sun,  2:30,  3:30. 

John  F.  Kennedy  Museum,  501  Elm.  Paintings,  official  photographs 
and  memorabilia  of  President  Kennedy.  Open  daily  9am-5pm  Admis- 
sion: $1.50.  "The  Incredible  Hours,  " a sound  and  light  presentation  of 
events  surrounding  Kennedy's  assassination  presented  every  25 
minutes. 

General  Attractions 

Dallas  Aquarium,  located  in  Fair  Park.  See  more  than  325  species  of 
fish,  reptiles,  amphibians,  and  one  mammal.  Mon-Sat  8am-5pm:  Sun 
1pm-5pm,  Admission  free. 

Dallas  Zoo,  621  E Clarendon  Drive.  An  important  zoological  park  ex- 
hibiting over  2,000  mammals,  birds,  reptiles,  and  amphibians.  Open 
daily  9am-5pm.  Admission:  adults  $ .75,  children  under  1 1 free  accom- 
panied by  adult. 

Observation  Terrace,  First  National  Bank  in  Dallas,  Elm  and  Akard.  A 
panoramic  view  of  Dallas  from  the  50th  floor.  Mon-Sat  9am-5pm.  Ad- 
mission $ .25. 

Observation  Deck,  Hyatt  Regency  Reunion  Tower,  Hyatt  Regency 
Hotel.  300  Reunion  Blvd.  Open  daily  9:30am-12  midnight  Admission: 
$1.50  adults,  $ .75  children  under  12. 

John  F.  Kennedy  Memorial,  Commerce,  Mam  and  Market.  A 30-foot 
tall  cenotaph  surrounds  a block  of  black  granite  The  memorial  was 
erected  as  a "tribute  to  the  joy  and  excitement  of  one  man's  life.  " Open 
at  all  times,  free. 


79 


Volume  75  April  1979 


commanhy  could  use 
some  foreign  aid. 


Just  about  any  American  town  could  use 
foreign  aid,  in  the  form  of  a high  school  student 
from  another  country. 

For  over  30  years,  communities  and  families  all 
over  America  have  hosted  foreign  high  school 
students,  on  a yearly  basis,  through  a program 
called  AFS, 

A student  lives  in  your  home  for  one  year 
while  attending  high  school.  Everyone  benefits. 

Students  teach  us  things  about  the  world  we 


could  never  learn  from  books.  For  more  informa- 
tion write  to: 

AFS  International/ Intercultural  Programs, 

313  E.  43rd  St.,  N.Y,  N.Y  10017.  Or  call  toll  free 
(800)  327-2777.  In  Florida  (800)  432-2766. 

AFS  International  Exchanges 
£br  high  school  stu^nts. 

We  provide  the  students.  You  provide  the  love. 
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Dyazide 

Each  capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Makes  Sense  in 
Hypertension* 


Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 
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Warning 

This  drug  Is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities.  It  is  more  likely  in 
the  severely  Ml.  with  urine  volume  less  than  one  liter/day. 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K-F  levels  should 
be  determined-  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K-F  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K-F 
frequently;  both  can  cause  K-F  retention  and  elevated 
serum  K-F.  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth;  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions; nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and.  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 
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..in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  “ 


Reference: 

King,  J.C.  and  Starkman,  N.M  : Evaluation  of  an  aniispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


*Thisdrug  has  been  classified  "probably"  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Bentyl’ 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets.  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 
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CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (tever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anficholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia,  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia; nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis,  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment. especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightbeadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup.  Adults:  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  lour  times  daily.  Children 
1 capsule  or  teaspoonlul  syrup  three  or  four  times  daily.  Infants:  'h 
teaspoonful  syrup  three  or  lour  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.  Adults.  1 tablet  three  or  four 
times  dally  Bentyl  Injection;  Adu/fs  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE;  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing.  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholme"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1978. 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  Informa- 
tion. FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functional  bowel/ irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OREN  RE- 
LIEVED BY  VARYING  CDMBINATIDNS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-etfective  indications 
requires  further  investigation. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC  . Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL COMPANY.  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABDRATORIES,  Division  of  Ricbardson-Merrell  Inc.,  Cincinnati. 
Ohio  45215,  U S A. 


Merrell 

MERFIELL  NATIONAL  LABORATORIES 
Division  of  Richafdson-Meffeil  Inc 
Cincinnati.  Ohio45215,  USA 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
James  T.  Lee,  M.D. 

Paul  J.  Foxcroft,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Richard  H.  Moore,  M.D. 

Dalton  R.  Carpenter.  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
K.  Thomas  Bose,  M.D. 

PEDIATRICS 

Joseph  Bilder,  Jr..  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith.  M.D..  F.A.C.P. 

Preston  McCall.  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  1.  Wyatt,  M.D. 

Lowell  L.  Harvey.  M.D..  Pulmonary 
John  A.  Caras.  M.D.,  Endocrinology 
Rick  Y.  Ho,  M.D.,  Gastroenterology 

FAMILY  PRACTICE 
J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

Madeleine  Kent,  M.D. 

UROLOGY 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


Sfarlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R.  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


MEETINGS 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  MEDICAL  ASSOCIATION,  32nd  National 
Conference  on  Rural  Health.  Twelve  health-and-medi- 
cal-oriented  organizations  have  joined  with  the  American 
Medical  Association  to  sponsor  the  32nd  National  Con- 
ference on  Rural  Health,  scheduled  for  April  18-21,  in  St 
Paul  at  the  Radisson  St  Paul  Hotel,  Programs  examining 
all  aspects  of  health  care  delivery  and  related  matters 
have  been  developed.  Successful  model  projects  will  be 
demonstrated  and  described  so  that  registrants  may  de- 
termine possible  implementation  or  adaption  of  the  model 
programs  in  their  own  communities.  Continuing  medical 
education  courses  for  physicians,  introduced  at  the  1978 
conference,  will  be  extended  this  year,  providing  inten- 
sive training  in  the  illnesses,  injuries,  and  medical  socio- 
economics encountered  by  medical  men  and  women 
serving  rural  populations.  Contact:  Barbara  Chapman, 
535  N Dearborn  St,  Chicago,  IL  60610. 

AMERICAN  ACADEMY  OF  PEDIATRICS.  Food  aller- 
gies, hyperactivity,  teenage  pregnancy,  growth  and  de- 
velopment, and  learning  disabilities  will  be  among  the 
topics  discussed  at  the  American  Academy  of  Pediatrics 
annual  spring  meeting  April  21-26  at  the  Sheraton  Centre 
Hotel  in  Toronto,  Canada.  The  scientific  program  will 
open  Saturday  with  a series  of  seminars,  concentrating 
on  such  subjects  as  allergy  and  immunology,  childhood 
diabetics,  metabolic  disorders,  respiratory  failure  in  chil- 
dren, and  care  of  the  critically  ill  child.  Plenary  sessions 
open  to  all  meeting  attendees  are  scheduled  for  Monday 
through  Thursday  mornings.  Keynote  speaker  Richard  B. 
Goldbloom,  MD,  will  discuss  health  care  in  Canada.  Other 
sessions  will  cover  subjects  such  as  infectious  disease, 
tuberculosis,  venereal  disease,  juvenile  arthritis,  and  pre- 
vention of  chickenpox.  Round  table  discussions  and  hos- 
pital workshops  also  will  be  conducted.  Continuing  medi- 
cal education  credits  may  be  earned.  Contact:  William 
Janzen,  1801  Hinman,  Evanston,  IL  60201. 

CALENDAR  OF  MEETINGS 

■Denotes  Texas  Meetings 
APRIL 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Chicago,  Apr  23-28,  1979. 
Stanley  A Nelson,  4015  W 65th  St,  Suite  302A,  Minneapolis,  MN  55435. 


AMERICAN  ACADEMY  OF  PEDIATRICS,  Toronto,  Canada,  Apr  21- 
26,  1979.  William  Janzen,  1801  Hinman.  Evanston,  IL  60201 

AMERICAN  ASSOCIATION  OF  ANATOMISTS.  Miami,  Apr  2-5,  1979. 
John  E Pauly,  MD,  University  of  Arkansas  for  Medical  Sciences,  4301  W 
Markham  St,  Little  Rock,  AR  72201. 

■ AMERICAN  ASSOCIATION  OF  PATHOLOGISTS,  Dallas,  Apr  6-10, 
1979  KM  Endicott,  MD,  9650  Rockville  Pike,  Bethesda,  MD  20014 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS,  Palm  Beach, 
Fla.  April  29-May  2,  1979.  James  Bennett,  MD,  Indiana  Univ  Medical 
Ctr,  1100  W Michigan  St,  Indianapolis.  IN  46202. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SURGERY,  Boston. 

Apr  30-May  2.  1979.  Wm  T Maloney,  6 Beacon  St,  Suite  620,  Boston, 
MA  02108, 

AMERICAN  CANCER  SOCIETY,  NATIONAL  CONFERENCE-URO- 
LOGIC  CANCER.  Los  Angeles,  Apr  4-6,  1979.  777  Third  Avenue,  New 
York,  NY  10017 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLO- 
GISTS, New  York,  Apr  1-5,  1979.  Warren  H Pearse,  MD,  One  E 
Wacker,  #2700,  Chicago,  IL  60601. 

AMERICAN  COLLEGE  OF  SURGEONS,  7th  Annual  Spring  Meeting, 
Denver,  Apr  1-5,  1979.  Frank  Arado,  55  East  Erie,  Chicago,  IL  60611. 

AMERICAN  GERIATRICS  SOCIETY,  INC,  Washington,  DC.  Apr 
23-24,  1979.  Kathryn  Henderson,  10  Columbus  Circle,  Suite  1470, 

New  York,  NY  10019. 

AMERICAN  LARYNGOLOGICAL,  RHINOLOGICAL  AND  OTOLOGI- 
CAL  SOCIETY,  Beverly  Hills,  Calif,  Apr  3-5,  1979,  Ann  R Holm,  2954 
Dormann  Road,  Broomall,  PA  19008. 

■ AMERICAN  LUNG  ASSOCIATION  OF  TEXAS,  Austin,  Apr  26-28, 
1979.  Linda  Nichols,  7701  N Lamar  Blvd,  Austin,  TX  78752. 

AMERICAN  MEDICAL  ASSOCIATION,  32nd  National  Conference  on 
Rural  Health,  St  Paul,  Minn,  Apr  18-21,  1979  535  North  Dearborn, 
Chicago,  IL  60610. 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIATION,  Anaheim, 
Calif,  Apr  30-May  4,  1979  150  North  Wacker  Drive,  Chicago,  IL  60606. 

AMERICAN  PEDIATRIC  SOCIETY,  Atlanta,  Apr  30-May  4,  1979. 

David  Goldring,  St  Louis  Children's  Hospital,  500  S Kingshighway, 

St.  Louis,  MO  63110. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  New  Orleans,  Apr 
26-29,  1979.  William  R Ramsey,  2550  M Street,  NW,  Suite  620, 
Washington,  DC  20037. 

GEORGIA  LUNG  ASSOCIATION,  Savannah,  Ga,  Apr  26-28,  1979. 

Flay  W Sellers,  1383  Spring  St,  NW,  Atlanta,  GA  30309. 

■ HOUSTON  SOCIETY  OF  CLINICAL  PATHOLOGISTS,  Houston,  Apr 
28,  1979.  Mrs  Luna,  6516  Bertner,  Houston,  TX  77030. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  Monte  Carlo,  Paris, 
Tours,  France,  Apr  26-May  10,  1979.  Alfred  J Cantor,  MD,  Box  L,  Great 
Neck,  LI,  NY  11023. 
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NATIONAL  CONFERENCE  ON  HIGH  BLOOD  PRESSURE  CONTROL, 
vT  j'i  ipgion.  DC,  Apr  4-6,  1979,  Julie  Knowles,  1501  Wilson  Blvd, 

: '..e  600,  Arlington,  VA  22209. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY,  New  Orleans, 

Apr  27-May  1 , 1979.  Lois  Neary,  1 430  Tulane  Ave,  New  Orleans,  LA 
70112, 

SOUTHWESTERN  SURGICAL  CONGRESS,  Las  Vegas,  Apr  23-26, 
1979.  Jack  A Barney,  MD,  708  Physicians  & Surgeons  Bldg,  Oklahoma 
City,  OK  73103, 

■ TEXAS  DENTAL  ASSOCIATION,  Austin,  Apr  26-29,  1979.  Beverly 
Bane.  1946  S IH  35,  Austin,  TX  78704, 

■ TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY.  Bandera.  Apr  6-8,  1979, 
Frank  E Crumley,  MD,  3600  Gaston  Ave.  Dallas,  TX  75246. 

■ TEXAS  SURGICAL  SOCIETY,  Fort  Worth.  Apr  1-3,  1979.  William  D. 
Barnett,  MD,  1004  N Washington,  Dallas,  TX  75204. 

■ TEXAS  THORACIC  SOCIETY,  Austin,  Apr  26-28,  1979. 

Linda  Nichols,  7701  N Lamar  Blvd,  Austin,  TX  78752. 

■ VALLEY  FAMILY  PHYSICIANS  CONFERENCE,  McAllen,  Apr  5-7, 
1979.  Mario  Ramirez,  MD,  Rt  2,  Box  10,  Rio  Grande  City,  TX  78582. 

MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  Washington,  DC,  May  14-17, 
1979  RH  Shamburek,  MD.  Washington  National  Airport,  Washington, 
DC  20001. 

AMERICAN  ASSOCIATION  OF  CLINICAL  UROLOGISTS,  New  York, 
May  1 1-12,  1979.  Brent  Faber,  2017  Walnut  St,  Philadelphia,  PA 
19103. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Washington,  DC,  May 
22-25,  1979.  James  W Dilley.  2807  Central  Street,  Evanston,  IL  60201 

■ AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS,  TEXAS 
CHAPTER,  Corpus  Christi,  May  20-23,  1979.  Joel  Hellmann,  MD, 
Secretary,  12605  East  Freeway,  Suite  620,  Houston,  TX  77015 

AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  Palmetto  Dunes,  SC, 

May  9-13, 1979.  Betty  Hanna,  1340N  Astor,  Suite  2608,  Chicago.  IL  60610. 

AMERICAN  COLLEGE  OF  SPORTS  MEDICINE,  Waikiki  Beach, 

Hawaii,  May  21-27,  1979.  Carol  Christison,  Univ  of  Wisconsin,  1440 
Monroe  St,  Madison,  Wl  53706. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH  TEXAS  CHAPTER, 
Dallas,  May  18-19,  1979.  Felix  P Peppard,  MD,  401  Baylor  Plaza, 

3600  Gaston  Ave,  Dallas,  TX  75246. 

AMERICAN  MEDICAL  ASSOCIATION,  75th  Congress  on  Medical 
Education,  Washington,  DC,  May  9-13,  1979.  Jackson  W Riddle,  MD, 
535  N Dearborn,  Chicago,  IL  60610. 

AMERICAN  OPHTHALMOLOGICAL  SOCIETY,  Hot  Springs,  Va,  May 
27-30,  1979  Robert  Hollenhorst,  MD.  Mayo  Clinic,  200  1st  St,  SW, 
Rochester,  MN  55901, 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  TEXAS  CHAP- 
TER, Austin.  May  16-19,  1979.  Jean  Carpenter,  211  E 7th  Street, 

Austin,  TX  78701 . 

AMERICAN  PSYCHIATRIC  ASSOCIATION.  Chicago,  May  14-18, 

1979.  Melvin  Sabshen,  MD,  8 S Michigan  Ave,  Chicago,  IL  60603. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC  SURGERY,  Colo- 
rado Springs,  May  6-10,  1979.  Donald  R Klein,  MD,  6546  LBJ  Free- 
way, Suite  100,  Dallas,  TX  75240. 

AMERICAN  THORACIC  SOCIETY  OF  THE  AMERICAN  LUNG  ASSO- 
CIATION, Las  Vegas,  May  13-16,  1979.  Sandy  R lannotta,  1740  Broad- 
way, New  York,  NY  10019. 


AMERICAN  UROLOGICAL  ASSOCIATION,  New  York,  May  14-17, 

1979.  RJ  Hannigan,  1120  N Charles  St,  Baltimore.  MD  20201. 

DIGESTIVE  DISEASE  WEEK,  New  Orleans,  May  19-25,  1979.  Charles 
B Slack,  6900  Grove  Road,  Thorofare,  NY  08086 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF  BLINDNESS,  New 
York.  May  17,  1979.  Virginia  C Boyce.  79  Madison  Ave,  New  York,  NY 
10016. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  Dallas.  May  3,  1979.  Don  L 
McCord,  MD,  5035  Ave  0,  Clifton,  TX  76634. 

■ TEXAS  ASSOCIATION  OF  NEUROLOGICAL  SURGEONS,  Dallas, 
May  4-5,  1979  William  J Nelson,  1810  Murchison  Drive,  El  Paso, 

TX  79902. 

■ TEXAS  ASSOCIATION  OF  PHYSICIANS  IN  NUCLEAR  MEDICINE. 
Dallas,  May  5,  1979.  Marcos  Calderon,  7000  Fannin  #M50,  Houston, 

TX  77030. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Dallas,  May  5,  1979.  James 
B.  Howell,  MD,  3600  Gaston  Ave,  Dallas.  TX  75246. 

■TEXAS  MEDICAL  ASSOCIATION,  Annual  Session,  Dallas,  May  3-6, 
1979.  C.  Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701. 

■TEXAS  NURSING  HOME  ASSOCIATION.  San  Antonio,  May  1-5, 
1979.  Sidney  Rich,  6225  Hwy  290  East,  Austin,  TX  78741. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Dallas,  May  4-5, 
1979.  Rodolfo  E Margo,  MD,  Mid-Valley  Medical  Arts  Bldg.  #16, 
Weslaco,  TX  78596. 

■TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  Dallas,  May  4-5, 
1979  Byron  Bailey,  MD,  UT  Medical  Branch.  Galveston,  TX  77550. 

■TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSICIANS,  Dallas,  May  3- 
6,  1979.  Hugh  Tullos,  MD,  6535  Fannin  St,  Houston,  TX  77025. 

JUNE 

AMERICAN  ASSOCIATION  OF  NEUROPATHOLOGISTS,  Kansas  City, 
Mo,  June  8-10,  1979.  J Douglas  Balentine,  MD.  Medical  Univ  of  South 
Carolina,  Charleston,  SC  29401. 

AMERICAN  SOCIETY  OF  COLON  & RECTAL  SURGEONS,  Atlanta, 
June  10-14,  1979.  Harriette  Gibson.  615  Grisworld,  Suite  516,  Detroit, 
Ml  48226. 

■ HOLISTIC  HEALTH  ASSOCIATION,  Houston,  June  2-3,  1979.  Sheila 
A Schneider,  5001  Richmond,  Houston,  TX  77056. 

FLYING  PHYSICIANS  ASSOCIATION,  INC,  Grossingers,  NY,  June 
17-22,  1979.  Albert  Carriere,  801  Green  Bay  Rd,  Lake  Bluff,  IL  60044. 

INTERNATIONAL  ASSOCIATION  FOR  SUICIDE  PREVENTION, 
Ottawa,  Canada,  June  17-20,  1979.  700-71  Bank  St,  Ottawa,  Canada 
KIP  5N2 

INTERNATIONAL  CARDIOVASCULAR  SOCIETY,  Nashville,  Tenn, 
June  28-29,  1979.  AD  Callow,  MD.  171  Harrison  Ave,  Boston,  MS 
02111. 

ROCKY  MOUNTAIN  NEUROSURGICAL  SOCIETY,  Jackson  Hole, 

Wyo,  June  10-14,  1979.  Michael  McNally,  MD,  2125  E LaSalle,  Colo- 
rado Springs,  CO  80909. 

■TEXAS  ASSOCIATION  OF  MENTAL  DEFICIENCY,  Corpus  Christi, 
June  1979.  John  Hannum,  Box  5482,  Austin,  TX  78763. 


The  "Meetings  " section  is  prepared  by  Ms  Patricia  Jeter,  administrative 
assistant  for  continuing  medical  education,  Texas  Medicine  Depart- 
ment. 


TEXAS  MEDICINE 


CONTINUING  EDUCATION  COURSES 


APRIL 


Arthritis  & Rheumatism 


Title:  Arthritis:  What's  New  in  Management'^ 

Sponsors:  Rheumatic  Diseases  Unit,  Depart- 
ment of  Internal  Medicine,  UT  Health  Science 
Center  at  Dallas;  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 

Location  of  course:  Denton,  Texas 

Date  April  21,  1979 

Duration:  Continuous:  1 day;  Saturday; 
8am-4pm;  6 total  course  hours 

Fee  $10 

Designed  for  General  practitioners; 
Specialists  in  Internal  Medicine,  Family 
Medicine,  Orthopedic  Surgery 

Credit:  AAFP,  Prescribed:  Category  1,  AMA 
Physician's  Recognition  Award,  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact;  George  J,  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


Cardiovascular  Disease 


Titie.  Cardiac  Ischemia  and  Arrhythmias — 
Current  Concepts  for  Diagnosis  and  Treat- 
ment 

Sponsors;  International  Medical  Education 
Corporation,  Colorado 

Location  of  course:  Marriott  Hotel,  Dallas 

Date:  April  27-29,  1979 

Duration:  Continuous;  272  days;  Fnday- 
Sunday 

Fee;  $215,  physicians;  $1 15,  technicians  and 
nurses 

Designed  for:  General  practitioners;  Special- 
ists in  Internal  Medicine,  other  allied  health 
personnel  who  treat  patients  with  cardiovas- 
cular disease 

Enrollment:  Minimum,  25;  Maximum,  75 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  13  hours 

Contact:  Division  of  Postgraduate  and  con- 
tinuing Medical  Education,  International  Med- 
ical Education  Corporation,  64  Inverness 
Drive  East,  Englewood,  CO  801 12  800/ 
525-8646  ext  236 


Family  Medicine 


Title;  Family  Practice  Faculty  Development 
Workshop 


Sponsors:  McLennan  County  Medical  Edu- 
cation & Research  Foundation,  Waco;  Family 
Practice  Residency  Program,  Memorial  Med- 
ical Center,  Corpus  Christi 

Location  of  course:  Sheraton  Inn,  Corpus 
Christi 

Date  Apr  21-22,  1979 

Duration:  Continuous;  2 days;  Saturday- 
Sunday 

Fee:  $60 

Credit  AAFP;  12  hours 

Contact  Maurice  Hitchcock,  McLennan 
County  Medical  Education  and  Research 
Foundation,  Box  3276,  Waco,  TX  76707 


Forensic  Medicine 


Title  Advanced  Forensic  Pathology  VI 

Sponsors:  American  Society  of  Clinical 
Pathologists 

Location  of  course:  Southwestern  Institute  of 
Forensic  Sciences,  2050  Stemmons  Freeway, 
Dallas 

Date  April  9-13,  1979 

Duration:  Continuous;  4 days;  8 hours  instruc- 
tion; Monday-Friday;  8:30am-5pm;  32  total 
course  hours 

Fee  To  be  announced 

Designed  for:  Specialists  in  Pathology, 
Forensic  Medicine 

Enrollment.  Minimum,  20,  Maximum,  40 

Credit  Categ^ory  1 , AMA  Physician's  Recogni- 
tion Award;  Category  A1 , Pathology  Continu- 
ing Medical  Education  Certificate;  32  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact  Manager,  Educational  Center  Pro- 
grams, 2100  W Harrison  Street,  Chicago,  IL 
60612 


Internal  Medicine 


Title:  Complications  of  Uremia 

Sponsors:  American  College  of  Physicians; 
US  Army  Institute  of  Surgical  Research  and 
Brooke  Army  Medical  Center,  San  Antonio 

Location  of  course:  La  Mansion  Del  Norte 
Hotel,  Loop  410  & McCullough,  San  Antonio 

Date:  April  2-6,  1979 

Duration:  Continuous;  5 days;  Monday- 
Friday 

Fee:  ACP  members,  F.A.C.P  , Resident  and 
Research  Fellows,  $327;  non-members, 
$436;  ACP  associates,  $163 


Designed  for.  General  practitioners; 
Specialists  in  Internal  Medicine 

Enrollment  Minimum,  100;  Maximum,  200 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  30  hours 

Teaching  methods:  Audiovisual  materials, 
clinical  conference,  lecture,  open  question, 
panel,  seminar 

Contact:  Linda  Salsinger,  Postgraduate  Dept, 
American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia,  PA  19104 


Otolaryngology 


Title  Cancers  ot  the  Head  and  Neck 

Sponsors:  Houston  Society  of  Clinical  Pathol- 
ogists, American  Cancer  Society 

Location  of  course:  Auditorium,  Jesse  Jones 
Library,  Texas  Medical  Center,  Houston 

Date,  April  28,  1979 

Duration:  Continuous;  1 day;  8 hours  instruc- 
tion 

Fee  $80.  physicians,  $40,  residents 

Designed  for;  Specialists  in  Pathology, 
Otolaryngology 

Credit.  Category  1 , AMA  Physician's  Recogni- 
tion Award,  672  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  Malcolm  H McGavran,  MD,  6516 
Bertner,  Houston,  TX  77030 


Pathology 


Title:  CAP  Laboratory  Management  Seminar 

Sponsors:  College  of  American  Pathologists 

Location  of  course;  La  Mansion  Paseo  del  Rio, 
San  Antonio 

Date:  April  18-20,  1979 

Duration  Continuous;  3 days;  Wednesday- 
Friday:  8am-5pm 

Fee  $325 

Designed  for  Pathologists,  hospital  adminis- 
trators, medical  technologists 

Enrollment  Minimum,  16;  Maximum,  22 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award,  25  hours;  Category  B-4,  CAP,  15 
hours 

Teaching  methods:  Audiovisual  materials, 
programmed  instruction  (self-teaching  de- 
vice), lecture,  open  question,  seminar 

Contact:  Lucy  Klein,  Adm  Asst,  Educational 
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Service:;,  7400  N Skokie  Blvd.  Skokie,  IL 
60077 


Pediatrics 


Title'  Annual  Child  Health  Center 
Postgraduate  Review,  1979 

Sponsors:  Department  of  Pediatrics,  UT  Medi- 
cal Branch;  Pediatric  Alumni  Foundation, 
Galveston 

Location  of  course:  Child  Health  Center,  UT 
Medical  Branch,  Galveston 

Date:  April  19-21,  1979 

Duration:  Continuous;  3 days;  5 hours  instruc- 
tion per  day;  Thursday-Saturday;  15  total 
course  hours 

Fee:  $175 

Designed  for:  Specialists  in  Family  Medicine, 
Pediatrics 

Credit:  AAFP,  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award;  15  hours 

Teaching  methods  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact;  M.  E Haggard,  MD,  Department  of 
Pediatrics,  UT  Medical  Branch,  Galveston,  TX 
77550 


Physical  Medicine  & Rehabilitation 


Title;  13th  Comprehensive  Review  Course  in 
Physical  Medicine  & Rehabilitation 

Sponsors;  Baylor  College  of  Medicine,  Hous- 
ton 

Location  of  course:  Holiday  Inn-Medical 
Center,  6701  South  Main,  Houston 

Date:  April  16-26,  1979 

Duration:  Continuous;  10  days;  77  total  course 
hours 

Fee:  $175 

Designed  for:  General  practitioners; 
Specialists  in  Physical  Medicine  & Rehabilita- 
tion 

Enrollment;  Minimum,  50;  Maximum,  100 

Credit:  AAFP,  Elective,  Category  1,  AMA 
Physician's  Recognition  Award:  77  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  Fred  M Taylor,  MD,  Director,  Office 
of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston, 

TX  77030 


Surgery 


Title:  Complications  of  Surgical  Diagnosis 
and  Treatment 

Sponsors:  Department  of  Surgery,  UT  Health 
Science  Center  at  Dallas;  A,  Webb  Roberts 
Center  for  Continuing  Education,  Dallas 

Location  of  course;  UT  Health  Science  Center 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas 

Date:  April  19-21 , 1979 

Duration:  Continuous;  21/2  days;  Thursday- 
Saturday 

Fee;  $200 


Designed  for  General  practitioners; 
Specialists  in  Surgery 

Enrollment  Maximum,  275 

Credit:  Category  1.  AMA  Physician's  Recog- 
nition Award;  1'7  hours 

Teaching  methods:  Audiovisual  materials, 
panel,  seminar 

Contact:  George  J Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


MAY 


ANNUAL  SESSION  COURSES 

Editor's  Note:  The  following  courses  are 
presented  in  conjunction  with  Texas  Medi- 
cal Association's  Annual  Session,  May  3- 
6, 1 979,  in  Dallas.  Each  course  is  sponsored 
or  cosponsored  by  TMA.  TMA  members  do 
not  pay  a registration  fee  for  the  Session; 
nonmember  physicians  will  be  charged  $25. 
It  is  not  necessary  to  register  in  advance  for 
these  courses;  however,  you  may  wish  to 
register  in  advance  for  the  Annual  Session 
(see  insert). 


Adolescent’s  Medical  Care 


Title:  Conference  on  School  Health' 

Sponsors:  Texas  Medical  Association,  Austin 

Location  of  course:  Regency  Ballroom  B & C, 
Hyatt  Regency  Dallas,  300  Reunion  Blvd,  Dal- 
las 

Date:  May  3,  1979 

Duration:  Continuous;  1 day;  Thursday; 
8am-4  15pm;  5 total  course  hours 

Fee  None 

Designed  for  General  practitioners; 
Specialists  in  Adolescent  Medical  Care; 
School  administrators;  School  nurses 

Credit;  AAFP,  Elective:  Category  1 , AMA 
Physician's  Recognition  Award;  5 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session.  TMA,  1 905  N Lamar 
Blvd,  Austin,  TX  78705 


Aerospace  Medicine 


Title:  Scientific  Program,  Flying  Physicians 
Association,  Texas  Chapter;  Texas  Air- 
Medics  Association' 

Sponsors:  Flying  Physicians  Association, 
Texas  Chapter;  Texas  Air-Medics  Associa- 
tion; Texas  Medical  Association,  Austin 

Location  of  course:  Duncan  B,  Hyatt  Regen- 
cy Dallas,  300  Reunion  Blvd,  Dallas 

Date,  May  2-3,  1979 

Duration;  Continuous;  V/2  days;  Wednesday, 
tours  1-4pm;  Thursday;  9am-4pm 

Fee  None 

Designed  for;  Specialists  in  Aerospace 
Medicine 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award 


Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session.  TMA,  1905  N Lamar 
Blvd.  Austin,  TX  78705 


Allergy 


Title:  Section  on  Allergy' 

Sponsors:  Texas  Medical  Association,  Austin 

Location  of  course:  Bryan  A,  Hyatt  Regency 
Dallas,  300  Reunion  Blvd,  Dallas 

Date:  May  4.  1979 

Duration:  Continuous;  1 day;  Friday:  10am- 
5pm:  5 total  course  hours 

Fee:  None 

Designed  for  General  practitioners; 
Specialists  in  Allergy 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  5 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Anesthesiology 


Title:  Scientific  Program,  Texas  Society  of 
Anesthesiologists' 

Sponsors:  Texas  Society  of  Anes- 
thesiologists; Texas  Medical  Association, 
Austin 

Location  of  course;  Cascade  A,  Hyatt  Re- 
gency Dallas,  300  Reunion  Blvd,  Dallas 

Date:  May  5,  1979 

Duration:  Continuous;  1 day;  Saturday; 
8:15am-4:30pm;  6 total  course  hours 

Fee:  None 

Designed  for:  Specialists  in  Anesthesiology 

Credit:  AAFP  Elective;  Category  1,  AMA 
Physician's  Recognition  Award,  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Arthritis  & Rheumatism 


Title:  Symposium  on  Rheumatic  Diseases' 

Sponsors:  Texas  Rheumatism  Association; 
Texas  Medical  Association,  Austin 

Location  of  course:  Sam  Houston  Room, 
Sheraton-Dallas  Hotel,  Southland  Center, 
Dallas 

Duration:  Continuous;  Va  day;  Friday;  2-5pm; 
3 total  course  hours 

Fee:  None 

Designed  for:  General  practitioners:  Special- 
ists in  Arthritis  & Rheumatism 

Credit.  AAFP,  Elective;  Category  1,  AMA 
Physician’s  Recognition  Award;  3 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 


TEXAS  MEDICINE 


Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session.  TMA,  1905  N Lamar 
Blvd.  Austin,  TX  78705 


Title:  Scientific  Program,  Texas  Rheumatism 
Association" 

Sponsors,  Texas  Rheumatism  Association; 
Texas  Medical  Association.  Austin 

Location  of  course  State  Room,  Sheraton- 
Dallas  Hotel,  Southland  Center,  Dallas 

Date  May  5,  1 979 

Duration  Continuous,  1 day:  Saturday,  9am- 
5pm;  6 total  course  hours 

Fee  None 

Designed  for:  Specialists  in  Arthritis  & 
Rheumatism 

Credit  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  6 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session.  TMA,  1905  N Lamar 
Blvd,  Austin.  TX  78705 


Cardiovascular  Disease 


Title;  Symposium  on  Cardiovascular 
Diseases* 

Sponsors:  Texas  Medical  Association,  Austin 

Location  of  course:  Cascade  B.  Hyatt  Re- 
gency Dallas,  300  Reunion  Blvd,  Dallas 

Date:  May  3,  1979 

Duration:  Continuous;  1 day;  Thursday; 

8 30am-5pm;  6 total  course  hours 

Fee:  None 

Designed  for:  Specialists  in  Cardiovascular 
Disease 

Credit,  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack.  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Title:  Basic  Cardiac  Life  Support  Course* 

Sponsors:  Texas  Medical  Association;  Ameri- 
can Heart  Association,  Texas  Affiliate,  Inc. 

Location  of  course:  Ballroom  Assembly,  Dal- 
las Hilton  Hotel,  1914  Commerce,  Dallas 

Date  May  4.  1979 

Duration:  Continuous;  '/z  day;  Friday,  8am- 
12pm 

Fee:  $40 

Designed  for;  General  practitioners;  Special- 
ists 

Credit:  AAFP,  Elective;  Category  1.  AMA 
Physician's  Recognition  Award:  4 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Title:  Advanced  Cardiac  Life  Support  Course* 

Sponsors:  Texas  Medical  Association,  Aus- 
tin: American  Heart  Association,  Texas  Affili- 
ate, Inc, 

Location  of  course'  Ballroom  Assembly.  Dal- 
las Hilton  Hotel,  1914  Commerce,  Dallas 

Date  May  4-5,  1978 

Duration:  Continuous,  I'/j  days;  Friday, 
1-5pm;  Saturday,  8am-5pm;  12  total  course 
hours 

Fee:  $120 

Enrollment.  Limited 

Designed  for:  General  practitioners; 
Specialists 

Credit,  AAFP.  Elective,  Category  1,  AMA 
Physician's  Recognition  Award;  12  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session.  TMA,  1905  N Lamar 
Blvd,  Austin.  TX  78705 


Chest  Disease 


Title  Section  on  Diseases  of  the  Chest* 

Sponsors:  Texas  Medical  Association.  Aus- 
tin; American  College  of  Chest  Physicians, 
Texas  Chapter;  Texas  Thoracic  Society 

Location  of  course  Reunion  Ballroom  B. 

Hyatt  Regency  Dallas,  300  Reunion  Blvd, 
Dallas 

Date  May  5,  1979 

Duration:  Continuous;  1 day;  Saturday; 
10am-5pm;  4 total  course  hours 

Fee  None 

Designed  for:  General  practitioners; 
Specialists  in  Chest  Diseases 

Credit  AAFP,  Elective;  Category  1.  AMA 
Physician's  Recognition  Award;  4 hours 

Teaching  methods.  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd.  Austin,  TX  78705 


Dermatology 


Title:  Scientific  Program,  Texas  Dermatologi- 
cal Society* 

Sponsors;  Texas  Dermatological  Society; 
Texas  Medical  Association,  Austin 

Location  of  course  Reunion  Ballroom  H, 
Hyatt  Regency  Dallas,  300  Reunion  Blvd. 
Dallas 

Date:  May  5-6,  1979 

Duration:  Continuous,  Saturday,  9am- 
12:15pm;  Sunday,  9am- 12pm;  6 total  course 
hours 

Fee  None 

Designed  for:  Specialists  in  Dermatology 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  6 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 


Contact  Mrs  Dale  Willimack  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Title:  Postgraduate  Course  on  Office  Der- 
matology* 

Sponsors:  American  Medical  Association, 
Chicago;  Texas  Medical  Association,  Austin 

Location  of  course  Reunion  Ballroom  B 
Hyatt  Regency  Dallas.  300  Reunion  Blvd, 
Dallas 

Date:  May  6,  1979 

Duration  Continuous,  'k  day;  Sunday;  8am- 
1pm:  5 total  course  hours 

Fee:  AMA  members.  $60;  non-members.  $90 

Designed  for;  General  practitioners; 
Specialists 

Credit  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award,  5 hours 

Teaching  methods  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack  Dir.  Depart- 
ment of  Annual  Session.  TMA,  1905  N Lamar 
Blvd,  Austin.  TX  78705 


Electrocardiography 


Title.  Postgraduate  Course  on  Basic  Elec- 
trocardiography* 

Sponsors:  American  Medical  Association, 
Chicago.  Texas  Medical  Association,  Austin 

Location  of  course:  Reunion  Ballroom  A, 

Hyatt  Regency  Dallas.  300  Reunion  Blvd, 
Dallas 

Date  May  6,  1979 

Duration,  Continuous;  '72  day;  Sunday;  8am- 
Ipm;  5 total  course  hours 

Fee:  AMA  members,  $60:  non-members,  $90 

Designed  for.  General  practitioners; 
Specialists 

Credit  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award:  5 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd.  Austin.  TX  78705 


Emergency  Care 


Title:  Symposium  on  Emergency  Medical 
Services* 

Sponsors:  Texas  Medical  Association,  Aus- 
tin; American  College  of  Emergency  Physi- 
cians. Texas  Chapter;  American  Trauma 
Society,  Texas  Division 

Location  of  course:  Cascade  A,  Hyatt  Re- 
gency Dallas,  300  Reunion  Blvd,  Dallas 

Date  May  3,  1979 

Duration:  Continuous;  1 day;  Thursday; 
8:30am-3pm;  5 total  course  hours 

Fee  None 

Designed  for.  General  practitioners; 
Specialists  in  Emergency  Care 

Credit;  AAFP,  Elective;  Category  1.  AMA 
Physician's  Recognition  Award,  5 hours 
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A recent  TMA  conference  on  alcoholism  and 
drug  abuse  drew  more  than  100  participants  to 
hear  nationally  recognized  speakers.  The  con- 
ference used  physician  alcoholism  problems  as  a 
main  example  of  ailment  and  treatment  possi- 
bilities for  people  with  problems. 

Now  you  can  hear  this  important  conference 
in  the  convenience  of  your  office,  home  or  car. 
Just  clip  the  handy  order  form  and  order  today. 
Tape  A; 

“The  Disease  Concept  of  Alcoholism”  by 
Stanley  Gitlow,  M.D.,  of  New  York’s  Mt.  Sinai 
Medical  School; 

“Comprehensive  Rehabilitation  Systems:  a Multi- 
model Therapeutic  Approach”  by  K.  D.  Chara- 
lampous,  M.D.,  of  Texas  Tech  University’s 
Medical  School. 

Tape  B; 

“Effective  Therapeutic  Intervention;  Physician  to 
Physician;  Physician  to  Patient”  by  G.  Douglas 
Talbott,  M.D.,  of  the  Ridgeview  Institute  in 
Georgia  and  by  Leslie  Ansley,  M.D.,  chairman 
of  TMA’s  Physician  Health  Rehabilitation 
Committee. 


Please  send  me  the  following  tape(s)  at  $5  each: 

Tape  A; Tape  B 

(No.)  (No.) 


Total  tapes  ordered: 

Total  $: 
Check  enclosed: 
Bill  me: 


Please  print 

Name  

Address  

City  State Zip  _ 

Send  to:  Tapes  Offer  DA,  Texas  Medical  Association, 
1801  N.  Lamar,  Austin,  Tex  78701. 


Tenuate”® 

(diathylpropion  hydrochloride  NF) 

Tenuate  Dospan^ 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  In  their  use  such  as  those 
d6scrib6d  bslow 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Depettdence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  ol  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  and  related  drugs  may 
be  associateii  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  ot  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  Is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
tor  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  ot  guanethidine.  The  least  amount  feasible  shoulrf  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness.  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  bemor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine: 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset,  f/e/na- 
topoietic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  : A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increaserf  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controllerf-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states.Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  In  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
pheniolamine  (Regitine®)  has  been  suggesterf  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U.SA. 

Licensor  ot  Merrell® 

References:  1.  Citations  available  on  request- Medical  Research 
Department,  MERRELL  RESEARCH  CENTER, MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215  2.  Hoekenga,  M.T., 
O'Dillon,  R.H.,  and  Leyland.H.M  : A Comprehensive  Review  of  Dieth- 
ylpropion Hydrochloride.  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy,  Jan.  20-21, 1977. 

Merrell 
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TEXAS  MEDICINE 


Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


Ihnuate  Dospan  ^ 

(diethylpropion  hydrocraorkle  NF) 

75  mg.  controlled-release  tablets 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page. 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program.^ 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has^P 
been  reported  useful  in  obese  patients  with  hypertension,  symp-' 
tomatic  cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 


In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation."^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 
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data  on  the  pain  of  acute  custitls 

lillB7%  of  patients 
Itudied  [303  of  349], 
Hzo  GantanoT  reduced 
pain  and^r  burning 


witMn  24  hours 


A controlled,  multicenter  study  assessed  the  efficacy  of 

A;o  jn^ieli^'ing  ^ burning  as^ccialed  with 


hre 


Fast  pain  reiief  plus  effective  antibacterial  action 

Hzd  Gantanor 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 


Before  prescribing,  please  consult  complete  pi 
uct  information,  a summary  of  which  follows: 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organis 
• Usually  £.  coli,  Klebsiella-Aerobacter,  Staphyl 
coccus  aureus,  Preteus  mirabilis,  and,  less  fre 
quently,  Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  C 
fully  coordinate//!  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response;  i 
aminobenzoic  acid  to  follow-up  culture  media, 
increasing  frequency  of  resistant  organisms  tin 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels  a 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  a 
during  nursing  period;  because  Azo  Gantanol  o. 
tains  phenazopyridine  hydrochloride  it  isconto 
dicated  in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy  with  G 
disturbances. 

Warnings;  Safety  during  pregnancy  not  establi" 
Deaths  from  hypersensitivity  reactions,  agranut 
tosis,  aplastic  anemia  and  other  blood  dyscras,; 
have  been  reported  and  early  clinical  signs  (soi' 
throat,  fever,  pallor,  purpura  or  jaundice)  may  i' 
dicate  serious  blood  disorders.  Frequent  CBCai 
urinalysis  with  microscopic  examination  are  rec 
ommended  during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  with  im- 
paired renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate  ' 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  c/ystalluria  a™ 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopi 
thrombinemia  and  methemoglobinemia);  alleri 
reactions  (erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  necrolys 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  phot 
sensitization,  arthralgia  and  allergic  myocarditi 
G.l.  reactions  (nausea,  emesis,  abdominal  pair 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  periphes 
neuritis,  mental  depression,  convulsions,  ataxie 
hallucinations,  tinnitus,  vertigo  and  insomnia), 
miscellaneous  reactions  (drug  fever,  chills,  to)  ' 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  di 
uretics  (acetazolamide,  thiazides)  and  oral  hy;x 
glycemic  agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and  hyp; 
glycemia.  Cross-sensitivity  with  these  agents  ma 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute, 
painful  phase  of  urinary  tract  infections.  Usual  ^ 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Gm 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be  sought. 
After  relief  of  pain  has  been  obtained,  continue; 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-n 
dye  (phenazopyridine  HCI)  will  color  the  urine 
Supplied:  Tablets,  red,  film-coated,  each  contaii 
ing  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  500, 

<X  Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche)' 
/ Nutley,  New  Jersey  07110 


Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


Teaching  methods'  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd  Austin,  TX  78705 


Title:  Postgraduate  Course  on  Surgical 
Emergency  Room  Problems' 

Sponsors  American  Medical  Association, 
Chicago;  Texas  Medical  Association,  Austin 

Location  of  course:  Regency  Ballroom  B, 
Hyatf  Regency  Dallas,  300  Reunion  Blvd 
Dallas 

Date:  May  6,  1979 

Duration:  Continuous:  Vi  day;  Sunday;  8am- 
1pm;  5 total  course  hours 

Fee  AMA  members,  $60;  non-members,  $90 

Designed  for.  General  practitioners: 
Specialists  in  Emergency  Care,  Surgery 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award,  5 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Title:  Postgraduate  Course  on  Pediatric 
Emergencies* 

Sponsors:  American  Medical  Association, 
Chicago;  Texas  Medical  Association,  Austin 

Location  of  course:  Regency  Ballroom  C, 
Hyatf  Regency  Dallas,  300  Reunion  Blvd, 
Dallas 

Date:  May  6,  1979 

Duration:  Continuous:  'h  day;  Sunday;  8am- 
1 pm,  5 total  course  hours 

Fee:  AMA  members,  $60,  non-members,  $90 

Designed  for:  General  practitioners; 
Specialists 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award,  5 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Endocrinology 


Title:  Scientific  Program,  Texas  Diabefes 
and  Endocrine  Association* 

Sponsors:  Texas  Diabetes  and  Endocrine 
Association:  Texas  Medical  Association 

Location  of  course:  Cascade  A,  Hyatt  Re- 
gency Dallas,  300  Reunion  Blvd,  Dallas 

Date:  May  4,  1979 

Duration:  Continuous,  1 day;  Friday; 
8;15am-4:30pm;  6 total  course  hours 

Fee:  None 

Designed  for:  Specialists  in  Endocrinology 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 


Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Family  Medicine 


Title:  Texas  Academy  of  Family  Physicians 
Seminar" 

Sponsors:  Texas  Academy  of  Family  Phy- 
sicians; Texas  Medical  Association,  Austin 

Location  of  course  Reunion  Ballrooms  A & B, 
Hyaft  Regency  Dallas,  300  Reunion, 

Dallas 

Dale;  May  3,  1979 

Duration:  Continuous;  1 day;  Thursday; 
8:15am-5pm;  6 total  hours 

Fee:  $20 

Designed  for:  General  practitioners 

Credit:  AAFP,  Prescribed;  Category  1.  AMA 
Physician's  Recognition  Award;  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Title:  Section  on  Family  Practice* 

Sponsors:  Texas  Medical  Association, 

Austin 

Location  of  course:  Reunion  Ballroom  H, 
Hyatt  Regency  Dallas,  300  Reunion  Blvd, 
Dallas 

Date:  May  4,  1979 

Duration:  Continuous;  1 day,  Friday,  10am- 
5pm;  4 total  course  hours 

Fee:  None 

Designed  for:  General  practitioners 

Credit:  AAFP,  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award,  4 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Gastroenterology 


Title:  Section  on  Digestive  Diseases* 

Sponsors:  Texas  Medical  Association,  Aus- 
tin; Texas  Society  for  Gastrointestinal  Endo- 
scopy 

Location  of  course:  Latimer  A,  Hyatt  Regency 
Dallas,  300  Reunion  Blvd,  Dallas 

Date:  May  4,  1979 

Duration:  Continuous,  1 day;  Friday;  8:15am 
-12:15pm;  4 total  course  hours 

Fee:  None 

Designed  for:  General  practitioners; 
Specialists  in  Gastroenterology 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  4 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 


Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Title:  Postgraduate  Course  on  Treatment  of 
Common  Digestive  Diseases* 

Sponsors:  American  Medical  Association, 
Chicago;  Texas  Medical  Association,  Austin 

Location  of  course.  Regency  Ballroom  A 
Hyatf  Regency  Dallas,  300  Reunion  Blvd, 
Dallas 

Date:  May  6,  1979 

Duration  Continuous;  'h  day;  Sunday;  8am- 
1pm;  5 total  course  hours 

Fee;  AMA  members,  $60;  non-members,  $90 

Designed  for  General  practitioners; 
Specialists  in  Gastroenterology 

Credit;  AAFP,  Elective;  Category  1 AMA 
Physician's  Recognition  Award,  5 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


General  Medicine 


Title:  Symposium  on  Teenage  Pregnancy* 

Sponsors:  Texas  Medical  Association,  Austin 

Location  of  course  Regency  Ballroom  A, 
Hyatt  Regency  Dallas,  300  Reunion  Blvd, 
Dallas 

Date:  May  3,  1979 

Duration  Continuous;  1 day,  Thursday; 
8,15am-5pm,  7 total  course  hours 

Fee:  None 

Designed  for:  General  practitioners; 
Specialists  in  Obstetrics  & Gynecology, 
Pediatrics,  Family  Medicine 

Credit,  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  7 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact.  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin.  TX  78705 


Geriatrics 


Title;  Scientific  Program,  Texas  Health  Care 
Medical  Directors  Association* 

Sponsors:  Texas  Health  Care  Medical  Direc- 
tors Association;  Texas  Medical  Association, 
Austin 

Location  of  course:  Latimer  A,  Hyatt  Regency 
Dallas,  300  Reunion  Blvd,  Dallas 

Date,  May  3,  1979 

Duration:  Continuous;  Thursday;  1:30- 
5pm;  4 total  course  hours 

Fee;  None 

Designed  for;  General  practitioners; 
Specialists  in  Geriatrics 

Credit,  AAFP,  Elective;  Category  1,  /JiMA 
Physician's  Recognition  Award,  4 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 
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Coiitart  Mrs  Dale  Willimack  Dir,  Depart- 
. ^ ri:  ■',(  Session.  TMA,  1905  N Lamar 

L:  - . .Ml,  TX  78705 


Mile-  Symposium  on  Common  Digestive  Dis- 
eases in  the  Aged' 

Sponsors  Texas  Medical  Association,  Austin 

Location  of  course,  Latimer  A,  Hyatt  Regency 
Dallas.  300  Reunion  Blvd,  Dallas 

Date  May  3,  1979 

Duration:  Continuous,  Thursday,  8:30am- 
12pm;  3 total  course  hours 

Fee,  None 

Designed  for:  General  practitioners; 
Specialists  In  Geriatrics 

Credit:  AAFP,  Elective,  Category  1,  AMA 
Physician's  Recognition  Award,  3 hours 

Teaching  methods.  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack.  Dir,  Depart- 
ment of  Annual  Session,  TMA.  1905  N Lamar 
Blvd,  Austin.  TX  78705 


Internal  Medicine 


Title  Section  on  Internal  Medicine" 

Sponsors:  Texas  Medical  Association,  Austin 

Location  of  course.  Reunion  Ballroom  G, 
Hyatt  Regency  Dallas.  300  Reunion  Blvd, 
Dallas 

Date:  May  4.  1979 

Duration:  Continuous;  1 day;  Friday;  10am- 
5 pm;  5 total  course  hours 

Fee;  None 

Designed  for  General  practitioners; 
Specialists  in  Internal  Medicine 

Credit:  AAFP.  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  5 hours 

Teaching  methods.  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA.  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Title;  Postgraduate  Course  on  Infectious  Dis- 
eases and  Antibiotics' 

Sponsors:  American  Medical  Association, 
Chicago;  Texas  Medical  Association,  Austin 

Location  of  course:  Austin  Room,  Sheraton- 
Dallas  Hotel,  Southland  Center.  Dallas 

Date  May  5,  1979 

Duration:  Continuous;  '/a  day;  Saturday; 

2- 5pm;  3 total  course  hours 

Fee;  AMA  members.  $30;  non-members.  $45 

Designed  for:  General  practitioners; 
Specialists 

Credit;  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  3 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact.  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session.  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Title:  Postgraduate  Course  on  Current  Treat- 
ment of  Hypertension' 

Sponsors:  American  Medical  Association, 
Chicago:  Texas  Medical  Association,  Austin 

Location  of  course:  Houston  Room,  Shera- 
ton-Dallas  Hotel,  Southland  Center,  Dallas 

Date  May  5,  1979 

Duration;  Continuous;  V2  day;  Saturday; 
2-5pm,  3 total  course  hours 

Fee  AMA  members,  $30:  non-members.  $45 

Designed  for.  General  practitioners; 
Specialists 

Credit  AAFP.  Elective,  Category  1.  AMA 
Physician's  Recognition  Award;  3 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack.  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Malignant  Disease 


Title:  Symposium  on  Cancer' 

Sponsors:  American  Cancer  Society,  Texas 
Division;  Texas  Medical  Association,  Austin 

Location  of  course:  Reunion  Ballroom  C, 
Hyatt  Regency  Dallas,  300  Reunion  Blvd. 
Dallas 

Date:  May  5,  1979 

Duration,  Continuous;  Saturday;  10am- 
12pm;  2 total  course  hours 

Fee  None 

Designed  for  General  Practitioners; 
Specialists  in  Pathology.  Surgery.  Internal 
Medicine,  Radiology 

Credit:  AAFP.  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  2 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session.  TMA.  1905  N Lamar 
Blvd.  Austin.  TX  78705 


Metabolism 


Title  Postgraduate  Course  on  Acid-Base, 
Fluid  and  Electrolyte  Balance' 

Sponsors:  American  Medical  Association, 
Chicago;  Texas  Medical  Association.  Austin 

Location  of  course.  Reunion  Ballroom  C, 
Hyatt  Regency  Dallas,  300  Reunion  Blvd, 
Dallas 

Date  May  6.  1979 

Duration:  Continuous;  V?  day;  Sunday;  8am- 
1 pm;  5 total  course  hours 

Fee;  AMA  members.  $60;  non-members,  $90 

Designed  for;  General  practitioners; 
Specialists 

Credit;  AAFP,  Elective:  Category  1,  AMA 
Physician's  Recognition  Award;  5 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact;  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA.  1905  N Lamar 
Blvd,  Austin,  TX  78705, 


Neurosurgery 


Title:  Section  on  Neurology* 

Sponsors:  Texas  Medical  Association. 
Austin;  Texas  Neurological  Society 

Location  of  course  Brazos  and  Trinity 
Rooms.  Sheraton-Dallas  Hotel.  Southland 
Center,  Dallas 

Date:  May  3-4  1979 

Duration:  Continuous;  ^V^  days;  Thursday, 
1:30-5pm;  Friday,  8;15am-5pm 

Fee:  None 

Designed  for:  General  practitioners; 
Specialists  in  Neurology 

Credit  AAFP.  Elective;  Category  1,  AMA 
Physician's  Recognition  Award:  9 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir.  Depart- 
ment of  Annual  Session.  TMA.  1905  N Lamar 
Blvd,  Austin.  TX  78705 


Title:  Section  on  Neurological  Surgery" 

Sponsors:  Texas  Medical  Association,  Austin 

Location  of  course:  Trinity  and  Brazos 
Rooms,  Sheraton-Dallas  Hotel.  Southland 
Center,  Dallas 

Date:  May  4-5,  1979 

Duration.  Continuous;  TV?  days;  Friday, 

8 15am-12:30pm:  Saturday.  8 15am- 
12,40pm,  8 total  course  hours 

Fee  None 

Designed  for  General  practitioners; 
Specialists  in  Neurological  Surgery 

Credit.  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  8 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA.  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Obstetrics  & Gynecology 


Title:  Section  on  Obstetrics  and  Gynecology' 

Sponsors;  Texas  Medical  Association,  Austin 

Location  of  course:  Regency  Ballroom  A, 
Hyatt  Regency  Dallas,  300  Reunion  Blvd, 
Dallas 

Date,  May  5,  1979 

Duration:  Continuous;  1 day;  Saturday 
8 15am-5pm;  6 total  course  hours 

Fee:  None 

Designed  for:  General  practitioners; 
Specialists  in  Obstetrics  and  Gynecology 

Credit;  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award,  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact,  Mrs  Dale  Willimack.  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


TEXAS  MEDICINE 


Title:  Postgraduate  Course  on  Office 
Gynecology' 

Sponsors  American  Medical  Association, 
Chicago;  Texas  Medical  Association,  Austin 

Location  of  course,  London  Club,  Sheraton- 
Dallas  Hotel,  Southland  Center,  Dallas 

Date:  May  5,  1979 

Duration:  Continuous;  '/s  day,  Saturday 
1-5pm;  4 total  course  hours 

Fee  AMA  members,  $40;  non-members,  $60 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  4 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Occupational  Medicine 


Title:  Section  on  Occupational  Medicine' 

Sponsors:  Texas  Medical  Association,  Aus- 
tin; Texas  Occupational  Medical  Association 

Location  of  course,  Latimer  B Hyatt  Regency 
Dallas,  300  Reunion  Blvd,  Dallas 

Date:  May  4,  1979 

Duration:  Continuous:  1 day;  Friday;  10am- 
5pm;  5 total  course  hours 

Fee:  None 

Designed  for  General  practitioners; 
Specialists  in  Occupational  Medicine 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  5 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Ophthalmology 


Title:  Section  on  Ophthalmology' 

Sponsors:  Texas  Medical  Association,  Aus- 
tin; Texas  Ophthalmological  Association 

Location  of  course:  Cascade  B,  Hyatt  Re- 
gency Dallas,  300  Reunion  Blvd,  Dallas 

Date:  May  4-5,  1979 

Duration:  Continuous;  2 days;  Friday- 
Saturday;  8am-5pm,  12  total  course  hours 

Fee:  None 

Designed  for  General  practitioners; 
Specialists  in  Ophthalmology 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  12  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Orthopedic  Surgery 


Title:  Scientific  Program,  Texas  Orthopaedic 
Association' 


Sponsors:  Texas  Orthopaedic  Association: 
Texas  Medical  Association,  Austin 

Location  of  course:  South  Ballroom,  Shera- 
ton-Dallas  Hotel,  Southland  Center,  Dallas 

Date:  May  5,  1979 

Duration,  Continuous:  1 day.  Saturday; 
8am-5pm;  6 total  course  hours 

Fee:  None 

Designed  for:  Specialists  in  Orthopedic 
Surgery 

Credit  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  6 hours 

Teaching  methods  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Title  Postgraduate  Course  on  Office  Or- 
thopaedics' 

Sponsors:  American  Medical  Association, 
Chicago:  Texas  Medical  Association,  Austin 

Location  of  course  Pioneer  Room,  Shera- 
ton-Dallas  Hotel,  Southland  Center,  Dallas 

Date  May  5,  1979 

Duration:  Continuous;  'h  day;  Saturday, 
1-5pm;  4 total  course  hours 

Fee  AMA  members.  $40,  non-members,  $55 

Designed  for:  General  practitioners: 
Specialists  in  Orthopedics 

Credit  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award.  4 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact.  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session.  TMA,  1905  N Lamar 
Blvd.  Austin.  TX  78705 


Otolaryngology 


Title:  Section  on  Otolaryngology' 

Sponsors:  Texas  Medical  Association,  Aus- 
tin; Texas  Otolaryngological  Association 

Location  of  course.  Regency  Ballroom  C, 
Hyatt  Regency  Dallas,  300  Reunion  Blvd. 
Dallas 

Date  May  4-5.  1 979 

Duration,  Continuous;  2 days;  Friday,  9am- 
5pm;  Saturday,  9am-5,15pm,  11  total 
course  hours 

Fee:  None 

Designed  for.  General  practitioners; 
Specialists  in  Otolaryngology 

Credit:  AAFP,  Elective:  Category  1.  AMA 
Physician's  Recognition  Award;  11  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd.  Ausfin,  TX  78705 


Pathology 


Title:  Section  on  Pathology' 


Sponsors:  Texas  Medical  Association.  Aus- 
tin; Texas  Society  of  Pathologists,  Inc, 

Location  of  course.  Reunion  Ballroom  G, 

Hyatt  Regency  Dallas,  300  Reunion  Blvd. 
Dallas 

Date.  May  5,  1979 

Duration  Continuous;  1 day.  Saturday; 

8 15am-5pm;  7 total  course  hours 

Fee,  None 

Designed  for:  General  pracfitioners; 
Specialists  in  Pathology 

Credit:  AAFP.  Elective.  Category  1,  AMA 
Physician's  Recognition  Award,  7 hours 

Teaching  methods  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Pediatrics 


Title:  Section  on  Pediatrics' 

Sponsors:  Texas  Medical  Association,  Aus- 
tin; American  Academy  of  Pediatrics.  Texas 
Chapter 

Location  of  course  Latimer  A Hyatt  Re- 
gency Dallas,  300  Reunion  Blvd.  Dallas 

Date  May  5.  1979 

Duration  Continuous:  1 day:  Saturday; 
10am-3  30pm:  3 total  course  hours 

Fee  None 

Designed  for.  General  practitioners; 
Specialists  in  Pediatrics 

Credit:  AAFP,  Elective,  Category  1,  AMA 
Physician's  Recognition  Award,  3 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack.  Dir,  Depart- 
ment of  Annual  Session,  TMA.  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Physical  Medicine  & Rehabilitation 


Title  Section  on  Physical  Medicine  & Reha- 
bilitation' 

Sponsors:  Texas  Medical  Association,  Aus- 
tin; Texas  Physical  Medicine  and  Rehabilita- 
tion Society 

Location  of  course,  Duncan  A.  Hyatt  Re- 
gency Dallas,  300  Reunion  Blvd,  Dallas 

Date:  May  4,  1979 

Duration:  Continuous;  1 day;  Friday:  10am- 
4pm,  4 total  course  hours 

Fee;  None 

Designed  for:  General  practifioners; 
Specialists  in  Physical  Medicine  and  Reha- 
bilitation 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award,  4 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 
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Plastic  Surgery 


Title.  Section  on  Plastic.  Reconstructive,  and 
Maxillofacial  Surgery' 

Sponsors:  Texas  Medical  Association.  Aus- 
tin; Texas  Society  of  Plastic  Surgeons 

Location  of  course:  William  B.  Travis  Room, 
Sheraton-Dallas  Hotel,  Southland  Center, 
Dallas 

Date  May  4-5.  1 979 

Duration  Continuous;  V/2  days;  Friday. 
8;15am-3  15pm,  Saturday,  8 15- 12pm; 

10  total  course  hours 

Fee;  None 

Designed  tor  General  practitioners; 
Specialists  in  Plastic  Surgery 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award.  10  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Proctology 


Title:  Section  on  Colon  and  Rectal  Surgery' 

Sponsors:  Texas  Medical  Association,  Austin 

Location  of  course:  Bryan  A,  Hyatt  Regency 
Dallas,  300  Reunion  Blvd,  Dallas 

Date  May  5,  1979 

Duration  Continuous;  Vz  day;  Saturday; 
815am-12  45pm,  4 total  course  hours 

Fee.  None 

Designed  for  General  practitioners; 
Specialists  in  Proctology 

Credit  AAFP,  Elective;  Category  1.  AMA 
Physician's  Recognition  Award;  4 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA.  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Psychiatry 


Title:  Symposium  on  Depression' 

Sponsors:  Texas  Medical  Association,  Aus- 
tin; CME  Communications,  Inc  , New  York 

Location  of  course  Reunion  Ballroom  H, 
Hyatt  Regency  Dallas,  300  Reunion  Blvd, 
Dallas 

Date;  May  3,  1979 

Duration;  Continuous;  Vz  day;  Thursday; 
8:30-1 1.30am 

Fee:  None 

Designed  for:  General  practitioners; 
Specialists  in  Psychiatry 

Credit:  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  12  hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact.  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA.  1905  N Lamar 
Blvd.  Austin,  TX  78705 


Title  Section  on  Psychiatry' 

Sponsors:  Texas  Medical  Association.  Aus- 
tin; American  Psychiatric  Association,  Texas 
District  Branch 

Location  of  course;  Reunion  Ballroom  A, 

Hyatt  Regency  Dallas,  300  Reunion  Blvd, 
Dallas 

Date:  May  5,  1979 

Duration  Continuous,  1 day;  Saturday; 

8 15am-3:50pm;  5 total  course  hours 

Fee  None 

Designed  for  General  practitioners; 
Specialists  in  Psychiatry 

Credit;  AAFP,  Elective;  Category  1.  AMA 
Physician's  Recognition  Award,  5 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact;  Mrs  Dale  Willimack,  Dir.  Depart- 
ment of  Annual  Session,  TMA  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Title  Symposium  on  Alcoholism  and  Drug 
Abuse' 

Sponsors;  Texas  Commission  on  Alcoholism; 
Texas  Medical  Association  Austin 

Location  of  course:  Reunion  Ballroom  G 
Hyatt  Regency  Dallas.  300  Reunion  Blvd, 
Dallas 

Date:  May  3,  1979 

Duration;  Continuous.  Thursday;  1 30-5pm; 

3 total  course  hours 

Fee  None 

Designed  for;  General  practitioners; 
Specialists 

Credit;  AAFP.  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  3 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact.  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin.  TX  78705 


Public  Health  & Preventive  Medicine 


Title  Section  on  Public  Health' 

Sponsors;  Texas  Medical  Association,  Aus- 
tin; Conference  of  City  and  County  Health 
Officers 

Location  of  course:  State  Room,  Sheraton- 
Dallas  Hotel,  Southland  Center,  Dallas 

Date.  May  4.  1979 

Duration.  Continuous;  1 day,  Friday;  10am- 
5pm;  4 total  course  hours 

Fee;  None 

Designed  for  General  practitioners; 
Specialists  in  Public  Health 

Credit;  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  4 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Radiology  & Radioisotopes 


Title;  Section  on  Radiology' 

Sponsors  Texas  Medical  Association.  Austin 

Location  of  course:  Regency  Ballroom  A. 
Hyatt  Regency  Dallas,  300  Reunion  Blvd. 
Dallas 

Date  May  4,  1979 

Duration  Continuous;  1 day;  Friday,  10am- 
5pm;  4 total  course  hours 

Fee  None 

Designed  for.  General  practitioners; 
Specialists  in  Radiology 

Credit  AAFP,  Elective;  Category  1.  AMA 
Physician's  Recognition  Award,  4 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack.  Dir,  Depart- 
ment of  Annual  Session.  TMA,  1905  N Lamar 
Blvd.  Austin.  TX  78705 


Sports  Medicine 


Title.  Symposium  on  Sport  Medicine' 

Sponsors.  Texas  Medical  Association,  Aus- 
tin; Texas  Society  of  Athletic  Team  Physicians 

Location  of  course;  South  Ballroom,  Shera- 
ton-Dallas Hotel.  Southland  Center,  Dallas 

Date;  May  4,  1979 

Duration.  Continuous;  1 day,  Friday; 

8 30am-3  45pm;  5 total  course  hours 

Fee,  None 

Designed  tor;  General  practitioners; 
Specialists  in  Sports  Medicine;  Trainers; 
Coaches 

Credit  AAFP,  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  5 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd.  Austin,  TX  78705 


Surgery 


Title:  Scientific  Program,  International  Col- 
lege of  Surgeons,  Texas  State  Surgical 
Division' 

Sponsors:  International  College  of  Surgeons. 
Texas  State  Surgical  Division;  Texas  Medical 
Association,  Austin 

Location  of  course;  Latimer  B Hyatt  Regency 
Dallas,  300  Reunion  Blvd,  Dallas 

Date  May  3,  1979 

Duration:  Continuous;  Vz  day;  Thursday; 
2-5pm;  3 total  course  hours 

Fee;  None 

Designed  for;  Specialists  in  Surgery 

Credit:  AAFP,  Elective;  Category  1.  AMA 
Physician's  Recognition  Award;  3 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd,  Austin,  TX  78705 


TEXAS  MEDICINE 


Title:  Section  on  Surgery' 

Sponsors:  Texas  Medical  Association.  Austin 

Location  ol  course  Regency  Ballroom  B. 
Hyatt  Regency  Dallas,  300  Reunion  Blvd, 
Dallas 

Date:  May  4.  1979 

Duration:  Continuous:  1 day:  Friday: 

8 15am-5pm,  6 total  course  hours 

Fee:  None 

Designed  for  General  practitioners: 
Specialists  in  Surgery 

Credit:  AAFP,  Elective:  Category  1,  AMA 
Physician's  Recognition  Award.  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack.  Dir,  Depart- 
ment of  Annual  Session.  TMA,  1905  N Lamar 
Blvd,  Austin.  TX  78705 


Title:  Postgraduate  Course  on  Postoperative 
Complications  After  Abdominal  Surgery* 

Sponsors:  American  Medical  Association, 
Chicago:  Texas  Medical  Association.  Austin 

Location  of  course:  Travis  Room,  Sheraton- 
Dallas  Hotel,  Southland  Center,  Dallas 

Date  May  5 1979 

Duration:  Continuous:  72  day:  Saturday: 
2-5pm:  3 total  course  hours 

Fee:  AMA  members,  $30:  non-members.  $45 

Designed  for.  General  practitioners: 
Specialists 

Credit,  AAFP,  Elective:  Category  1.  AMA 
Physician's  Recognition  Award:  3 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact,  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session.  TMA.  1905  N Lamar 
Blvd,  Austin,  TX  78705 


Urology 


Title:  Section  on  Urology' 

Sponsors:  Texas  Medical  Association,  Austin 

Location  of  course:  Duncan  B,  Hyatt  Re- 
gency Dallas.  300  Reunion  Blvd,  Dallas 

Date:  May  4,  1979 

Duration:  Continuous:  1 day:  Friday:  10am- 
5pm:  5 total  course  hours 

Fee:  None 

Designed  tor:  General  practitioners. 
Specialists  in  Urology 

Credit,  AAFP,  Elective:  Category  1,  AMA 
Physician's  Recognition  Award:  5 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session,  TMA,  1905  N Lamar 
Blvd.  Austin,  TX  78705 


Other:  Nuclear  Medicine 


Title:  Section  on  Nuclear  Medicine* 
Sponsors:  Texas  Medical  Association,  Aus- 


tin. Texas  Association  ol  Physicians  in 
Nuclear  Medicine 

Location  of  course  Duncan  B Hyatt  Re- 
gency Dallas,  300  Reunion  Blvd,  Dallas 

Date:  May  5,  1979 

Duration  Continuous:  1 day:  Saturday, 
8.15am-5pm:  6 total  course  hours 

Fee  None 

Designed  tor:  General  practitioners; 
Specialists  in  Nuclear  Medicine 

Credit,  AAFP.  Elective,  Category  1,  AMA 
Physician's  Recognition  Award;  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact  Mrs  Dale  Willimack,  Dir,  Depart- 
ment of  Annual  Session.  TMA  1905  N Lamar 
Blvd,  Austin,  TX  78705 


OTHER  MAY  COURSES 


Arthritis  & Rheumatism 


Title:  Arthritis:  What’s  New  in  Management? 

Sponsors  Rheumatic  Diseases  Unit,  Depart- 
ment of  Internal  Medicine,  UT  Health  Science 
Center  at  Dallas:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 

Location  of  course.  Kaufman,  Texas 

Date:  May  19,  1979 

Duration  Continuous:  1 day;  Saturday: 
8am-4pm:  6 total  course  hours 

Fee:  $10 

Designed  for:  General  practitioners; 
Specialists  in  Internal  Medicine,  Family 
Medicine,  Orthopedic  Surgery 

Credit,  AAFP,  Prescribed;  Category  1 , AMA 
Physician's  Recognition  Award:  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact,  George  J Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


Family  Medicine 


Title.  Family  Practice  Faculty  Development 
Instructional  Skills  Institute 

Sponsors:  McLennan  County  Medical  Edu- 
cation & Research  Foundation,  Waco 

Location  of  course.  Draper  Academic  Bldg, 
Baylor  University,  Waco 

Date:  May  16-26,  1979 

Duration:  Continuous;  todays 

Fee:  $400 

Designed  for:  Full  and  part-time  faculty  mem- 
bers of  family  practice  residency  programs 

Credit:  AAFP;  60  hours 

Contact  Maurice  Hitchcock,  McLennan 
County  Medical  Education  & Research  Foun- 
dation, Faculty  Development  Center.  Box 
3276,  Waco,  TX  76707 


Title:  Review  Course  In  Family  Practice 

Sponsors:  Division  of  Family  Practice,  Dept 
of  Community  Medicine,  Baylor  College  of 
Medicine.  Houston 

Location  of  course:  Marriott  Motor  Hotel, 
2100  S Braeswood  Houston 

Date:  May  23-26,  1979 

Duration  Continuous:  4 days:  Wednesday- 
Saturday,  34  total  course  hours 

Fee' To  be  announced 

Designed  for  General  practitioners; 
Specialists  in  Family  Medicine 

Credit.  AAFP.  Prescribed,  Category  1,  AMA 
Physician's  Recognition  Award,  38  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine.  Texas  Medical 
Center,  Houston,  TX  77030 


Internal  Medicine 


Title  Update  in  Internal  Medicine 

Sponsors:  Department  of  Internal  Medicine 
UT  Health  Science  Center  at  Dallas,  A Webb 
Roberts  Center  for  Continuing  Education, 
Dallas 

Location  of  course:  UT  Health  Science  Cen- 
ter at  Dallas,  5323  Harry  Hines  Blvd,  Dallas 

Date  May  14-17.  1979 

Duration:  Continuous:  4 days:  Monday- 
Thursday,  31  total  course  hours 

Designed  for'  General  practitioners; 
Specialists  in  Internal  Medicine 

Credit:  Category  1.  AMA  Physician's  Recog- 
nition Award:  31  hours 

Teaching  methods  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  George  J Race.  MD,  Assoc  Dean 
for  Continuing  Education.  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 


Neurology 


Title:  Practical  Neurology  for  the  Clinician 

Sponsors:  Department  of  Neurology,  Baylor 
College  of  Medicine,  Houston 

Location  of  course:  Marriott  Hotel,  1 750  West 
Loop  South 

Date  May  1 1-12,  1979 

Duration:  Continuous;  172  days,  Friday-Sat- 
urday 

Fee:  $160 

Designed  for:  General  practitioners: 
Specialists  in  Neurology,  Family  Medicine 

Credit:  AAFP,  Elective:  Category  1,  AMA 
Physician's  Recognition  Award:  16  hours 

Contact:  Office  of  Continuing  Education. 
Baylor  College  of  Medicine,  Texas  Medical 
Center.  Houston,  TX  77030 
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Ophthaimoiogy 


■ II  Annual  Meeting.  Dept  of  Ophthalmol- 
ogy and  Visual  Sciences.  Cornea  and 
External  Disease 

Sponsors:  Texas  Tech  University  School  of 
Medicine,  Lubbock 

Location  of  course;  Health  Sciences  Centers. 
Lubbock 

Date:  May  19-20.  1979 

Duration  Continuous:  2 days:  Saturday- 
Sunday 

Fee  $100 

Designed  for  Specialists  in  Ophthalmology 

Credit;  Category  1.  AMA  Physician's  Recog- 
nition Award 

Teaching  methods.  Audiovisual  materials, 
lecture,  panel 

Contact:  James  N.  Burkeholder,  MD.  Asso- 
ciate Dean,  or  Rita  Chrane,  Educational 
Program  Assistant,  Continuing  Education, 
Texas  Tech  University  School  of  Medicine, 
Lubbock,  TX  79430 


Title  Ophthalmology  All-day  Clinical  Confer- 
ence 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio 

Location  of  course:  UT  Health  Science  Cen- 
ter at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio 

Date:  May  1 979 

Duration  Continuous;  1 day;  8:30am- 
4 45pm;  6 total  course  hours 

Fee:  To  be  announced 

Designed  for:  Specialists  in  Ophthalmology 

Credit:  Category  1.  AMA  Physician's  Recog- 
nition Award:  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


Pediatrics 


Title:  Pediatric  Intensive  Care — Management 
of  Common  Problems 

Sponsors:  Department  of  Pediatrics,  UT 
Health  Science  Center  at  Dallas;  A.  Webb 
Roberts  Center  for  Continuing  Education, 
Dallas 

Location  of  course  UT  Health  Science  Cen- 
ter at  Dallas,  5323  Harry  Hines  Blvd,  Dallas 

Date:  May  7-11,  1979 

Duration:  Continuous;  5 days;  Monday- 
Friday;  31  total  course  hours 

Designed  for:  General  practitioners; 
Specialists  in  Pediatrics 

Enrollment:  Maximum.  100 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  31  hours 

Teaching  methods:  Audiovisual  materials, 
enrollee  performs  procedure,  lecture,  open 
question,  seminar 


Contact:  George  J.  Race.  MD,  Assoc  Dean 
for  Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 


Title:  16th  Annual  Teaching  Conference  in 
Pediatric  Endocrinology 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio;  Children's  Hospital  Foundation 

Location  : Flite  Deck,  Santa  Rosa 
Hospital,  519  W Houston,  San  Antonio 

Date  May  19-20,  1979 

Duration;  Continuous;  2 days,  8 hours  in- 
struction per  day,  Saturday-Sunday,  12  total 
course  hours 

Fee:  $75 

Designed  for:  Specialists  in  Pediatrics 

Credit:  AAFP,  Elective:  Category  1.  AMA 
Physician's  Recognition  Award,  8 hours 

Contact:  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Drive.  San  Antonio.  TX 
78284 


Psychiatry 


Title.  Psychoanalytic  Psychotherapy 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio 

Location  of  course:  UT  Health  Science  Cen- 
ter at  San  Antonio,  7703  Floyd  Curl  Dr.  San 
Antonio 

Date,  May  26.  1979 

Duration  Continuous 

Fee:  To  be  announced 

Contact:  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr.  San  Antonio.  TX 
78284 

Radiology  & Radioisotopes 


Title:  Baylor  Annual  Radiology  Conference — 
1979 

Sponsors:  Department  of  Radiology,  Baylor 
College  of  Medicine,  Houston 

Location  of  course.  May  6-7,  Host  Inter- 
national Hotel,  Houston.  May  8-12,  Hotel 
Hyatt  Regency-Plaza  Int'l,  Acapulco 

Date:  May  6-12,  1979 

Fee:  $275 

Designed  for:  Specialists  in  Radiology 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine.  Texas  Medical 
Center,  Houston,  TX  77030 


Title:  Ultrasound — Computed  Tomography 

Sponsors:  Department  of  Radiology,  UT 
Health  Science  Center  at  Dallas;  A,  Webb 
Roberts  Center  for  Continuing  Education, 
Dallas 

Location  of  course:  Loew's  Hotel  Anatole, 
2201  Stemmons,  Dallas 

Date:  May  24-26,  1979 

Duration:  Continuous;  21/2  days;  Thursday- 
Saturday;  19  total  course  hours 

Designed  for:  Specialists  in  Radiology 


Credit  Category  1,  AMA  Physician's  Recog- 
nition Award;  19  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  George  J.  Race,  MD,  Assoc  Dean 
for  Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 


Urology 


Title:  Sexual  Rehabilitation  of  the  Urologic 
Cancer  Patient 

Sponsors:  Departments  of  Urology  and  Nurs- 
ing, UT  System  Cancer  Center.  M,  D.  Ander- 
son Hospital  and  Tumor  Institute,  Houston 

Location  of  course:  Marriott  Hotel  at  the 
Astrodome,  2100  S Braeswood,  Houston 

Date:  May  4-5,  1 979 

Duration:  Continuous.  IVa  days;  Priday-Sat- 
urday 

Fee:  $25 

Credit,  Category  1,  AMA  Physician's  Recog- 
nition Award;  1 1 hours 

Contact:  Office  of  Education  W-718,  UT  Sys- 
tem Cancer  Center,  M D Anderson  Hospital 
and  Tumor  Institute,  Texas  Medical  Center, 
Houston.  TX  77030 


The  Continuing  Education  Courses  section  is 
prepared  by  Ms  Patricia  Jeter,  administrative 
assistant  for  continuing  medical  education, 
Texas  Medicine  Department. 
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a TMA  handbook  on  medical-religious  beliefs 


Answers  14  medical  questions 
about  15  denominations 

Free  to  TMA  and  Auxiliary  members 
($2  per  copy  for  others) 

Quick-reference  format 

This  is  the  only  book  that  handles  these 
sticky  questions  in  one  volume 

Supply  limited  so  order  now 


ORDER  TODAY 


Please  send edition(s)  of  Faith  of  Our  Patients. 
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PEDIATRIC  INDICATIONS' 
FOR  BACTRIM  CONTINUE 

TO  GROW.. 


URINARY  TRACT 
INFECTIONS 


PNEJMOCYTnS 

CARINII 

PNEUMONITIS 


SHIGELLOSIS 


ACUTE  GUTIS 
MEDIA 


^Involving  susceptible  organisms. 


Please  see  Indications  section  in  summary  of  product  information  on  last  page  of  this  advertisement. 


NOW.. 

ROCHE  INTRODUCES 


NEW 

CHERRY  FLAVOR 


PEDIATRIC 

<S>  SUSPENSION 


Each  teaspoonful  (5  ml)  contains 
40  mg  trimethoprim  and  200  mg  sulfamethoxazole 


1 . 


\ 

(Prescription 

for  a 10-kg 
[22-lb]  child) 


ESPECIALLY  FLAVORED 
FOR  CHILDREN' 

Also  ovoiloble:  The  originol  fruit-llcorice  flovor  to  be  prescribed 
os  " Boctrim  Suspension The  some  octive  Ingredient  formulotlon  the  difference  is  the  flovop 


Contraindicated  in  children  under  2 months  of  age. 


Please  see  summary  of  product  information  on  following  page. 


iACTRIM 

(trimethoprim  and  sulfamethoxazole) 


ROCHE 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 


Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coli,  Klebsielia  Enlerobacler,  Proteus 
mirabilis.  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that  initial  episodes 
of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note  The  increasing  Irequency  ol  resistant  or- 
ganisms limits  the  usetulness  ot  all  ahtibaclenals,  especially  ih  these  urinary  tract  intections 
For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  irtlluenzae 
or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an  advantage 
over  other  antimicrobials.  Limited  clinical  information  presently  available  on  effec- 
tiveness of  treatment  of  otitis  media  with  Bactrim  when  infection  is  due  to  ampicillin- 
resistant  Haemophilus  influenzae.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is  not  indicated  for 
prophylactic  or  prolonged  administration  in  otitis  media  at  any  age. 

For  enteritis  due  to  susceptible  strains  of  Shigella  Uexneri  and  Shigella  sonnei  when 
antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis  To  date,  this 
drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were  im- 
munosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensilivity  lo  inmelhoprim  or  sulfonamides  pregnancy  nursing 
molhers  infants  less  than  two  months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL  PHARYN- 
GITIS. Clinical  studies  show  that  patients  with  group  A /j-hemolylic  streptococcal  tonsil- 
lopharyngitis  have  higher  incidence  ot  baclenologic  failure  when  treated  with  Bactrim  than 
do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sullonamides  Expe- 
rience with  Inmelhoprim  is  much  more  limited  but  occasional  interference  with 
hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  ot  Ihrombopenia  with 
purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides  Sore  throat  fever,  pallor, 
purpura  or  laundice  may  be  early  signs  ot  serious  blood  disorders  Frequent  CBCs  are 
recommended,  therapy  should  be  discontinued  if  a significantly  reduced  count  ol  any 
lormed  blood  element  is  noted 

Precautions:  Use  cautiously  m patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose-6-phosphate 
dehydrogenase  deficiency,  hemolysis,  trequently  dose-related  may  occur  During  therapy 
maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful  microscopic 
examinalion.  and  renal  function  tests,  particularly  where  there  is  impaired  renal  function 
Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin,  reassess  coagulation 
time  when  administering  Bactrim  to  these  patients 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  it  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia.  Ihrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions  Erythema  multitorme.  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness. pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  coniuncti- 
val  and  scleral  iniection,  photosensitizalion.  arthralgia  and  allergic  myocarditis  Gaslrointes- 
tinal  reactions  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea 
and  pancreatitis  CNS  reactions  Headache,  peripheral  neuritis,  mental  depression,  convul- 
sions. ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy  fatigue,  muscle  weakness 
and  nervousness  Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguna 
and  anuria,  periarteritis  nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities 
to  some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  ot  goiter  production,  diuresis  and  hypoglycemia 
in  patients,  cross-sensitivity  with  these  agents  may  exist  In  rats,  long-term  therapy  with 
sullonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  tor  urinary  tract  infections — 1 DS  tablet  (double  strength),  2 
tablets  (single  strength)  or  4 leasp  (20ml)bid  tor  10-14  days  Use  identical  daily  dosage 
tor  5 days  tor  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis  A guide  follows 
Children  two  months  ol  age  or  older 


Weiqhl 

Dose — every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

22 

10 

1 leasp  (5  ml) 

V2  tablet 

44 

20 

2 teasp  (10  ml) 

1 tablet 

66 

30 

3 teasp  (15  ml) 

l'/2  tablets 

88 

40 

4 teasp  (20  ml) 

2 tablets  or 

1 DS  tablet 

For  patients  with  renal  impairment 

Crealinine 

Recommended 

Clearance  (ml  mm) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

V?  the  usual  regimen 

Below  15 

Use  hot  recommended 

PNEUMOCYSTIS  CARINII  PNEUMONITIS  Recommended  dosage  20  mg/kg  trimethoprim 
and  100  mg  kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See 
complete  product  information  for  suggested  children's  dosage  table 
Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100,  Tel-E-Dose*  packages  of  100,  Prescnplion  Paks  of  20  Tablets. 
each  containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and  500. 
Tel-E-Dose*  packages  of  100,  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10  Pediat- 
ric Suspension,  containing  in  each  teaspoontui  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  cherry  flavored— bottles  of  16  oz  (1  pint)  Suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole, 
fruit-licorice  flavored — bottles  of  16  oz  (1  pint) 


April,  1979  Meetings 


April  4-7  Tennessee  Medical  Association 
Airport  Milton  Inn 
Memphis,  Tennessee 

April  19-21  Alabama  Medical  Association 

Birmingham  Hyatt  House,  Civic  Center 
Birmingham,  Alabama 

April  1 9-22  Missouri  State  Medical  Association 
Chase-Park  Plaza  Hotel 
St.  Louis,  Missouri 


April  20-22  Georgia  Medical  Association 
De  Soto  Hilton 
Savannah,  Georgia 

April  21-22  Iowa  Medical  Society 
Hyatt  House 
Des  Moines,  Iowa 

April  22-25  Arkansas  Medical  Society 

Little  Rock  Convention  Center 
Little  Rock,  Arkansas 


April  25-29  Arizona  Medical  Association 
Safari  Hotel 
Scottsdale,  Arizona 


April  26-29  South  Carolina  Medical  Association 
Myrtle  Beach  Hilton 
Myrtle  Beach,  South  Carolina 

April  29-  Nebraska  Medical  Association 

May  2 Holiday  Inn 

Kearney,  Nebraska 


' V Roche  Laboratories 
ROCHE  > Division  of  Hoffmann-La  Roche  Inc 
X Nutley,  New  Jersey  07110 
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DEATHS 


B.  H.  Ailts 

Bernard  Henry  Ailts,  MD,  a long-time  Abilene  physician, 
died  Dec  3,  1978.  A member  of  Taylor-Jones  Counties 
Medical  Society,  Dr  Ailts  was  a former  president  of  the 
Southwest  Region  of  the  American  Association  for  Clini- 
cal Immunology  and  Allergy. 

Born  in  Pekin,  III,  Dr  Ailts,  65,  was  a graduate  of  the 
University  of  Wisconsin  at  Madison  (1935)  and  Rush 
Medical  College,  Chicago  (1937).  His  internship  was  at 
St  Francis  Hospital,  Evanston,  III;  his  residency  was  at 
Veteran’s  Hospital,  Wood,  Wis,  After  serving  in  the  US 
Air  Force  during  World  War  II.  Dr  Ailts  practiced  in  Sweet- 
water, Tex,  for  two  years.  In  1949  he  moved  to  Abilene 
where  he  specialized  in  internal  medicine  and  allergies. 

Surviving  are  Dr  Ailts'  wife,  Lucy  Testa  Ailts,  Abilene; 
daughters,  Carol  Johns,  Dallas;  Amy  Munhall,  Woodlake, 
Calif,  Virginia  Walford,  Houston;  Karla  Kay  Ailts,  a student 
in  Georgetown,  Tex,  and  Eva  Toma  Ailts,  Abilene;  son, 
Bernard  H.  Ailts,  Jr,  Austin,  brother,  Elmer  E.  Ailts,  Lake 
Bluff,  III;  sister,  Mary  Anne  Sundquist,  Peoria,  III;  and 
three  grandchildren. 

T.  L.  Fahring 

Thomas  Lloyd  Fahring,  MD,  a retired  family  physician, 
died  Dec  1,  1978.  Dr  Fahring,  63,  was  a past  president  of 
Liberty-Chambers  Counties  Medical  Society. 

The  native  of  Anahuac,  Tex,  was  a 1937  graduate  of 
Texas  A&M  University  and  a 1942  graduate  of  Baylor 
University  College  of  Medicine.  He  served  his  internship 
at  Jefferson  Davis  Hospital  in  Houston  before  serving  in 
the  US  Medical  Corps  in  the  South  Pacific  during  World 
War  II.  In  1946  he  returned  to  Anahuac  to  practice  medi- 
cine with  his  father,  the  late  George  Harley  Fahring,  MD. 

Surviving  Dr  Fahring  are  his  son,  Thomas  Lloyd  Fahr- 
ing, Jr;  daughter,  Linda  Fahring  Tinnerman;  sister,  Octa- 
via  Fahring  Stanely;  and  one  granddaughter,  all  of  Ana- 
huac; and  several  nieces  and  nephews. 

O.  P.  Flynt 

Otis  Patten  Flynt,  MD,  a retired  Houston  physician,  died 
Dec  27,  1978,  at  the  age  of  75. 

Dr  Flynt,  a native  of  Mineola,  Tex,  had  been  a Houston 
resident  since  1930.  He  was  a 1923  graduate  of  The 
University  of  Texas  at  Austin  and  a 1927  graduate  of  UT 
Medical  Branch.  He  held  internships  at  Robert  B.  Green 
Memorial  Hospital,  San  Antonio,  and  Turner  Urological 
Institute,  Houston.  In  1930  he  began  his  practice  of  urol- 


ogy in  Houston. 

Survivors  include  Dr  Flynt's  wife,  Maxine  Bookman 
Flynt,  Houston;  sister,  Mrs  Carlton  F.  Farrar,  Indianapolis, 
Ind;  and  three  nephews. 

G.  E.  Furr 

Glen  Eugene  Furr,  a member  of  Dallas  County  Medical 
Society,  died  Nov  3,  1978. 

A native  of  El  Paso,  Dr  Furr,  47,  received  his  under- 
graduate education  at  The  University  of  Texas  at  El  Paso. 
In  1956,  he  was  graduated  from  UT  Southwestern  Medi- 
cal School  in  Dallas.  Following  an  internship  at  William 
Beaumont  Army  Hospital,  El  Paso,  he  served  two  years  in 
the  Air  Force  as  a captain  at  Eglin  Air  Force  Base,  Fla. 

He  returned  to  Dallas  in  1959  to  hold  an  otolaryngology 
residency  at  the  Veterans  Administration  Hospital.  In 
1962  he  began  his  private  practice  in  El  Paso,  relocat- 
ing to  Dallas  in  1970.  He  had  moved  back  to  El  Paso 
shortly  before  his  death. 

Surviving  Dr  Furr  are  his  daughter,  Pamela  Connelly, 
College  Station;  and  son,  David  Furr,  Austin. 

A.  Greines 

Abe  Greines,  MD,  an  honorary  member  of  Tarrant  County 
Medical  Society  and  Texas  Medical  Association,  died  Nov 
23,  1978.  He  was  82. 

Dr  Greines  was  born  in  Tyler,  Tex,  and  spent  his  youth 
in  Fort  Worth.  He  received  his  undergraduate  education 
at  Texas  Christian  University.  After  graduating  from  Bay- 
lor University  College  of  Medicine  in  1919,  he  began  his 
family  practice  in  North  Fort  Worth. 

Active  in  the  community.  Dr  Greines  was  instrumental 
in  founding  the  Fort  Worth  Boys  Club  and  the  Dan  Danci- 
ger  Jewish  Community  Center.  He  served  on  the  Fort 
Worth  Park  and  Recreation  Board  for  12  years  and  on  the 
Fort  Worth  Board  of  Education  for  7 years.  His  efforts  to 
establish  Little  League  in  North  Fort  Worth  resulted  in 
Greines  Field  being  named  in  his  honor. 

Survivors  include  his  brother,  Sol  Greines;  and  sister, 
Mrs  Adolph  Cohen,  both  of  Fort  Worth. 

J.  E.  Russell 

Jim  Easterwood  Russell,  MD,  45,  a Conroe  physician, 
died  Oct  26,  1978.  He  was  a member  of  Montgomery 
County  Medical  Society. 

Dr  Russell  was  born  in  Ardmore,  Okla,  and  attended 
West  Texas  State  University  in  Canyon.  After  graduation 
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from  UT  Medical  Branch  in  1961,  he  served  an  internship 
and  residency  in  internal  medicine  at  Hermann  Hospital, 
Houston.  He  served  in  the  US  Army  for  two  years. 

Surviving  Dr  Russell  are  his  son,  James  Emmert  Rus- 
sell; and  daughter,  Kathy  Russell,  both  of  Conroe,  Tex; 
and  parents.  Dr  and  Mrs  J.  L.  Russell,  Canyon,  Tex. 

E.  M.  Varela 

Ernesto  Modesto  Varela,  MD,  65,  died  Dec  18,  1978. 

Dr  Varela  had  been  a resident  of  San  Antonio  for  the 
past  nine  years.  He  was  born  in  Matanzas,  Cuba,  and 
was  graduated  from  Facultad  de  Medicina  de  la  Univer- 
sidad  de  la  Habana  in  1941.  After  completing  an  intern- 
ship and  residency  at  Havana  University  Hospital,  he 
returned  to  Matanzas  to  practice.  In  1969  he  moved  to 
San  Antonio  to  serve  an  internship  at  Baptist  Memorial 
Hospital. 

Dr  Varela  is  survived  by  his  wife.  Ana  Maria  Mesa 
Varela;  and  sons,  Ernesto  Varela,  Jr,  and  Javier  Varela, 
all  of  San  Antonio. 


No  one  wakes  up 
thinking,  ”Toda^ 
I’hi  going  to 
abuse  my  childr 

Abuse  is  not  some- 
thing we  think  about,  it’s 
something  we  do. 

Last  year  in  Amer- 
ica, an  estimated  one 
million  children  suffered 
from  abuse  and  neglect, 
and  at  least  2,000  of  them 
died  needless,  painful 
deaths. 

The  fact  is,  child 
abuse  is  a major  epi- 
demic in  this  country. 

The  solution?  Part 
of  it  lies  in  your  hands. 
With  enough  volunteers, 
local  child  abuse  preven- 
tion programs  could  be 
formed  to  aid  parents 
and  children  in  their  own 
communities.  With  your 
help,  eighty  percent  of 
all  abusers  could  be 
helped.  Please.  Write  for 
more  information  on 
child  abuse  and  what  you 
can  do. 

What  will  you  do  to- 
day that’s  more  impor- 
tant? 

A Public  Service  of  This  Magazine 

& The  Advertising  Council  I 

Co^incil 


The  Deaths  section  is  prepared  by  Ms  Shan  Wortham, 
editorial  assistant. 
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We  need 
your  help.  Write: 


National  Committee  for  Pre- 
vention of  Child  Abuse,  Box 
2866,  Chicago,  Illinois  60690 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 
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B.  H.  AILTS 
Abilene,  1913-1978 

T.  L.  FAHRING 
Anahuac,  1915-1978 

O.  P.  FLYNT 
Houston,  1903-1978 

G.  E.  FURR 
Dallas,  1931-1978 


A.  GREINES 

Fort  Worth,  1896-1978 

J.  E.  RUSSELL 
Conroe,  1933-1978 

E.  M.  VARELA 

San  Antonio,  1913-1978 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  NAME  

ADDRESS ADDRESS 

CITY  AND  STATE CITY  AND  STATE 


TEXAS  MEDICINE 


contains  no  aspirin 


tablets 

Darvocet-N'KX)  dy 


lOO  mg.  Darvon-NVopcxyphe 
650  mg.  acetaminophen 


- 

■■m 

Additional  Information  available 
to  the  profession  on  request  from 

Eli  Lilly  and  Company 

Indianapolis,  Indiana  46206 

700565 

Eli  Lilly  and  Company.  Inc. 

Carolina,  Puerto  Rico  00630 
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^ Theartof  the  heart... 

“Greek  Heart”.  19th  century 
Greek  ex-voto  heart  from 
Mykonos. 


Persantine  is  a non-nitrate 
coronary  vasodilator,  with 
no  known  contraindications, 
for  the  long-term  therapy 
of  chronic  angina  pectoris* 
The  key  to  Persantine  efficacy: 
give  enough. . .long  enough. 


Peisantine^ 

(dcvridannole) 


‘INDICATIONS— Based  on  a review  of  this 
drug  by  the  National  Academy  of  Science- 
National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indication 
as  follows: 

Possibly"  effective:  For  long-term  therapy 
of  chronic  angina  pectoris  Prolonged 
therapy  may  reduce  the  frequency  or  elim- 
inate anginal  episodes,  improve  exercise 
tolerance,  and  reduce  nitroglycerin  require- 
ments The  drug  is  not  intended  to  abort  the 
acute  anginal  attack 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 




BOOKSBOOKS 

BOOKSBOOKS 

BOOKSBOOKS 
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Here’s  an  easy  way  to  keep  up  with  new 
books  in  your  specialty  or  your  area  of 
interest.  The  TMA  Memorial  Library  is  now 
offering  to  send  you  a list  of  the  new  books 
received  by  the  library  in  your  field  on  a 
quarterly  basis.  Then,  if  you  would  like  to 
receive  any  of  the  books,  the  library  will  send 
them  to  you,  one-at-a-time.  You  may  choose 
up  to  three  subject  areas/specialties,  pref- 
erably listing  your  interests  by  specialty, 
organ  system,  or  disease.  Just  fill  out  the 
handy  coupon  below  and  mail  to: 


CONTRAINDICATIONS-No  specific  contra- 
indications are  known 

PRECAUTIONS— Since  excessive  doses  can 
produce  peripheral  vasodilation,  the  drug 
should  be  used  cautiously  in  patients  with 
hypotension 

ADVERSE  REACTIONS— Adverse  reactions 
are  minimal  and  transient  at  recommended 
dosages.  Instances  of  headache,  dizziness, 
nausea,  flushing,  weakness  or  syncope,  mild 
gastrointestinal  distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases  of  what 
appeared  to  be  an  aggravation  of  angina  pec- 
toris have  been  reported,  usually  at  the  initia- 
tion of  therapy  On  those  uncommon  occasions 
when  adverse  reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medication  has 
been  followed  promptly  by  cessation  of  unde- 
sirable symptoms 

DOSAGE  AN  D ADM  I N ISTRATION  -The  rec- 
ommended dosage  is  50  mg  (2  tablets)  three 
times  a day,  taken  at  least  one  hour  before 
meals.  In  some  cases  higher  doses  may  be  nec- 
essary but  a significantly  increased  incidence 
of  side  effects  is  associated  with  increased  dos- 
age. Clinical  response  may  not  be  evident 
before  the  second  or  third  month  of  continuous 
therapy. 

Tablets  of  25  mg 

For  complete  details,  please  see  the  full  pre- 
scribing information. 


Acquisitions  Office 
Memorial  Library 
Texas  Medical  Association 
1801  N.  Lamar 
Austin,  TX  78701 

Name  

Address  

City Zip  code 

Comments; 


Subiect  areas  of  interest: 
1)  


2) 


Boehringer  Ingelheim 

Boehringer  Ingelheim  Ltd 
Ridgefield.  CT  06877 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F McNALLY,  JR.,  M.D 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F A.C.A. 

DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN.  M.D  , F A. A D ' 

J-  D.  SMITH.  M D.,  F.A.A.D.' 

FAMILY  PRACTICE 

ENNIS,  TEXAS 

W.  B.  KINZIE.  M D.,  D A B.F  P 
BILL  R.  LEE,  M.D.,  D.A.B.F  P. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E GIBSON,  M.D.,  F A C S." 

E.  SCOTT  MIDDLETON.  M.D.,  F.A.C.S  * 
ROSS  B.  REAGAN,  M.D.’ 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F A.C  P.’ 

JAMES  F.  WITTEN,  M.D.,  F.A.C.P  ’ 
CHARLES  I.  BILTZ,  M.D.’ 

ALLEN  M JONES,  M.D.’ 

JOHN  D.  NELSON,  M.D.’ 

L BRYAN  COTTON.  JR. 

KENT  ROGERS,  M D ’ 

JACK  B.  BANKHEAD,  M.D  ’ 


M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D..  F A.C.O.G.’ 

W.  GENE  MURFF,  M.D.,  F.A.C.O.G.’ 

NEAL  GREEN.  M.D.’ 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M D.,  F A A. 0 0.’ 
WILLIAM  E.  LAGOMARSINO.  M.D.,  F.A.A.O.O.' 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.’ 

OTOLARYNGOLOGY 

SONLEY  R LEMAY,  JR  . M.D.,  F.A.A.O.O.’ 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.’ 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.’ 

JAMES  E.  SPEIER,  M D,,  F.A.A.P.’ 

MASON  P.  GILFOIL,  M D. 

THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D.’ 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 
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bes  6ash  by  mail 
than  a bank  loan? 


L 


• when  the  prime  rate  is  up 

• when  you  are  in  a 40%— or  higher— 
tax  bracket 


Hempel  Financial  Corporation  has  an  office 
equipment  sale/ leaseback  plan  to  provide  you 
with  immediate  funds  for  a variety  of  uses  and 
the  benefit  of  100%  tax-deductible  payments. 
Your  lines  of  credit  are  not  affected,  since  all 
transactions  are  strictly  confidential.  For 
complete  details  and  information  on  our  other 
financial  programs,  send  for  our  brochure  by 
returning  the  coupon  today,  or 
call  toll-free 
(800)  421-7177; 
in  California,  call  collect 
(213)  475-0304. 


• when  money  is  in  short  supply 

• when  capital  gains  tax  requirements 


are  relaxed 


Name 

Specialty 

Address 

City 

( ) 

State  Zip 

Phone 


HEMPEL  FINANCIAL  CORPORATION 

10880  Wilshire  Blvd.,  Los  Angeles,  CA  90024 


I 
I 
I 
I 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $17.50  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties IS  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Clinics 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth.  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendra  J.  Belii.  MD 
John  M.  Church.  MD 
Thomas  J.  Coleman.  MD 
Robert  R.  Dickey.  MD 
Ferd  E.  Garrison.  Jr.  MD 
Cortell  K.  Holsapple.  MD 
John  E.  Johnson.  Jr.  MD 
O.  M.  (Jack)  Phillips.  MD 


GENERAL  SURGERY 
John  H.  Sewell,  MD 
Robert  L.  Sewell.  MD 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  MD 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  MD 
Dixon  Presnall.  MD 
Harry  H.  Whipp.  MD 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout.  MD 
Frank  L.  Bynum.  MD 
Ed  Etier,  Jr.  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs.  MD 

RADIOLOGY 

Otto  H.  Grunow.  MD 


MALONE  AND  HOGAN  CUNIC 
1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD.  FACS 
J.  W.  Tipton,  MD 


GENERAL  SURGERY 
I.  E.  Mathews,  MD,  FACS 


GENERAL  AND 
VASCULAR  SURGERY 
N.  Rao,  MD,  FACS 


ORTHOPEDIC  SURGERY 


INTERNAL  MEDICINE 
J.  H.  Burnett,  Ir,  MD 
W.  A.  Riley,  MD 
R.  S.  Grifiin,  MD 
V.  T.  Smith,  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall.  MD 


FAMILY  PRACTICE 


PEDIATRICS 
J.  M.  Woodall,  MD 
B.  R.  Owen,  MD,  FAAP 
R.  Marc  Schwarz,  MD 

PSYCHOLOGY 
Ron  Cohorn,  PhD 

DERMATOLOGY 
Merrill  M.  Cooper,  MD 

RADIOLOGY  & NUCLEAR 

MEDICINE 

Buerk  Williams,  MD 

UROLOGY 

I.  W.  Cowan,  MD 

PODIATRY 
Bradiord  Glass,  DPM 

PATHOLOGY 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler,  MD 

ADMINISTRATION 

R.  L.  Heith,  Administrator 


RUGELEY  AND  BLASINGAME  CUNIC 


Wharton,  Texas 


2100  North  Fulton  Street, 
Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  “Ham"  Rugeley 
Richard  H.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  MD 

D.  W.  Samuelson.  MD 
Janet  L.  Strickland.  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 
C.  E.  Woodson,  MD 

PEDIATRICS 
F.  W.  KoIIe,  MD 
F.  F.  Regueira,  MD 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr,  MD 
W.  C.  Yankowsky,  MD 

UROLOGY 

H.  Z.  Fretz,  MD 
GYNECOLOGY 
J.  A.  Wall,  MD 


OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  MD 
H.  E.  Secor,  MD 

C.  J.  Landivar,  MD 

OPHTHALMOLOGY 
V.  A.  Black,  MD 
OTOLARYNGOLOGY 
J.  L.  Holcomb,  MD 
ORTHOPEDIC  SURGERY 

E.  T.  Smith,  MD 
ANESTHESIOLOGY 
C.  G.  Spears,  MD 
DENTISTRY 

J.  R.  Kieler,  Jr,  DDS 
PATHOLOGY— CONSULTANT 
H.  M.  Perches,  MD 
RADIOLOGY— CONSULTANT 
L.  D.  O'Gorman,  MD 


TMA  News  Hotline  Recording 

Call  1-800-252-9357  for  current 
legislative  information.  It's  toll  free, 
24-hours  a day.  seven  days  a week. 


HOUSTON  HEADACHE  CUNIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 


. . . Another  service  of  your  association 


TMA  Members  Retirement  Trust 


. . . Another  service  of  your  association 
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DIAGNOSTIC  CUNIC  OF  HOUSTON 


McGovern  allergy  clinic 


G448  Fannin,  Houston,  Texas  77030 
Telephone  713  797-3191 
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Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen.  MD 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold.  MD 
Hugh  H.  Hanson,  MD 
Michael  B.  Raine.  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 
Samuel  F.  Bean.  MD 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan.  MD 
Thomas  G.  Vandivier.  MD 
Raymond  L..  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  I-  Hanson.  MD 
Richard  D.  Jablonski.  MD 

GERIATRICS 
Frederick  G.  Dorsey,  MD 

GASTROENTEROLOGY 
Dolph  L.  Curb,  MD 
W.  Tom  Arnold,  MD 
Belton  G.  Griflin,  MD 
Frederick  R.  Lummis.  Jr.  MD 
Dean  C.  Solcher.  MD 
Michael  Gagliardi.  MD 
Frieder  Wuerth,  MD 

HEMATOLOGY 
Edmund  N.  Gouldin.  MD 
George  T.  Conklin.  MD 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy.  MD 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  MD 
James  V.  Ryan.  MD 
Ronald  R.  Galfione.  MD 
Paul  T.  Forth,  MD 


NEPHROLOGY 
K.  Ronald  Bingman.  MD 
R.  Robert  Durrett.  MD 
Matthew  J.  Godlewski.  MD 
Garry  Hagstrom.  MD 

NEUROLOGY 
Donald  J.  Russell,  MD 
George  Isaacs.  MD 
Ernesto  Infante,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.  MD 
Peter  Sullivan.  MD 
Harry  R.  Price.  MD 
Edward  L.  Middleman.  MD 
Martin  J.  Hrgovic.  MD 

PATHOLOGY 

Paul  B.  Radelat,  MD 

Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 
William  M.  Donohue,  MD 
Joel  E.  Reed.  MD 
Gene  R.  Lindley.  MD 
Martin  L.  Kaplan.  MD 
Louis  C.  Waddell,  Jr,  MD 

RADIOLOGY 
William  L.  Hinds.  MD 
Charles  P.  Eldridge.  Jr.  MD 
David  D.  Lawrence.  MD 
Charles  A.  Spain.  MD 
Joe  B.  Wilson.  MD 
Howard  J.  Pollock.  MD 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff.  MD 

RHEUMATOLOGY 
John  E.  Norris,  MD 

ADMINISTRATION 
Robert  B.  Hall. 
Administrator 


Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 

Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne.  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
James  A.  Ayers,  MD 
Eunice  W.  Chou.  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Calvin  J.  McLerran.  PhD 
Michael  A.  McCormick.  PhD 
Glenna  M.  Kyle.  MS 
Iting  May  Lu,  MS 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Judith  H.  Marston,  PhD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

Herbert  C.  McKee,  PhD 
Richard  K.  Severs.  PhD 
AIR  POLLUTION 

Carolyn  S.  Leach.  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas.  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
ALLIED  HEALTH  SCIENCES 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams.  MD,  PA  or  C.  David  Meadows.  MD,  PA 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012;  817  277-1161 


CHARLES  A.  RUSH,  JR.  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth.  Texas  76118 


Allergy 


HOUSTON  ALLERGY  CUNIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  MD,  FACA,  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD.  FACA,  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD.  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD.  FAACIA 
Romon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

*Diplomate  American  Board  of  Allergy  & Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomate  of  the  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


Colon  6t  Rectal  Surgery 


ALVIN  BALDWIN,  JR.  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN.  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive.  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman.  MD,  FACA,  Allergy-Dermatology 
W.  A.  Crozier,  MD,  FACA,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


HUGH  C .WELSH,  MD 
Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston.  Texas 


C.  D.  L.  CROMAR,  MD,  MS,  FRCSE,  FRCSC 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 


FT.  WORTH  PROCTOLOGIC  CUNIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower.  Suite  210.  1550  West  Rosedale. 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


WILUS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza.  3600  Gaston  Avenue 
Suite  1154.  Dallas,  Texas  75246;  214  827-5960 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


MANUEL  G.  LAGON,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 
Fort  Worth  Colon  and  Rectal  Clinic,  PA 

Colonoscopy,  Colon  and  Rectal  Surgery 

909  Eighth  Avenue,  Fort  Worth,  Texas  76104;  Telephone  332-1371 


L.  C.  PETTA,  MD,  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Fiberoptic  Colonoscopy 
Colon  and  Rectal  Surgery 

1556  W.  Magnolia,  Fort  Worth,  Texas  76104;  817  336-2971 


LUCIUS  P.  COOK,  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 

Medical  City  II,  Suite  2218,  7777  Forest  Lane 
Dallas,  Texas  75230;  214  661-7655 


Endocrinology 
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ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 


Dermatology 


3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  MD 
Arthur  C.  Ressmann,  MD 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 


JOE  M.  LEHMAN,  MD 
ROBERT  LEHMAN,  MD 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 

DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 

GERALD  A.  CASID,  MD.  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas.  Texas  75230;  Telephone  214  661-7661 


TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 


Family  & General  Practice 

SAMUEL  SILVA,  MD 
Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas;  817  923-7374 


CYRIL  H.  SCHULMAN.  MD 
Hair  Transplantation 

6700  Bellaire  Blvd.,  Suite  F,  Houston,  Texas  77074;  713  771-7293 


Help  Yourself/Help  Your  Colleagues 
Call  512  477-5575  anytime — 

Confidential  counseling  for  troubled  doctors 

TMA  Physician  Health  Rehabilitation 
Hotline 

. . . Another  service  of  your  association 
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Gynecology 


Gastroenterology 

CECIL  O.  PATTERSON,  MD,  FACP  RAYMOND  H.  ABRAMS,  MD,  FACOG 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gastroenterology,  Gastroscopy,  Esophagoscopy  Gynecology— Medical  and  Surgical 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235  MiCTOSUrgery 

214  358-2545  Breast  Analysis  and  Therapy 

3434  Swiss  Avenue,  Suite  401,  Dallas,  Texas  75204 
Telephone  214  823-1063 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

114  Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


NISAR  AHMED,  MD 

Gastroenterology,  Gastrointestinal  Endoscopy, 
Gastrointestinal  Oncology 

Twelve  Oaks  Tower,  Suite  930,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  961-0115 


General  Surgery 


Hand  Surgery 


L.  Lee  Lankford,  MD  and  Peter  R.  Carter,  MD 
HAND  SURGERY  ASSOCIATION 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246;  214  823-5351 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft,  Worth,  Texas  76104 
Telephone  817  335-5411 


BURT  B.  SMITH,  MD.  FACS 
Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025;  523-8323 


BRYAN  V.  WILLIAMS.  MD,  FACS 

Diplomate  American  Board  oi  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002;  227-5505 


LeROY  J.  KLEINSASSER,  MD.  FACS 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  821-2356 


ROBERT  J.  TURNER,  HI,  MD.  FACS 

Diplomate  American  Board  oi  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104;  335-8311 


Hypnosis 


THE  GLOVER  CUNIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  HI.  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  oi  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM,  JR..  MD 
Psychiatry 

Individual  Psychotherapy  & Hypnotherapy 

6300  Hillcroft,  Suite  315,  Houston,  Texas  77081;  713  771-5809 


Neurology 


ROBERT  M.  STECKLER,  MD 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  214  827-9880 


HOUSTON  SURGICAL  CONSULTANTS 

Robert  Davis,  MD,  FACS,  FRCS,  FICS 
Gail  E.  Burbridge,  MD 

Diplomates  oi  the  American  Board  of  Surgery 

General  and  Vascular  Surgery 

430  Park  Plaza  Professional  Building, 

1213  Hermann  Drive,  Houston,  Texas  77004;  713  528-0597 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scon 

James  L.  Frey,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J,  Eim,  MD 
Lorenzo  Lorente,  MD 
Ernest  S.  Sears,  Jr,  MD 


1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4516 
427  West  20th,  Suite  BlOO,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


TEXAS  MEDICINE 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 
Adult  and  Pediatric  Neurology 
Electroencephalography,  Electromyography 

John  W.  Conwell.  MD 
Stuart  B.  Black.  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  361-9148 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson,  MD  Phillip  E.  Williams,  Jr,  MD 

Charles  W.  Simpson,  MD  Ira  C.  Denton,  Jr,  MD 

Morris  Sanders,  MD  W.  Robert  Hudgins,  MD 

Jack  Woolf.  MD,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza,  Suite  310. 
Dallas,  Texas  75246;  214  826-1976 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 
3600  Gaston  Avenue — Dallas,  Texas  75246 
Telephone  214  826-7060 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


JACK  STERN.  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof,  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 


Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD 
Richard  L.  Kimbrough,  MD 
Charles  A.  Garcia,  MD 


Murchison  Medical  Bldg.,  Suite  307 

1810  Murchison  Drive,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Raymond  A.  LeBlanc,  MD 
Jack  E.  McCollum,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 


TEXAS  NEUROLOGICAL  INSTITUTE 
AT  DALLAS,  PA 

Neurological  Surgery 

James  E.  Bland,  MD 
Martin  L.  Lazar,  MD 

Medical  Neurology 
Electroencephalography 
and  Electromyography 

Ralph  G.  Greenlee,  Jr.,  MD 
Allan  L.  Naarden,  MD 
Richard  R.  North,  MD 
William  S.  Woodfin,  MD 

Neuro-Ophthalmology 

Peter  R.  Bringewald.  MD 
7777  Forest  Lane,  MCD-2,  Suite  2420,  Dallas,  Texas  75230;  214  661-7658 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  "Texas  Physicians'  Directory." 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  MD  Hugh  B.  Currie,  MD 

Coleman  Taylor,  MD  Bruce  L.  Weinberger,  MD 

J.  Franklin  Howell,  Jr,  MD 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  MD 
Robert  A.  Moura,  MD 
Arthur  W.  Willis,  MD 
Robert  W.  Butner,  MD 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 


Director,  Pain  Relief  Centei 
and  Neuroanesthesiologist 

P.  Prithvi  Raj,  MD 

Consultant  in  Speech 

Josephine  Simonson,  MA 
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EYE  A.SSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A,  Sargent,  MD 
Cv  Baum,  MD 
U iiciwin  Pitts,  MD 
Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson.  MD 
C.  A.  Struve,  MD 
John  W.  Lewis,  MD 


Orthopedic  Surgery 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CUNIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 
Austin,  Texas  78756;  512  451-8484 

Edward  J.  Petrus,  MD 
Richard  E.  Nieman,  MD 


RETINA  LIMITED  OF  SAN  ANTONIO 
Diseases  and  Surgery  of  the  Retina  and  Vitreous 

John  Y.  Harper,  Jr,  MD 
Darrell  Willerson,  Jr,  MD 

311  Camden,  Suite  601,  San  Antonio,  Texas  78215;  512  226-2446 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


DAVID  H.  SAUNDERS.  MD 

Procedures  limited  to  Ophthalmic  Plastic  and 

Lacrimal  Surgery 

Medical  City  Dallas-2,  7777  Forest  Lane,  Suite  2214 
Dallas,  Texas  75230;  214  661-7337 


LOUIS  M.  ALPERN,  MD,  MPH 
Diseases  and  Surgery  of  the  Eye 


FORT  WORTH  BONE  & JOINT  CUNIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  MD 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD 


Ralph  E.  Donnell,  MD 

F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr.  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St..  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77076;  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CUNIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.  MD 
Kenneth  C.  Scholz,  DDS,  MD 

G.  S.  Gill.  MD 
Dilip  K.  Pal.  MD,  PA 
Prem  K.  Das,  MD 

3702  21st  St,  Suite  9.  Lubbock,  Texas  79410;  806  795-8261 


THE  ARUNGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD 
Dan  R.  Sutherland,  MD 
John  B.  Gunn,  MD 
Richard  A.  Shirley,  MD 
R.  Dan  Loyd.  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303 
Dallas,  Texas  75246;  214  823-7090 


1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


PETER  R.  BRINGEWALD,  MD 
Neuro-Ophthalmology 

Texas  Neurological  Institute  at  Dallas,  PA 
7777  Forest  Lane,  MCD-2,  Suite  2420, 
Dallas,  Texas  75230;  214  661-7676 

By  oppointment  only 


HOUSTON  ORTHOPEDIC  CUNIC 

Joseph  Barnhart,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


Texas  Medical  Liability  Trust 


TMA  International  Travel  Program 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail.  Send 

old  and  new  address  to  Membership  Department,  Texas  Medical  Asso- 
ciation, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  MEDICINE 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F,  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R-  Dan  Loyd.  MD 

John  B.  Gunn.  MD  Huntly  G.  Chapman.  MD 

Announce  the  opening  of  an  additional  office 
Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  21 IG 
Dallas,  Texas  75230;  214  GGl-7010 


Otolaryngology 


JACK  BLUM,  MD 
LLOYD  F.  RITCHEY,  MD 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


EL  PASO  EAR,  NOSE  AND  THROAT  ASSOCIATES 
Otolaryngology,  Audiology  and 
Electronystagmography 

Mark  J.  Wegleitner,  MD 

Lyle  D.  Weeks,  MD 

Sarah  Daniel.  MA-Audiologist 

First  American  Title  Bldg.,  Suite  160,  5959  Gateway  West 
El  Paso.  Texas  79925;  915  779-5866 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth.  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 
E.  Hernandez,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 

BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 

George  V.  Miller,  MD 

Walter  G.  Olin,  Jr,  MD 

John  R.  Thomas,  MD 

S.  Joseph  Skinner,  MD 

Joe  B.  Haden,  MD 

Enrique  van  Santen,  MD 

Elaine  V.  Shalek,  MD 

Robert  H.  McNeely,  MD 

Diplomates  American  Boord  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wiltstruck,  MD,  FCAP 
Walter  Krohn,  MD,  FCAP 
Robert  Wayne  Walter,  MD.  FACP 

Dane  Barber,  MD,  Diplomate  American  Board  of  Pathology 

Clinical  Pathology,  Surgical  Pathology,  Exfoliative  Cytology.  Medico- 
legal Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707;  756-7226 

J.  S.  WILKENFELD.  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD  Ena  E.  Mocega,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


ARTHUR  L.  RAINES,  MD  AND  ASSOCIATES 
Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181,  Ext.  360 

Mailing  Containers  on  Request 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABIUTATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrotor 

Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  <S  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


SHOAL  CREEK  REHABIUTATION  CENTER 

3501  Mills  Avenue,  Austin,  Texas  78703;  512  452-0361 

Rodney  J.  Simonsen,  MD,  Medical  Director 

Comprehensive  rehabilitation  facilities  for  spinal  cord  injury,  stroke, 
head  injury,  pain  management,  and  related  conditions 


Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs.  MD.  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora.  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

1103  Medical  Tower,  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
335-4751 


VALENTIN  GRACIA.  MD,  PA. 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale.  Fort  Worth,  Texas  76104;  336-0446 


117 


Volume  75  April  1979 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

;ni  West  34lh  Street,  Suite  207,  Austin,  Texas  7870S;  459-3258 


JOSEPH  P.  FLEMING,  MD.  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645.  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JAMES  L.  MOORE,  MD,  FACS.  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 
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JOHN  E.  CARTER.  MD.  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 


Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD.  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215;  224-5509 


Psychiatry 


Perry  C.  Talkington.  MD 
Howard  M.  Burkett,  MD 
Jerry  M.  Lewis,  MD 
James  K.  Peden,  MD 
Dode  M.  Hanke,  MD 
Doyle  I.  Carson,  MD 
Joe  W.  King,  MD 
Keith  H.  Johansen,  MD 
Charles  G.  Markward,  MD 


Larry  E.  Tripp,  MD 
Gregory  G.  Dimijian,  MD 
Linda  H.  Hughes,  MD 
Roy  H.  Fanoni,  MD 
Byron  Howard,  MD 
Madeline  W.  Harford,  MD 
John  G.  Looney,  MD 
Carol  A.  Lewis,  MD 
Mark  J.  Blotcky,  MD 


BROMLEY  S.  FREEMAN,  MD,  FACS 
D.  ROBERT  WIEMER,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77030 
713  795-5584 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Chrisli,  Texas;  855-7359 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


JUDSON  L.  CROW,  MD 

Diplomate,  American  Board  of  Surgery 
Diplomate,  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

730  N.  Main — Suite  716,  San  Antonio,  Texas  78205;  512  224-2075 


HENRY  A.  BAER,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive,  and  Hand  Surgery 
Cosmetic  Surgery 

1211  S.  Beckham,  Tyler,  Texas  75701;  214  592-3838 


Psychiatry 

Frank  H.  Chesky,  MD 
Jose  A.  Gutierrez,  MD 
Harris  M.  Hauser,  MD 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston.  Texas  77008;  713  772-4600 


CHARLES  B.  COVERT.  MD.  PA 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Individual,  Group,  Marital 
and  Family  Therapy 

1900  Yorktown,  Suite  314 
Houston.  Texas  77056;  713  627-9988 


ALCOHOUSM  TREATMENT  PROGRAM 

Comprehensive  Inpatient/Outpatient  Rehabilitation 

Department  of  Psychiatry 

Texas  Tech  University  School  of  Medicine, 

Lubbock,  Texas  79430;  80S  743-2804 


TMA  Action /TMA  Legislative  Bulletin 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 


BARRY  M.  BROWN,  MD 

Diplomate,  American  Board  oi  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood*  Suite  187A,  Houston,  Texas  77024;  713-461-6160 


Psychiatry  & Neurology 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

CARLOS  M.  KIER,  MD 

Diplomate  American  Board  of  Internal  Medicine 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


PASADENA  NEUROPSYCfflATRIC  CUNIC  ASSOC. 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502;  713  473-7G46 

R.  E.  Hazlewood,  MD,  J.  J.  Leyva,  MD,  PA,  T.  P.  Wallace,  MD,  PA 
Department  of  Psychology  and  Counseling  Center 
Paul  Rothaus,  PhD,  Becky  Britton,  MA 
Counseling  Center 

Marital,  Family  Counseling,  and  Drug  Abuse 

901  E.  Curtis,  Suite  15,  Pasadena,  Texas  77502;  713  473-6289 


JOEL  E.  RUTSTEIN,  MD 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 
Arthritis  Diagnostic  and  Treatment  Center 

8042  Wurzbach,  Suite  440,  San  Antonio,  Texas  78229;  512  690-8067 
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STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


HAUSER  CUNIC 
Psychiatry  and  Neurology 

Section  of  Psychiatry 
*Abe  Hauser,  MD 
*Robert  I.  Hauser,  MD 
*H.  James  Stuart,  MD 
*Javier  A.  Zapata,  MD 
*Susan  B.  Darsey,  MD 
•Harvey  A.  Rosenstock,  MD 
•Cal  K.  Cohn,  MD 

Section  of  Neurology 
•Gerald  Ratinov,  MD 
Diane  S.  Gelfand,  MD 

Section  of  Social  Work 
Pamela  Plimmer,  ACSW 
Marguerite  Papademitriou,  ACSW 
Wendy  Smolins,  MSSW 

Administrator 
Richard  J.  Eurzenberger 

7777  Southwest  Freeway,  Suite  1036,  Houston,  Texas  77074 
Telephone  713  776-8600 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


Radiology 


Harvey  M.  Lowry,  MD.  FACR  James  P.  Wills,  MD,  DABR 

James  R.  Gish,  MD,  DABR  Robert  Jacobs,  MD,  DABR 

Edward  A.  Sheldon,  MD,  DABR  Daniel  Karnicki,  MD,  DABR 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital,  833-6421 

Beaumont  Neurological  Center,  835-4921 

Beaumont  Medical  and  Surgical  Hospital,  838-1411 

Beaumont,  Texas 


TMA  Legislative  Representation 


. . . Another  service  of  your  association 


Thoracic  Surgery 


Harold  C.  Urschel,  Jr,  MD 
Maruf  A.  Razzuk,  MD 

DRS.  URSCHEL,  RAZZUK  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  824-2503 

JOHN  L.  KEE,  JR,  MD 
Thoracic  Surgery 

The  Doctors  Bldg..  3707  Gaston  Ave.,  Dallas,  Texas  75246;  826-5184 


ALLAN  L.  GRAHAM,  MD.  FACS 
KARAMAT  U.  CHOUDHRY.  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY,  MD 

Diplomate  American  Board  of  Surgery 

Cardiac.  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave..  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 

HECTOR  O.  YANES,  MD.  PA.  FACS.  FACC 
Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth.  Texas  76104;  332-1947 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue. 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


DONALD  L.  PAULSON.  MD.  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas.  Texas;  824-3660 


TMA  Conference  Cassette  Tapes  TMA  Continuing  Education  Directory 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 
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Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf,  MD,  FACS 
Sidney  A.  Worsham,  III,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


H.  M.  GIBSON,  JR,  MD,  FACS 
ABEL  GARDUNO,  MD 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


DONALD  I.  NEESE,  MD 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

400  Medical  Center  Blvd.,  Suite  207,  Webster,  Texas  77598;  713  332-2466 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 
Donald  J.  Logan,  MD 
Allen  S.  Ploticin.  MD 
Donald  L.  McKay,  MD 

Diplomates  American  Board  of  Urology 

Medical  City  Dallas,  7777  Fores!  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-77G5  Answered  24  Hours 


Texas  Medicine 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor. 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


TMA’s  1979  MEETING  FEATURES 

• 22  Section  Programs 

• 20  Curbstone  Consultations 

•14  Continental  Breakfast 
Presentations 

• 30  Specialty  Society  Programs 
•10  Special  Symposiums 

• 1 1 AMA-TMA  Postgraduate  Courses 

• 175  Technical  and 

Scientific  Exhibits 

• Forum  of  Original  Research 

• Social  & Sports  Events 
MAKE  YOUR  PLANS 
NOW  TO  ATTEND 

May  3-6,  1979  DALLAS 

See  the  special  advertising  insert  in  this 
issue  for  additional  meeting  information, 
hotel  reservation  forms,  and  advance 
registration  and  ticket  order  forms. 


TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispedalty  clinic  with 
facilities  lor  doing  all  types  ol  surgery  in  new  hospital  as  well  as  office 
in  new  clinic  building.  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Taylor  Smith,  MD,  Malone  and  Hogan 
Clinic,  1501  West  llth  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361, 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Taylor 
Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  llth  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  iDuilding  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  llth 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  llth 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  llth  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liabifity  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711, 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with  ex- 
cellent facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Taylor  Smith, 
MD,  Malone  and  Hogan  Clinic,  1501  West  llth  Place,  Big  Spring,  Texas 
79720;  telephone  915-267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon  do- 
ing GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  with  salary  of  $45,000  per  year  negotiable.  City 
has  population  of  9.000  with  trade  area  of  25,000  to  30,000.  Contact 
Chris  S.  Cruzcosa,  MD,  300  S.  5th  Street,  Carrizo  Springs,  Texas  78834, 
512-876-5236. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850 


EMERGENCY  DEPARTMENT  DIRECTOR  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD  with  ER  and  administrative  experience.  Malpractice  insur- 
ance supplied.  Fee  for  service  compensation.  Jim  Houser,  Emergency 
Health  Service  Associates,  3600  Gaston  Avenue,  Suite  503,  Efallas,  Texas 
75246;  214-823-6850. 


PHYSICIANS:  You  can  find  the  perfect  practice  opportunity  through 
Medenco  Hospitals,  Inc.  A variety  of  settings  from  rural  to  metropolitan 
plus  an  attractive  financial  package  are  available  with  Medenco.  Con- 
tact Physician  Relations,  Medenco  Hospitals,  Inc.,  P.  O.  Box  3448,  Hous- 
ton, Texas  77001;  Call  collect  in  Texas  713-621-8131. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  in  obstetrics,  pediatrics 
and  family  practice.  Enjoy  practicing  medicine  with  our  28-man 
multispecialty  group  located  in  a friendly  city  of  100,000  people 
in  north  central  Texas.  Close  to  everything,  but  away  from  big  city 
problems.  If  you  want  to  know  more  about  this  long  established 
group  (1919)  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817-766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302. 


PSYCHIATRIC  RESIDENCY  IN  APPROVED  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  with 
Texas  license  are  $17,000,  $18,000  and  $19,000  per  year  with  additional 
fringe  benefits.  For  full  information,  write  to:  Anthony  P.  Rousos,  MD, 
Director  of  Residency  Training,  Austin  State  Hospital,  4110  Guadalupe 
Street,  Austin,  Texas  78751. 


LOCUM  TENENS — EMERGENCY  MEDICINE — available  in  our  Dallas 
area  hospitals;  monthly  scheduling  is  flexible  and  according  to  your 
preferences;  malpractice  is  paid,  excellent  hourly  income  according  to 
your  flexibility  and  hours  worked.  Call  214-522-5481  for  details. 


MEDINA  COUNTY  AND  HONDO,  TEXAS.  An  excellent  opportunity  for 
a young  physician  to  establish  a practice.  The  local  physicians  will 
make  you  an  outstanding  offer.  Contact:  John  W.  Meyer,  MD,  Medina 
Medical  Management  Corporation,  602  31st  Street,  Hondo,  Texas  78861; 
telephone  512-426-3054. 


PHYSICIANS  WANTED — progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647.  Telephone  214-845-2281. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after  Adult 
Psychiatry  training.  Academic  program  in  child  development,  family 
therapy,  genetic  and  metabolic  cfisorders,  behavior  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  with  intensive  individual  supervision  in  psy- 
choanalytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  child  development, 
linguistic  anthropology,  community  services,  and  other  fields.  Excel- 
lent opportunities  in  teaching  administration,  inpatient  and  outpatient 
clinical  programs.  New  60-bed  inpatient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  community  programs.  Stipends: 
first  year,  $17,000;  second  year,  $18,000;  third  year,  $19,000;  fourth 
year,  $20,000  with  additional  fringe  benefits.  Contact  Anthony  P. 
Rousos,  MD,  Director  of  Residency  Training,  Austin  State  Hospital, 
4110  Guadalupe,  Austin,  Texas  78751. 
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LIVE  AND  WORK  WHERE  OTHERS  VACATION:  Port  Aransas.  Mustang 
Island.  Developing  tourist  and  recreational  area  needs  physician. 
5,300  permanent  population;  50,000  transient  population.  Offers  un- 
hmitecl  potential.  Excellent  quality  of  life,  leisurely  pace,  unmatched 
recreational  opportunities.  Hospital  within  7 miles,  major  metropolitan 
area,  36  miles.  Reply  to  W.  L.  Gavit,  Box  188,  Port  Aransas,  Texas 
78373. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Pediatrician, 
internist,  psychiatrist,  family  practitioner,  solo  practice.  Home  Exxon, 
US  Steel,  Gulf.  High  income.  Bay  area  near  Houston.  Outstanding 
schools,  colleges.  Contact  Administrator,  1101  Decker  Drive,  Baytown, 
Texas  77520;  713-422-3405. 


FAMILY  PRACTITIONER  OR  GENERAL  INTERNIST  for  primary  care 
group.  Excellent  compensation/benefits:  continuing  education,  malprac- 
tice, health,  life,  and  disabilitv  insurance,  vacation,  pension/profit- 
sharing plan,  potential  shareholdership.  Contact  L.  N.  Dotin,  MD, 
Southwest  Medical  Group,  PA,  4499  Medical  Drive,  Suite  270,  San  An- 
tonio, Texas  78229;  512-690-2010. 


TEXAS  PHYSICIAN  PLACEMENT.  Professionally  and  personally  satis- 
fying general  family  practices  in  all  sized  Texas  towns.  Some  specialty 
practices.  Good  cross-coverage  with  other  physicians  in  town.  Please 
send  CV-resume  with  lifestyle  preferences  to  Sanford  Smith,  Profes- 
sional Practice  Management,  Inc.,  1102  Kingwood  Drive,  Humble,  Texas 
77339. 


OB-GYN,  HOUSTON,  TEXAS:  To  associate  with  three  doctor  office. 
Well  established  practice.  Minimum  $40,000  yearly.  Call  1-713-643-2644 
or  write  Joe  Atlas,  MD,  8322  Gulf  Freeway,  Houston,  Texas  77017. 


OPHTHALMOLOGIST  WANTED:  To  take  over  an  established  general 
ophthalmology  practice  in  a predominantly  Spanish-speaking  area  of 
San  Antonio,  Texas.  Ability  to  speak  Spanish  helpful,  but  not  essential. 
No  investment  required.  Any  arrangement  negotiable.  Contact  James 
W.  Speights,  MD,  700  S.  Zarzamora,  Suite  302,  San  Antonio,  Texas 
78207;  telephone  512-432-0979. 


WANTED:  GP,  FP  NEEDED  to  join  4 man  group  to  do  general  practice 
and  OB.  Population  5,000;  trade  area  15,000  plus.  Old  established  clinic 
group  of  3 GPs  and  1 board  surgeon.  Lovett  Meredith  Clinic,  Box  487, 
Olney,  Texas  76374;  817-564-5543. 


UNIVERSITY  AFFILIATED  CHILDRENS  HOSPITAL  with  109  beds— one 
pediatric,  level  2 and  one  pediatric,  level  3 position  available  for  July  1, 
1979.  Contact  Benjamin  Suchoff,  MD,  Director  of  Medical  Education, 
Driscoll  Childrens  Hospital,  3533  South  Alameda,  Corpus  Christi,  Texas 
78411. 


PSYCHIATRIST  II.  Three  positions  available,  one  position  part-time  in 
deaf  psychiatric  unit.  Must  be  licensed  to  practice  in  Texas.  $38,000- 
$41,000  depending  on  qualifications,  plus  $1000 /year  for  board  certifica- 
tion. Please  submit  resume  including  at  least  three  references  to: 
LaDair  Wright,  Personnel  Director,  Austin  State  Hospital,  4110  Guada- 
lupe, Austin,  Texas  78751. 


WANTED:  PEDIATRICIAN,  board  certified  or  eligible  to  join  solo 
pediatrician  in  Dallas  suburb  of  120,000.  Medical  school  affiliation 
available.  Any  reasonable  financial  arrangement  considered,  including 
salary  plus  incentive.  Please  reply  to  Ad-890,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


EMERGENCY  MEDICINE  OR  FAMILY  PRACTICE  opportunities  available 
in  Texas.  Emergency  medicine  positions  offer  flexible  scheduling,  at- 
tractive salaries,  and  malpractice  coverage.  Family  practice  positions 
located  in  growing  communities  with  varied  geographic  locations. 
Background  in  surgery  preferred.  For  additional  information  contact 
Vicki  Hay,  P.  O.  Box  45148,  Dallas,  Texas  75245  or  call  collect  214- 
350-4991  or  214-358-4486. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $15.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Txas  78701. 
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EMERGENCY  DEPARTMENT — part-time  opportunities  in  the  Dallas, 
Texai;  area.  Scheduling  flexible,  paid  malpractice,  weekdays,  nights, 
and  or  weekends.  Contact  Texas  Emergency  Room  Services,  PA,  3603 
Holl  Street.  Suite  102,  Dallas,  TX  75219,  or  call  214-522-5481. 


DALLAS — Collin  County  Hospital  Emergency  Department.  Phy- 
nu  needed  for  weekday/evening  staffing.  Flexible  scheduling;  out- 
^liiding  malpractice  insurance  coverage.  Contact  Texas  Emergency 
loom  Services,  P.A.,  3603  Hall  Street,  Dallas,  Texas  75219,  or  call 
214-522-5481. 


ORTHOPEDIC  SURGEON,  board  eligible  or  certified,  needed  to  asso- 
ciate with  established  3-man  orthopedic  clinic  in  Northeast  Texas 
community  of  25,000,  with  referral  area  of  130,000,  Incorporated  practice 
with  attractive  fringe  benefit  program.  Send  curriculum  vitae,  name  and 
address  to  Ad-895,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED:  BOARD  CERTIFIED  OR  ELIGIBLE  PEDIATRICIAN  to  join  four 
other  pediatricians  in  pleasant,  well-established,  group  practice. 
Guaranteed  salary  with  rapid  advancement.  Associated  with  teaching 
hospital  on  Gulf  Coast;  pop.  250,000.  Contact  Joseph  Oshman,  MD, 
3435  S.  Alameda,  Corpus  Christi,  Texas  78411;  512-855-7346. 


PHYSICIAN — We  are  one  of  America's  largest  health  care  corporations. 
Currently  we  are  seeking  a full-time  physician  for  our  plasma  donor 
center  located  in  Texas.  Responsibilities  will  include  performing  physi- 
cals in  conjunction  with  donor  screening  and  evaluations.  Our  require- 
ments are  flexible  and  we  will  consider  retired  physicians  as  well  as 
those  desiring  to  work  on  a consulting  basis.  We  offer  an  excellent 
working  environment  and  a highly  competitive  salary.  Please  forward 
curriculum  vitae  or  call  collect  tor  immediate  consideration.  Mr.  Gary 
Skybrock,  Alpha  Therapeutic,  formerly  a Division  of  Abbott  Labora- 
tories, 820  Mission  Street,  South  Pasadena,  CA  91030;  213-440-0800. 
Equal  opportunity  employer  M/F. 


WANTED:  GENERAL  PRACTITIONER  TO  JOIN  fourteen  doctor  multi- 
specialty  group  for  the  practice  of  industrial  medicine.  Located  in  the 
new  Medical  City  Dallas  complex  in  North  Dallas.  Excellent  compen- 
sation and  group  benefits  including  profit  sharing,  life,  health,  dis- 
ability and  malpractice  coverage,  vacation  time,  afternoon  off  and 
shared  weekend  and  night  call.  No  buy-in  agreements.  Jay  K.  Lockhart, 
Administrator,  Southwest  Clinic  Association,  7777  Forest  Lane,  Suite 
240,  Dallas,  Texas  75230;  telephone  214-661-7707. 


SEEKING  OB-GYN  to  join  expanding  practice;  solo  or  associate  in 
rapidly  growing  West  Texas  community.  Contact  Dr.  A.  Diaz,  2300 
West  Michigan,  Midland,  Texas  79701,  915-683-5568. 


CORPORATE  PHYSICIANS.  Fortune  100  companies.  Insurance  physician, 
underwriting  and  insurance  processing.  Occupational  health  physician, 
major  oil  company.  Clinic  and  private  practice.  Listings  in  family 
practice,  internal  medicine  and  cardiology.  Contact  Marilyn  N.  Blaker, 
MEDEX,  5805  Richmond,  Houston,  Texas  77057.  Call  collect  713-789-1550. 


TEXAS — GP/FP.  One  or  two  needed  for  suburban  Dallas  area.  Growing 
affluent  community.  Many  enjoyable  recreation  sites  are  nearby  for 
easy  living,  including  Lake  Ray  Hubbard.  Plenty  of  office  space  avail- 
able immediately.  Financial  incentives  for  the  qualified  physician.  Send 
CV  to  William  Lee,  Director,  Physician  Relations,  Charter  Medical,  P.O. 
Box  209,  Macon,  Georgia  31202  or  call  1-800-841-9403. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  search, 
evaluation  and  screening  to  supplement  your  own  independent  recruit- 
ing. We  never  require  deposit,  retainer  or  exclusion.  Full  information 
to  physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  \11 , Houston,  Texas  77096;  713-729-6068. 


EXCELLENT  PHYSICIANS — general  and  specialty.  Inquire  through  Sun- 
belt Physician  Placement  Service,  5500  N.  Braeswood,  No.  177,  Houston, 
Texas  77096;  713-729-6068. 


Situations  Wanted 


CARDIOLOGIST,  board  certified  in  internal  medicine,  board  eligible 
in  cardiology.  Well  trained  in  invasive  (Sones  and  Judkins)  and  non- 
invasive  cardiology.  Seeks  practice  opportunities  in  association  with 
other  cardiologistfs)  in  Dallas  or  Houston  area.  Available  July  1979. 
Contact  Ad-843,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


DERMATOLOGIST — 37.  dermatology  board  certified  1971.  Texas  tempo- 
rary license.  Looking  for  practice  in  Houston.  Open  to  all  possibilities. 
Please  reply  to  Ad-831,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd,, 
Austin,  Texas  78701. 


ANESTHESIOLOGIST — 34  board  eligible,  4 years  training,  FLEX,  avail- 
able July  1979.  Licensed  in  Florida  and  Texas.  Any  kind  of  service  to 

group  or  hospital  full-time,  part-time,  any  kind  of  service.  Contact  A. 

Desai,  MD,  7 Hegman  Avenue,  Apt.  17C,  Brooklyn,  New  York  11212; 
212-485-6835. 


INTERNIST — 30,  ABIM,  FMG  (Taiwan),  subspecialty  infectious  diseases, 
university  trained.  Seeking  solo/associate/group  practice  after  July  1979 
in  Texas.  Primary  care  considered.  Reply  to  Ad-876,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN — 47  year  old  FACOG  desirous  of  OB/GYN  group  practice  in 
Southeast  or  Southwest  Texas.  Available  3-6  months.  Good  health. 
Please  reply  to  Ad-877,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WANTED:  To  share  or  sublet  an  office  preferably  at  Medical  City  or 
Presbyterian  Hospital  Office  Building,  Dallas.  Office  must  be  suitable 
for  minor  surgical  procedures.  Please  reply  to  Dr,  Walter  P.  Unger, 
2156  Yonge  Street,  Toronto,  Ontario,  Canada  M4S  2A7. 


SEEKING  LOCUM  TENENS — Have  Texas  license,  15  years  experience  in 
family  practice  in  Texas.  Available  April  15.  Please  reply  to  Ad-889, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  ELIGIBLE  GENERAL  SURGEON  with  one  year  experience  in 
teaching  at  major  emergency  room  residency  program.  Would  like  ER 
position  in  a major  city  in  Texas.  Teaching  position  preferred.  Licensed 
in  Texas.  Please  reply  to  Ad-887,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


SEEKING  LOCATION:  32  year  old  American  trained  physician  in  gen- 
eral medicine  in  private  practice  of  six  years  in  Florida,  wanting  to 
relocate  to  Texas.  Would  prefer  associate  or  group  practice  within  a 75 
miles  radius  of  either  Houston,  San  Antonio,  Austin  or  Corpus  Christi. 
Please  contact  Allan  Weyl,  MD,  4090  Raynolds  Avenue,  Coconut  Grove, 
Florida  33133. 


INTERNIST  AND  OBSTETRICIAN/GYNECOLOGIST— ages  38,  husband 
and  wife.  Certified  by  the  American  Board  of  Obstetrics  and  Gyne- 
cology. Prefer  Gulf  Coast  area,  Corpus  Christi,  Freeport,  Port  Arthur, 
Beaumont.  Group  or  solo  practice.  Both  licensed  in  Texas.  Available 
August  1979.  Please  reply  to  Ad-891,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  CERTIFIED  GENERAL  SURGEON  seeking  practice,  preferably 
group  in  community  hospital.  Contact  Rufino  Madariaga,  MD,  708 
Trevor  Terrace,  Richmond,  Virginia  23225, 


SEEKING  LOCATION — Husband  and  wife,  board  certified  general 
surgeon  and  obstetrician/gynecologist  wish  to  relocate  in  Texas.  Please 
reply  to  Ad-882,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


A YOUNG  ENERGETIC  board  certified  family  physician  seeking  to 
start  solo  or  group  practice  in  Texas,  suburban  area  preferred.  Please 
reply  to  Ad-893,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701, 


ANESTHESIOLOGIST — 34  years,  trained  in  university  hospital  in  all 
fields  of  anesthesia.  Completed  Part  I of  American  Board;  in  private 
practice  for  IV2  years  in  Texas.  Available  June  1979.  Please  reply  to 
Ad-894,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON,  59,  board  certified.  Desires  part-time  or  full- 
time position  in  insurance  claims,  disability  determinations  or  in- 
dustrial medicine.  Prefer  San  Antonio,  Houston,  Corpus  Christi  or 
Austin.  Please  reply  to  Ad-896,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


32  YEARS  OLD,  ABIM  CERTIFIED,  eligible  pulmonary  subspecialty 
board,  university  trained  in  bronchoscopy,  biopsies,  clinical  consulta- 
tions, respiratory  ICU  care,  respiratory  therapy  and  pulmonary  function 
test.  Seek  solo,  group,  or  hospital  based.  Willing  to  do  general  internal 
medicine.  Available  July  1979.  Please  reply  to  Ad-879,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ER  PHYSICIAN — 35  years  old,  board  certified  internist.  Member  Ameri- 
can College  of  Physicians,  American  College  of  Emergency  Physicians. 
ER  experience  in  a large  city  hospital.  Seeking  a full-time  ER  position 
in  a large  metropolitan  area  in  Texas.  Please  reply  to  Ad-898,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


NEPHROLOGIST:  ABIM,  seeking  private  practice  or  job  opportunity 
primarily  in  nephrology  with  or  without  internal  medicine.  University 
trained  m all  aspects  of  clinical  nephrology  and  transplantation.  Reply 
to  U.  R.  Varanasi,  M.D.,  4530  Aztec  Trail,  Madison,  W^isconsin  53711  or 
call  608-274-0675  (home)  or  608-263-3316  (hospital).  Available  June  or 
July  1979. 


ORTHOPEDIC  SURGEON:  Board  eligible  July  1979 — seeks  position  with 
group  or  solo  practice.  Well  trained  in  all  aspects  of  general  ortho- 
pedics. Please  contact  Ad-868,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


CARDIOLOGIST/INTERNIST:  BE  ABIM  and  cardiovascular  diseases. 
Well  trained  in  invasive  (Sones  & Judkins)  and  noninvasive  cardiology 
and  insertion  of  permanent  pacemakers.  Seeks  relocation  with  group, 
associateship  or  hospital  based  practice.  Prefer  large  or  medium  sized 
city  in  Sun  Belt  region.  Available  immediately.  Contact  Ad-899,  TEXAS 
MEDICINE,  18(11  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


NEW  ULTRA-MODERN,  cedar  and  glass  office  space  for  lease  in 
Northwest  San  Antonio  one  block  from  Loop  410  and  one  exit  from  IHIO. 
Across  the  road  from  Park  North  Hospital,  the  building  is  divided  into 
six  separate  office  spaces  which  are  occupied  by  4 general  dentists,  3 
oral  surgeons,  an  orthodontist,  and  a psychologist.  Up  to  2700  sq.  ft. 
available  at  51?  sq.  ft.  with  a very  liberal  allowance  to  finish  out  to 
your  specifications.  Ideal  situation  for  the  family  practitioner  or  pedia- 
trician. Contact  Mossrock  Venture,  2803  Mossrock,  Suite  201,  San  An- 
tonio, Texas  78230. 


OFFICE  SPACE  IN  DALLAS — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy,  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available 
without  cost.  Contact  Joe  Mistrot,  214-328-2761,  or  write  P.  O.  Box  18237, 
Dallas,  Texas  75218. 


MEDICAL  DOCTORS  OFFICE  EQUIPMENT,  including  examining  cul- 
tures, cabinet,  sterilizer,  hyfrecator  for  sale.  Excellent  condition.  Call 
713-981-6331. 


TAX  SHELTER-LAND  INVESTMENT  RANCH.  This  is  a 654  acre  regis- 
tered cattle  ranch  10  miles  east  of  Temple,  Texas,  one  mile  west  of 
Rogers,  in  rolling  blacklands.  Paved  roads  on  two  sides,  well  improved 
gravel  roads  on  two  sides.  Could  easily  be  divided.  Three  bedroom 
frame  house,  two  large  barns,  sheds,  five  stock  tanks,  cross  fenced 
with  coastal  bermuda  and  other  grasses.  Numerous  potential  sites 
for  lakes.  Has  community  water  line  on  three  sides  of  property.  Only 
$625/per  acre.  Will  accept  low  reasonable  down  payment  and  carry 
lien.  Contact  Joe  Berry,  4402  Vance  Jackson  Road,  Suite  100,  San  An- 
tonio, Texas,  telephone  512-342-1231  or  512-342-6855. 


AUSTIN,  TEXAS — Medical  office  space  available  April  1979  in  a rapidly 
growing  medical  community  near  Ben  White  Blvd.  and  South  Lamar. 
Call  512-452-9544  for  information. 


DALLAS— WELL  ESTABLISHED  PROFESSIONAL  LOCATION.  Newly  re- 
decorated, 1200  sq.  ft.  furnished  space.  Five  minutes  Baylor  Hospital. 
Immediate  occupancy.  Lab  and  x-ray  in  building.  Free  parking  for 
physicians,  patients  and  employees.  Janitorial  service  and  all  bills  paid. 
Excellent  location  for  primary  care  physicians  (family  practitioner,  in- 
ternist, pediatrician,  obstetrician-gynecologist,  dermatologist,  etc.). 
Contact  Lakewood  Medical  Building  214-821-9161. 


TEXAS  MEDICINE 


LEASE  SPACE  AVAILABLE:  Ideal  NE  San  Antonio  space  available  in 
building  with  two  general  practitioners  and  one  general  dentist.  The 
medical  practices  have  been  in  the  same  location  for  ten  years,  C.  J. 
Merritt,  DDS,  10127  Sahara,  San  ntonio,  Texas  78216;  512-341-2536, 


ACTIVE  GENERAL  SOLO  PRACTICE  FOR  SALE:  Physician  wants  to 
retire  lor  reasons  ot  health.  Located  in  the  middle  of  the  Rio  Grande 
Valley.  Spanish  speaking  community.  Call  J.  A.  Armora,  MD,  512-464- 
2211  or  write  300  S.  10th  Street,  Donna,  Texas  78537.  Available  July. 


FOR  LEASE — Two  clinics,  ideal  lor  one  doctor  each,  located  in  Mont- 
rose area  of  Houston,  one  mile  from  medical  center.  Excellent  con- 
dition. 1,300  sq.  It.  each  with  3-4  exam  rooms,  laboratory,  consultation 
rooms,  offices.  Oflstreet  patient  parking,  covered  doctor  parking.  60« 
per  usable  sq.  ft.,  unfurnished;  all  utilities  and  services  provided.  For 
additional  information  contact  CHELPIN,  8902  Limerick,  Houston,  Texas 
77024;  713-688-6905  (evenings  & weekends),  713-241-3359  (weekdays). 


FOR  SALE — Brick  veneer  building,  lot  2,200  sq.  ft;  building  2,105  sq.  ft. 
Twelve  rooms,  complete  medical  facilities,  furnished.  Excellent,  31  year 
old  established  family  practice  for  sale  by  owner.  Patients  all  Anglos. 
Building  15  years  old.  Owner  will  carry  at  25%  down,  9%  interest  for 
10  years.  Southeast  San  Antonio.  Business  address  Highland  Hills 
Medical  Center,  3902  Clark  Avenue,  San  Antonio,  Texas  78223.  Ready 
tor  occupancy.  Contact  Mrs.  A.  M,  Gray,  130  Melrose  Place,  Apt.  503E, 
San  Anonio,  Texas  78212. 


AUSTIN — LEASE  SPACE  AVAILABLE  for  family  practitioner.  Located 
next  to  dental  office  in  growing  suburb  of  northwest  Austin.  Eight 
minutes  from  Lake  Travis.  Contact  Rick  C.  Redmond,  DDS,  512-258-9139; 
write  10302  Anderson  Mill  Road,  Austin,  Texas  78750. 


Miscellaneous 


ABCRTICN  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWCCD,  51(J  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HCME  CF  THE  HCLY  IN- 
FANCY.) 


Business  and  Financial  Services 


LOANS  TO  PROFESSIONALS:  Loans  now  available  to  physicians  and 
physicians-in-training.  Consolidate  debts  or  any  purpose  loans.  Also 
loans  to  executives.  Loans  to  $50,000  or  more,  unsecured,  no  collateral 
necessary.  Also  2nd  mortgages  available  to  $25,000  or  more.  For  in- 
formation call;  A.  Clayton  Rieder,  Financial  Consultant,  80  Circle  Drive, 
Syosset,  New  York  11/91;  telephone  516-935-1234. 


PHYSICIANS  WANTED 

Downtown  Houston 
St.  Josephs  Medical  Plaza 

Immediate  openings  for  Family  Practi- 
tioners, Pediatricians,  General  Sur- 
geons, Internists,  etc.  Call  713  659-3440. 


Only  the 
finest  work 
with  PPG. 

Join  us. 


Emergency  Medicine  practice  with  PPG 
provides  hundreds  of  physicians  with 
a comfortable  lifestyle  — in  places  where 
they  want  to  be,  with  excellent  income 
and  time  for  personal  interests. 
Whether  you're  just  completing  your 
training  or  have  years  of  private  prac- 
tice behind  you,  we  have  an  Emergency 
Medicine  practice  tailored  to  your  needs. 
Eor  a free  brochure  and  more  infor- 
mation, contact  Dr.  T.  P.  Cooper's  staff, 
toll-free,  at  1-800-325-3982. 


Serving  over  500.000  emergency 
patients  annually. 

970  Executive  Parkway,  Suite  101 
St.  Louis,  Missouri  63141 
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Firstmark  Capital  Corporation 
announces  a new  personal 
lending  service  designed 
to  meet  the  special  needs 
of  health  care  professionals. 


Consider  the  advantages  . . . 

• ONLY  YOUR  SIGNATURE  IS  RE- 
QUIRED TO  BORROW  FROM  $5,000 
TO  $25,000,  TERMS  TO  SIXTY 
MONTHS. 

• QUICK  CONFIDENTIAL  SERVICE, 
ENTIRE  TRANSACTION  HANDLED 
BY  MAIL. 

• CREDIT  LIFE  INSURANCE  AVAIL- 
ABLE AT  LOW  COST  ...  NO 
PHYSICAL  EXAMINATION  RE- 
QUIRED. 

• LOAN  IS  INTEREST  BEARING  . . . 
YOU  MAY  PAY  OFF  OR  REDUCE 
THE  LOAN  AT  ANY  TIME  WITHOUT 
PRE-PAYMENT  PENALTY. 


Think  of  all  the  summer  days 
and  special  moments  you’ve 
got  to  look  forward  to. 

They’re  all  out  there,  just 
waiting  to  happen. 

So  are  accidents. 

The  choice  is  yours. 


If  you  don’t  like  thinking 
about  safety,  think  where 
you’d  be  without  it. 


National 
Safety 
Coundl 


Here’s  how  to  apply  . . . 

For  complete  information  and  a simple  loan  appli- 
cation call  Mr.  Charles  Toll  Free  at  1-800- 
421-0355. 


Virstmark  Capital 

Firstmark  Capital  Corporation 

7 Clocktower  Square,  Suite  270 
Aurora,  Colorado  8001 1 


there  will  never  be  another  you. 


Serving  the  Health  Care  Industry  for  over  Fifty  Years. 


A reminder  from  the  National  Safety 
Council.  A non-profit,  non-governmental 
public  service  organization.  Our  only 
goal  is  a safer  America. 


TEXAS  MEDICINE 


LETTERS 


Copies  requested 

Dear  Ms  Baker: 

At  an  editorial  conference  this  past  weekend,  we  had 
Paul  Fisher,  PhD,  professor.  College  of  Journalism,  Uni- 
versity of  Missouri,  as  our  guest  speaker.  He  spoke  so 
highly  of  your  journal  that  our  editor,  G.  L.  Schiebler,  MD, 
asked  if  you  would  send  us  some  copies  for  our  editorial 
staff  to  look  at. 

Your  journal  is  outstanding  and  well  received  here. 

Louise  Rader,  Jacksonville,  Fla,  Managing  Editor, 

Journal  of  the  Florida  Medical  Association. 


Oops!  We  goofed 

Dear  Ms  Baker: 

I have  been  reviewing  with  interest  the  "What's  New” 
article  in  the  February  1979  issue  of  Texas  Medicine, 
titled  “Reproductive  Medicine  and  Biology — The  Hyper- 
androgenic  Female, " by  Emil  Steinberger,  MD,  et  al,  and 
see  they  have  referred  to  as  many  as  16  references; 
however,  there  are  only  two  of  them  listed  at  the  end  of 
the  article.  I would  indeed  appreciate  having  a list  of  the 
other  14  not  listed,  or  an  idea  as  to  where  they  can  be 
obtained. 

Thank  you  in  advance  for  your  cooperation  in  this 
matter. 

Zaven  H.  Chakmakjian,  MD,  Dallas. 

Dear  Dr  Daeschner: 

I very  much  enjoyed  “What’s  New”  in  the  February  1979 
issue  of  Texas  Medicine.  Unfortunately,  the  article  con- 
tained only  two  of  the  references  cited  by  the  authors. 
Would  it  be  possible  to  get  a complete  listing  of  the  16 
references?  Thank  you. 

Sheldon  Rubenfeld,  MD,  Houston. 

Editor’s  Note:  Our  apologies  to  Drs  Steinberger,  Smith, 
and  Rodriguez-Rigau.  Following  is  the  complete  refer- 
ence list  that  should  have  appeared  with  “What’s  New” 
in  the  February  1979  issue  of  Texas  Medicine. 

REFERENCES 

1.  Chamlian  DL,  Taylor  HB:  Endometrial  hyperplasia  in  young 
women.  Obstet  Gynecol  36:659.  1970. 


2 Goidzieher  JW:  Polycystic  ovarian  disease.  Clin  Obstet  Gynecol 
16:82.  1973. 

3,  Judd  HL.  Scully  RE,  Herbst  AL.  et  al:  Familial  hyperthecosis: 
comparison  of  endocrinologic  and  biologic  findings  with  polycystic 
ovarian  disease.  Am  J Obstet  Gynecol  1 17  976,  1973. 

4,  Case  records  of  the  Massachusetts  General  Hospital.  Weekly 
clinicopathologic  exercises.  Case  12-1974,  N Engl  J Med  290:730, 
1974, 

5,  Rodriguez-Rigau  LJ,  Smith  KD,  Steinberger  E:  Effect  of  hyper- 
androgenism  on  the  menstrual  cycle  and  fertility  of  women  Proceed- 
ings, 2nd  Annual  Interdisciplinary  Research  Conference  on  the  Men- 
strual Cycle,  St  Louis,  Mo.  May  1978. 

6,  Smith  KD,  Rodriguez-Rigau  LJ.  Tcholakian  RK.  et  al:  The  re- 
lation between  plasma  testosterone  levels  and  the  lengths  of  phases 
of  the  menstrual  cycle.  Unpublished  data. 

7,  Steele  SJ,  Mason  B.  Brett  A:  Amenorrhea  after  discontinuing 
combined  estrogen-progestogen  oral  contraceptives,  Br  Med  J 4:343, 
1973, 

8,  Buttram  VC,  Vanderheyden  JD.  Besch  PK.  et  al:  Post  "pill" 
amenorrhea.  Int  J Fert  19:37,  1974, 

9,  Jones  GES.  Howard  JE,  Langford  H:  The  use  of  cortisone  in 
follicular  phase  distrubances,  Fertil  Steril  4:49,  1953, 

10.  Perloff  WH,  Channick  BJ:  Effect  of  prednisone  on  abnormal 
menstrual  function.  Am  J Obstet  Gynecol  77 : 1 38,  1 959. 

1 1 , Smith  KD,  Steinberger  E.  Perloff  WH:  Polycystic  ovarian  disease: 
a report  of  301  patients.  Am  J Obstet  Gynecol  93:994,  1965. 

12.  Abraham  CE,  Maroulis  GB,  Buster  JE,  et  al:  The  effect  of  dex- 
amethasone  on  serum  cortisol  and  androgen  levels  in  hirsute  patients, 
Obstet  Gynecol  47:395.  1976 

13,  Steinberger  E,  Smith  KD,  Tcholakian  AK,  et  al:  Testosterone 
levels  In  female  partners  of  infertile  couples.  Relationship  between 
androgen  levels  in  the  woman,  the  male  factor  and  the  incidence  of 
pregnancy.  Unpublished  data. 

14,  Rodriguez-Rigau  LJ,  Smith  KD.  Tcholakian  RK,  et  al:  Effect  of 
prednisone  on  plasma  testosterone  levels  and  on  duration  of  phases  of 
the  menstrual  cycle  in  hyperandrogenic  women.  Unpublished  data. 

15.  Danowski  TS,  Bonessi  JV,  Sabeh  G.  et  al:  Probabilities  of 
pituitary-adrenal  responsiveness  after  steroid  therapy.  Ann  Intern  Med 
61  :11.  1964. 

16  Christy  NP:  The  clinical  significance  of  pituitary-adrenal  suppres- 
sion by  exogenous  corticosteroids.  J Chron  Dis  26:261,  1973. 
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Correction;  Ovarian  tumor  size 

Dear  Ms  Baker: 

I have  found  an  error  in  my  article,  "Ovarian  Cancer: 
Diagnosis,  Staging,  Treatment,”  which  appeared  in  Texas 
Medicine,  February  1979. 

On  page  78,  the  third  paragraph  in  the  right  column 
should  read: 

“The  survival  rate  in  patients  who  have  tumor  masses 
more  than  2 cm  in  size  left  behind  with  radiotherapy, 
is  roughly  20%.  Therefore,  chemotherapy  is  much  more 
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Clinicians’  extra  efforts  mean  better  life  for  amputees 


In  this  time  of  increased  technology  and  sophisticated 
instrumentation,  it  is  especially  refreshing  to  see  a dedi- 
cated clinician  devote  his  attention  to  better  clinical  evalu- 
ation of  the  patient. 

"Innovations  in  Care  of  the  Amputee,”  by  Vert  Mooney, 
MD  (page  43),  points  to  the  rewarding  results  when  the 
clinician  takes  an  extra  effort  in  evaluating  a dysvascular, 
elderly,  and/or  diabetic  amputee.  As  Dr  Mooney  indi- 
cates, this  evaluation  includes  delineation  of  the  best  level 
of  amputation,  planning  for  earlier  gait  training,  the  use 
of  light-weight  plastic  temporary  sockets  and  light-weight 
prostheses,  and  recognizing  the  difference  in  cardiovas- 
cular endurance  for  the  different  levels  of  amputation. 

An  excellent  consideration  is  the  use  of  a Doppler  ultra- 
sound flow  detector  to  better  evaluate  circulation  in  the 
limb  and,  therefore,  obtain  the  best  length  for  the  stump. 

All  of  these  aspects,  when  considered  and  applied,  will 
result  in  a better  prosthetic  rehabilitation  of  these  patients; 
they  should  be  able  to  enjoy  a full  life  in  their  later  years, 
rather  than  one  confined  to  a wheelchair. 

Clinicians  working  with  prosthetic  rehabilitation  also 
should  consider  using  auditory  sensory  feedback  which, 
when  applied,  will  give  the  amputee  a better  sense  of 
foot  placement  at  the  time  of  heel  strike,  mid-stance,  or 
toe  off.’  ® This  method  is  being  utilized  in  many  centers 
with  fair  to  good  results.  It  should  assist  the  patient  who 
has  peripheral  neuropathies  and  proprioceptive  or  visual 
deficits  to  learn  where  his  foot  is  at  any  phase  of  gait, 
without  having  to  look. 

New  methods  of  prosthetic  fitting  should  be  considered 
when  the  amputee  returns  for  evaluation  with  complaints 
of  painful  stump,  pistoning,  blisters,  ulcers,  and/or  edema 
of  the  stump. 

Xeroradiography  is  a new  method  that  provides  the  cli- 
nician with  the  best  contrast  between  the  plastic  socket, 
the  soft  insert,  the  soft  tissues,  and  the  soft  cushion  if  one 
is  used.^  ’°  When  xeroradiography  is  utilized,  a scientific 
evaluation  and  measurement  of  the  stump  in  relation  to 
the  socket  can  be  made  and  the  problem  can  be  correct- 
ed. 

Because  of  dedicated  clinicians  who  make  an  extra 
effort  to  use  simple  and  rather  inexpensive  maneuvers 
and  tests,  many  individuals  who  have  lost  one  or  both  of 
their  limbs  may  enjoy  a greater  scope  of  life. 

Raul  Villanueva,  MD,  Houston. 
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For  recurrent  attacks  of 
urinary  tract  infection  in  women 
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Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 
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■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morgana.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinil  prveumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
“Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  “Intermediate  susceptibility”  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  neorolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
luoinations,  tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  oaused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older. 


Weight 

Dose- 

-every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

'72  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1V2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

'72  the  usual  regimen 

Below  1 5 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazo  e per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trim.ethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
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able singly  and  in  trays  of  10.  Oral  suspension,  oontaining  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 
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Nutley,  New  Jersey  07110 

Please  see  following  page. 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitisas  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts! 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  flurdlrTeffective  concen- 
trations, thus  combating  migr^ftion  of  pathogens  into 
the  urethra.  [ 

Studies  have  shown  that  Bactrim  acts  against  Enferc 
bacteriaceae  in  the  bowel  without  the  emergence  of  resi 
tant  prganisms.  Thus,  Bactrim  reduces  the  risk  of  introi 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


; Hi^iiext  attack  of  cystitis  mavirequire 

r theBactrinf 
3-system  counterattack 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  tract 


Please  see  reverse  side  for  summary  of  product  information. 


TEXAS  MEDICINE 


Texas  Medicine 

Volume  75  May  1979 

Devoted  to  the  interest  of  the  medical 
profession  and  public  health  in  Texas 

BOARD  OF  PUBLICATION 
Don  G Harrel.  MD.  Dallas 
Chairman 

Sam  N Key,  MD,  Austin 
Vice-Chairman 

George  G.  Alexander,  MD,  Pasadena 
Secretary 

Walter  A,  Brooks,  MD.  Quanah 
R Han/ey  Bell,  MD,  Palestine 
Merle  W,  Delmer,  MD,  San  Antonio 
Paul  R Meyer,  MD.  Port  Arthur 
TMA  OFFICERS 

Mylie  E.  Durham,  Jr,  MD,  Houston 
President 

Charles  H Wilson.  MD,  Wichita  Falls 
Vice-President 

Mario  E,  Ramirez,  MD,  Rio  Grande  City 
President-Elect 

James  G,  Morris.  MD,  Lubbock 
Secretary 

F Warren  Tingley,  Jr,  MD,  Arlington 
Treasurer 

C.  Lincoln  Williston,  Austin 
Executive  Director 

EDITORIAL  STAFF 

1905  N Lamar  Blvd.  Austin  78705 

Telephone  512-477-6704 

Marilyn  Baker.  Executive  Editor 

Rae  Vaigert,  Assistant  Executive 

Editor 

Jim  Busby.  Assistant  Editor 

Mary  Lange.  Assistant  Editor 

Patty  lllich.  Secretary 

ADVERTISING  STAFF 

1801  N Lamar  Blvd,  Austin  78701 

Jon  R.  Hornaday.  Advertising  Director 

Anne  Shelnutt.  Advertising  Manager 

SCIENTIFIC  PUBLICATION 
COMMITTEE 

C.  W Daeschner,  MD,  Galveston 
Chairman 

Robert  Askew.  MD.  Austin 
Vice-Chairman 
Ernest  C.  Butler,  MD,  Austin 
Jesse  D,  Cone.  MD,  Odessa 
Richard  D.  Cunningham,  MD,  Temple 
George  A.  Gates,  MD.  San  Antonio 
Tracy  R.  Gordy,  MD,  Austin 
David  P,  Green,  MD.  San  Antonio 
R Maurice  Hood,  MD,  Austin 
Paxton  H.  Howard,  Jr,  MD,  Temple 
Joseph  Lancaster.  MD.  Austin 
Francis  E,  McIntyre.  MD.  Austin 
H.  Irving  Schweppe,  Jr.  MD,  Houston 
Karen  W Teel.  MD.  Austin 
Theodore  P,  Votteler,  MD.  Dallas 
James  D McMurrey.  MD,  Houston 
William  H Snyder.  Ill,  MD,  Dallas 

PRINTING  OFFICES 
c/o  Stafford-Lowdon  Company 
1114  West  Daggett.  Fort  Worth  76104 
SUBSCRIPTIONS 
1801  N Lamar  Blvd,  Austin  78701 
c/o  Business  Office 
Texas  Medicine  (ISSN  0040-4470)  is 
published  monthly  for  $13  per  year  for 
members,  $17  for  nonmembers  and 
institutions,  $20  for  foreign,  and  $1 ,75 
for  a single  copy,  by  the  Texas  Medical 
Association,  1801  North  Lamar  Boule- 
vard, Austin,  TX  78701 , Second  class 
postage  paid  at  Austin,  Texas,  and 
additional  mailing  office.  Postmaster 
Send  address  changes  to  Texas  Medi- 
cal Association,  c/o  Membership 
Department.  1801  North  Lamar  Boule- 
vard, Austin.  TX  78701 
Copyright  ® 1 979  by  the  Texas  Medical 
Association.  Owned  and  issued  month- 
ly by  the  Association. 

Publication  number  796660. 
Postmaster:  Please  direct 
correspondence  to  Marilyn  Baker, 
Executive  Editor.  1905  N Lamar  Blvd, 
Austin.  TX  78705 


Contents 


Scientific  articles 

43  Chemotherapy  for  advanced  soft-tissue  sarcomas:  results  of  phase  I and  phase  II 
cooperative  studies 

Donald  L.  Mitts,  MD;  Herman  Gerhardt,  MD;  Donna  Armstrong.  RN;  J.  B.  Aust, 
MD,  PhD:  A.  B.  Cruz.  Jr.  MD 

48  The  role  of  platelets  in  hemostasis:  qualitative  defects  of  platelets  and  their 
laboratory  evaluation 
Mitka  M.  Montiel,  MD 
60  The  hospital  transfusion  committee 

John  D.  Milam,  MD 

64  Phencyclidine  (angel  dust)  invades  Texas 
Vernon  Eugene  Grove,  Jr,  MD 
69  Doctor,  do  you  smoke? 

Beth  Melton 

71  Reducing  the  cost  of  medical  care:  renal  dialysis 

J.  H.  U.  Brown,  PhD 

Editorial 

110  Complex  issues  face  medicine  today 

Edward  N.  Brandt,  Jr,  MD,  PhD 

Feature 

35  Hospice — death  with  dignity?  ...  or  giving  up  on  life? 

News 

6  TMA  goals,  legislative  issues  presented  to  Executive  Board 

6 TIMA  registers  concern:  confidentiality  in  PSRO  data 

7 TMLT  selects  trust  officials 

7 Study  reveals  where  Texans  learn  about  health 

8 Family  practice  notes  tenth  anniversary  as  specialty 
8 Coming  next  month 

8  TVE  meets  cost  containment  goal  for  1978 
10  DHEW  states  recommended  care  for  gonococcal  infection 
10  Investment  performance  for  TMA  members’  retirement  plan  and  trust 

Departments 

5 Newsbriefs 
19  Debate 

15  Medical  Newsmakers 
24  Medicine  and  the  Law 
31  Capital  Comments 
41  What’s  New 

72  Information  for  Authors 

73  Meetings 

83  Continuing  Education  Courses 
88  Medicine  in  Literature 
92  Deaths 
Letters 

On  the  cover 

Ancient  symbols  of  life  and  death  depict  harsh  up  on  life?"  The  article  considers  questions  that 
realities  faced  by  individuals  who  know  they  soon  surround  the  hospice  concept  and  debate  over 
must  die,  the  subject  of  Texas  Medicine's  fea-  the  hospice's  place  in  the  medical  system, 
ture,  "Hospice — death  with  dignity?  ...  or  giving 


TABLETS, 1 mg 


Each  1 mg  Hydergine  tablet  contains  dihydroergocornine  mesylate  0,333  mg, 
dihydroergocnstine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha- 
ergocryptine  and  dihydro-beta-ergocryptine  in  the  proportion  of  2, 1)  mesylate 
0 333  mg,  representing  a total  of  1 mg 


an  improvement  that’s 
easy  to  swallow 


• no  waiting  for  tablets  to  dissolve  under  the  tongue 

• easier  dose  administration  for  increased  patient 
compliance^less  need  for  supervision 

• human  bioavailability  demonstrated 


for  many 
elderly  patients 
with  selected 
symptoms 
such  as... 


•confusion 

•mood-depression 

•dizziness 


Contraindications:  Hypersensitivity  to  the  drug 
Precautions:  Because  the  target  symptoms  are  of  unknown  etiology 
careful  diagnosis  should  be  attempted  before  prescribing  Hydergine 
tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  effects  have  not  been  found  Some 
sublingual  irritation,  transient  nausea,  and  gastric  disturbances  have  been 
reported,  Hydergine  tablets  and  sublingual  tablets  do  not  possess  the 
vasoconstrictor  properties  of  natural  ergot  alkaloids 
Dosage  and  Administration:  1 mg  three  times  daily  Alleviation  of  symp- 
toms IS  usually  gradual  and  results  may  not  be  observed  for  3-4  weeks. 
How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100 
and  500  Hydergine  sublingual  tablets  1 mg,  containing  dihydro- 
ergocornine mesylate  0,333  mg,  dihydroergocnstine  mesylate  0.333  mg. 
and  dihydroergocryptine  (dihydro-alpha-ergocryptineand  dihydro-beta- 
ergocryptine  in  the  proportion  of  2:1]  mesylate  0 333  mg.  representing  a 
total  of  1 mg.  packages  of  100,  500.  and  1000  Hydergine  sublingual 
tablets  0.5  mg,  containing  dihydroergocornine  mesylate  0.167  mg, 
dihydroergocnstine  mesylate  0 167  mg.  and  dihydroergocryptine 
(dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine  in  the 
proportion  of  2:1]  mesylate  0,167  mg,  representing  a total  of  0 5 mg; 
packages  of  100  and  1000 

Before  prescribing,  see  package  insert  for  full  product  information 


SPECIFY  "ORAL" 
HYDERGINE*  TABLETS. 

C1  tab.  t.i.d.} 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER. 


I mg 


N.J,  07936  SANDOZ 


SDZ  9-357 


NEWSBRIEFS 


Cancer  pamphlets  available 

Two  new  minority  health  education  pamphlets  concerning 
cancer  have  been  produced  by  the  National  Cancer  Insti- 
tute and  are  now  available  from  M.  D.  Anderson  Hospi- 
tal’s Cancer  Information  Service. 

'What  Black  Americans  Should  Know  About  Cancer,” 
and  "What  You  Should  Know  About  Cancer”  (bilingual) 
contain  answers  to  common  questions  about  cancer  with 
information  on  early  warning  signs,  prevention,  treatment, 
and  rehabilitation. 

Copies  of  these  pamphlets  may  be  obtained  free  of 
charge  by  calling  M.  D.  Anderson  Hospital’s  Cancer 
Information  Service  toll-free  in  Texas  at  1-800-392-2040. 
For  multiple  copies,  write:  Office  of  Cancer  Communica- 
tions, National  Cancer  Institute,  Bldg  31,  rm  4B39, 
Bethesda,  MD  20014. 

TDMHMR  publishes  services’  listing 

The  Texas  Department  of  Mental  Health  and  Mental 
Retardation  recently  published  a 1979  Directory  of  Ser- 
vices. Included  in  this  directory  are  programs  sponsored 
in  whole  or  in  part  by  TDMHMR  and  community  mental 
health  and  mental  retardation  centers.  Each  entry  gives 
its  name,  mailing  address  (and  local  address  if  different), 
telephone  number,  services  offered,  hours  of  operation, 
problems  treated,  and  ages  served.  Only  TDMHMR- 
related  facilities  are  listed.  Services  at  all  of  these  agen- 
cies are  based  on  ability  to  pay. 

HEW  says  PSRO  program  reduces  costs 

HEW  is  crediting  the  PSRO  program  with  reducing  costs 
while  assuring  quality  health  care.  In  the  93  areas  through-  ■ 
out  the  country  served  by  PSROs,  Medicare  beneficiaries 
used  1.5%  fewer  days  of  hospital  care  than  they  would 
have  without  PSROs,  a savings  of  about  55  days  of  care 
per  1 ,000  beneficiaries,  according  to  an  evaluation  report 
prepared  by  HEW.  HEW  estimated  that  PSROs  saved 
$50  million  in  1977  by  eliminating  unnecessary  days  in  the 
hospital.  The  96  PSROs  spent  $45  million  that  year  to 
review  hospital  care,  producing  a net  savings  of  $5  mil- 
lion. 

CPR  resuscitators  need  review  sessions 

A research  report  published  in  the  March  2 Journal  of  the 
American  Medical  Association  shows  a significant  de- 
crease in  the  resuscitator’s  retention  of  cardiopulmonary 
resuscitation  knowledge  and  skills.  Frank  J.  Weaver,  of 


Baylor  College  of  Medicine  in  Houston,  and  colleagues 
retested  a group  of  nonmedical  persons  trained  in  CPR 
six  months  after  they  had  completed  the  four-hour  course. 
Weaver  suggested  that  training  in  heart  compression  and 
breathing  be  made  more  thorough  and  that  there  be  fol- 
low-up reviews  to  ensure  retention. 

Medicare  charges  increase 

HEW  has  announced  a 50  cent/month  increase  in  Part 
B supplementary  insurance  premiums  to  take  effect  July 
1,  1979.  The  increase  brings  the  Part  B premium  to  $8.70 
a month. 

The  Medicare  Part  A hospital  insurance  deductible 
meanwhile  went  up  Jan  1 from  $144  to  $160,  and  the 
daily  co-payment  for  hospitalization  between  the  61st 
day  and  the  90th  day  rose  from  $36  a day  to  $40.  The 
patient  charge  for  the  21st  to  the  90th  day  of  a stay 
in  a skilled  nursing  facility  went  up  from  $18  to  $20. 
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TMA  goals,  legislative  issues 
presented  to  Executive  Board 

With  2,659  bills  already  introduced  in  the  66th  Legislature 
and  about  1,000  more  anticipated,  the  TMA  Council  on 
Legislation  had  an  extensive  report  when  the  Executive 
Board  met  March  11  in  Austin. 

The  Board  of  Trustees  also  presented  items  of  con- 
siderable import,  including  a proposed  dues  increase 
to  meet  the  service,  staff,  and  space  requirements  of  a 
rapidly  growing  Texas  Medical  Association. 

The  council’s  overview  and  status  report  on  329  bills 
of  interest  to  TMA — it  had  taken  a position  on  312  at  that 
time — included  a recommendation  of  high  priority  for 
passage  of  legislation  concerning  malpractice  suits.  Other 
major  legislation  (although  by  no  means  a complete  list) 
supported  by  the  TMA  included  laboratory  disclosure 
amendments  which  relate  to  the  billing  and  charges  for 
laboratory  services  by  physicians;  the  definition  of  death; 
a Texas  newborn  pulmonary  program;  confidentiality  per- 
taining to  mental  or  emotional  health  of  a patient;  assis- 
tance to  teaching  hospitals;  full  funding  for  family  prac- 
tice residency  programs;  a competent  medical  examiner 
system;  and  amendments  to  the  Nurse  Practice  Act. 

The  Executive  Board  approved  the  report,  which  includ- 
ed a list  of  bills  being  supported  and  those  being  opposed. 

The  trustees,  after  deliberating  the  association’s  long- 
range  financial  plans  and  building  needs,  proposed  an 
increase  of  membership  dues  of  $20  beginning  in  1980. 
The  Executive  Board  fully  supported  the  recommenda- 
tion. This,  as  well  as  the  board’s  other  recommendations, 
will  be  presented  to  the  House  of  Delegates  in  May. 

Cited  in  the  trustees’  report  were  projections  indicating 
that  TMA  may  have  a membership  of  22,500  by  the  end 
of  1983  (there  are  15,589  members  today,  March  16, 
1979).  Such  an  increase  in  membership  would  mean  an 
increased  demand  on  services,  which  also  translates  into 
additional  staff. 

At  present,  the  four  buildings  housing  TMA  provide 
adequate  space  for  the  association’s  services,  activities, 
and  staff.  However,  they  are  almost  fully  occupied  and 
utilized,  providing  little  space  for  expansion.  The  Board 
of  Trustees  expects  to  have  a definitive  building  program 
outlined  by  1982  in  anticipation  of  this  expected  growth. 

In  further  provision  for  long-range  fiscal  responsibilities, 
the  board  recommended  that  adequate  reserve  funds  be 
maintained  and  available  to  cover  any  litigation,  catas- 


trophe, legislative  missions,  and  new  programs  or  activ- 
ities that  might  affect  the  association,  and  voted  to  ac- 
cumulate and  maintain  50%  of  the  current  year’s  reve- 
nues on  reserve. 

The  Executive  Board  approved  the  trustees’  report. 

As  part  of  the  TMA  reorganization  new  Executive 
Board  committees  are  being  organized.  A new  council 
and  committee  structure  was  also  approved  by  the  Execu- 
tive Board  and  will  go  into  effect  May  5,  1979.  Under 
this  new  structure,  each  council  will  determine  what  com- 
mittees are  needed  to  perform  its  duties  (outlining  pur- 
pose, program,  etcetera,  of  each  committee).  Councils 
will  make  their  first  recommendations  to  the  Executive 
Board  in  September  1979,  with  final  reports  due  in  Janu- 
ary 1980. 

The  Executive  Board  also  heard  and  approved  a report 
from  the  Ad  Hoc  Committee  on  Specialty  Society  Repre- 
sentatives concerning  representation  in  the  House  of 
Delegates. 

TIMA  registers  concern: 
confidentiality  in  PSRO  data 

Confidentiality  in  the  treatment  of  PSRO  information  was 
the  subject  of  recommendations  sent  to  the  Health  Care 
Financing  Administration  by  the  Texas  Institute  for  Medi- 
cal Assessment  (TIMA)  in  March. 

The  proposed  rule,  HSQ-37-P-Confidentiality  and  Dis- 
closure of  Professional  Standards  Review  Organization 
Information,  published  in  the  Federal  Register  Jan  15, 
1979,  deals  with  the  confidentiality  and  disclosure  of 
medical  records  and  other  information  gathered  by 
PSROs.  By  law,  PSROs  are  asigned  responsibility  to  re- 
view the  quality,  appropriateness,  and  necessity  of  feder- 
ally funded  medical  care. 

While  TIMA  agrees  with  the  need  for  comprehensive 
regulations  governing  the  confidentiality  of  and  general 
access  to  PSRO  information,  the  institute  is  concerned 
about  patient  and/or  provider  privacy.  In  its  recommenda- 
tions, TIMA  noted  that  the  proposed  rules  establish  guide- 
lines which  make  PSRO  appear  to  be  a “public  records 
library.’’ 

Of  primary  concern  to  TIMA,  however,  is  the  threat  to 
the  physician-patient  relationship  which  traditionally  is 
based  upon  a free  flow  of  personal  information  between 
the  patient  and  physician.  TIMA  noted  that  intrusion  into 
this  relationship  could  stop  the  flow  of  information  and 
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thus  inhibit  the  physician  in  caring  adequately  for  his 
patient. 

TIMA  also  recommended  that  data  which  identifies 
institutions  be  classified  as  confidential  because  practi- 
tioners and  even  patients  could  be  identified  by  implica- 
tion. 

Barry  Flynn,  director  of  TIMA,  advocates  reporting  find- 
ings in  broader  contexts.  He  explained  that  because  many 
of  the  Texas  hospitals  are  located  in  rural  areas  with 
distinguishing  characteristics,  it  would  be  best  to  release 
information  “in  a manner  that  could  not  possibly  identify 
a practitioner  or  provider.” 

Flynn  finds  TIMA’s  three  chief  concerns  involve  the  re- 
lease and  re-release  of  confidential  information,  the  need 
to  train  PSRO  employees  about  the  responsibility  for  con- 
fidentiality in  records,  and  presenting  PSRO  information 
in  a way  that  would  protect  the  patients’  and  providers’ 
rights  to  privacy. 

The  director  does  not  foresee  problems  in  reviewing 
the  medical  practices  in  Texas.  Flynn  said  the  strong  con- 
tinuing medical  education  program  in  the  state  and  gen- 
eral observations  of  the  Texas  PSRO  Board  are  the  basis 
for  his  opinion. 

The  Texas  Medical  Association  submitted  its  own  rec- 
commendations  to  the  HCFA  March  14.  While  the  Associ- 
ation supports  all  efforts  to  insure  that  PSROs  not  fall 
under  the  Freedom  of  Information  Act,  it  also  noted  that 
PSRO  information  termed  confidential  could  be  equated 
with  patient  medical  records.  TMA  maintains  that  the 
physician/patient  relationship  should  not  be  eroded  by 
government  demands  for  data. 

A shift  of  intent  in  the  proposed  regulations  from 
PSRO’s  initial  educational  and  quality  assurance  was  also 
noted  by  TMA.  The  Association  is  concerned  that  PSROs 
might  become  more  a regulatory  organization,  gathering 
investigative  information  for  various  licensing  bodies,  with 
less  attention  turned  toward  improving  the  overall  quality 
of  life  and  care  for  federal  program  recipients.  TMA  op- 
poses this  shift  and  recommended  that  HEW  place  more 
emphasis  on  such  activities  as  seeing  that  continuing 
medical  education  be  on  target  with  medical  needs  rather 
than  intimidating  physicians  with  data  collections  that 
might  later  be  used  against  them.  The  Association  is  also 
wary  of  a proposal  which  might  give  PSROs  discretionary 
authority  to  disclose  information.  TMA  questioned  the  use 
of  discretionary  authority,  which  it  believes  could  en- 
danger the  quality  and  value  of  medical  records. 


TMLT  selects  trust  officials 

The  Texas  Medical  Liability  Trust  recently  named  a presi- 
dent and  fiscal  manager  to  its  senior  staff. 

Mr  John  Lomenzo  will  serve  as  the  chief  executive 
officer.  Coming  to  TMLT  from  Interstate  National  Group, 
a holding  company,  Mr  Lomenzo  was  vice-president, 
responsible  for  all  branch  operations  nationally  in  1 1 
offices  with  300  people.  He  was  director  of  three  insur- 
ance companies;  a member  of  the  underwriting,  man- 
agement and  personnel  committees;  chairman  of  the 
planning  committee  responsible  for  intermediate  and 
long-range  planning  for  the  holding  company,  and  chair- 
man of  the  committee  to  design  and  implement  insurance 
packages  for  national  account  self-insureds.  Previously, 
Mr  Lomenzo  was  vice  president  of  Alexander  and  Alex- 
ander, Inc,  and  western  regional  manager  for  Aetna  Life 
and  Casualty  Group. 

Serving  as  fiscal  manager  for  the  trust  is  Mr  James  W. 
Spradling,  II.  Mr  Spradling  served  as  a staff  auditor  and 
budget  and  financial  analyst  in  the  military,  a position 
comparable  to  the  civilian  occupation  of  senior  manage- 
ment analyst,  deputy  controller,  budget  and  programmer. 

Study  reveals  where 
Texans  learn  about  health 

Physicians  curious  as  to  where  patients  receive  their 
health  information  may  find  some  clues  in  a study  under- 
taken by  the  American  Heart  Association,  Texas  Affiliate, 
Inc.  The  study  revealed  that  the  1,500  Texans  sampled 
relied  on  magazine  articles  for  much  of  their  health  infor- 
mation and  gained  awareness  of  health  organizations  via 
television.  Radio,  television,  newspapers,  and  magazines 
were  determined  to  be  chief  sources  of  health  information 
for  people  in  the  Texas  sample.  However,  for  persons  age 
55  and  older  and  for  persons  with  family  incomes  under 
$10,000,  their  medical  doctor  was  a main  source  of  health 
information.  Of  the  mass  media,  magazine  articles  (25%) 
and  books  (22%)  were  central  sources  of  information 
followed  by  newspaper  articles  (12%),  television  pro- 
grams (12%),  and  newspaper  medical  columns  (7%). 

Television  was  cited  as  a more  predominant  factor  in 
learning  about  such  organizations  as  the  American  Heart 
Association,  American  Cancer  Society,  March  of  Dimes, 
etc,  for  those  under  age  35,  whereas  the  activities  of 
these  organizations  was  a factor  more  evident  in  ages  55 
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and  over.  Friends,  radio,  newspapers  and  magazines 
received  relatively  low  ratings  as  first  sources  of  ex- 
posure. The  Texas  Public  Awareness  Survey  was  con- 
ducted in  fall  1978  to  identify  “white,  Anglo-Saxon,  adult” 
understanding  of  the  AHA  and  cardiovascular  disease. 

Texans’  awareness  that  heart  and  circulatory  diseases 
are  the  greatest  cause  of  death  in  the  US  today  was  a 
major  finding  in  the  study.  Whereas  most  other  studies 
have  indicated  that  cancer  is  thought  to  be  the  greatest 
cause  of  death  in  the  US,  55%  of  those  surveyed  cor- 
rectly identified  heart  and  circulatory  diseases  as  main 
causes. 

The  survey  also  showed  that  80%  of  those  questioned 
had  had  their  blood  pressure  checked  within  the  past  12 
months,  indicating  that  blood  pressure  checks  have  be- 
come a medical  routine,  regardless  of  the  age  of  a patient 
or  the  nature  of  a visit  to  the  physician.  In  cases  where 
patients  were  told  they  had  high  blood  pressure,  77% 
said  their  doctors  prescribed  treatment  with  higher  per- 
centages in  ages  55  and  over  (89%)  and  78%  in  those 
aged  35-54.  Of  those  under  age  35,  19%  indicated  hav- 
ing high  blood  pressure  and  less  than  half  of  these  were 
prescribed  medication  or  treatment. 

Following  prescribed  treatment  proved  to  be  no  prob- 
lem for  those  over  age  35.  Of  the  less  than  half  under 
age  35  who  received  medication  or  treatment  for  high 
blood  pressure,  less  than  half  stayed  with  the  treatment. 

Family  practice  notes 
tenth  anniversary  as  specialty 

Family  practice  observes  its  tenth  anniversary  as  a spe- 
cialty this  year,  marking  its  official  birthday  on  Feb  8, 
1979. 

Represented  by  the  American  Board  of  Family  Practice 
(ABFP),  the  specialty  was  formalized  at  a 1969  Con- 
ference on  Medical  Education  sponsored  by  the  American 
Medical  Association.  Focus  was  placed  on  the  family 
physician  as  one  who  provides  comprehensive,  continu- 
ing care  for  the  entire  family. 

The  ABFP  set  out  to  measure  the  competence  and 
check  the  credentials  of  family  practitioners.  This  was  the 
first  specialty  board  to  require  mandatory  recertification 
by  examination  every  six  years,  and  was  also  the  only 
board  requiring  examination;  other  specialties  had  per- 
mitted certification  by  fiat  for  those  practicing  the  spe- 
cialty when  the  board  was  established.  The  ABFP  also 


incorporates  other  types  of  specialists  in  its  15-member 
board  of  directors  with  representatives  from  internal  medi- 
cine, pediatrics,  surgery,  obstetrics /gynecology  and  psy- 
chiatry/neurology, as  well  as  family  practitioners. 

During  its  first  decade,  the  ABFP  certified  more  than 

19.000  family  physicians  who  completed  the  two-day 
examination  to  measure  their  competence.  More  than 

6.000  young  doctors  are  participating  in  three-year  family 
practice  residency  programs  in  the  country  with  more  than 
1 ,800  graduates  now  practicing,  a large  percentage  of 
them  in  towns  with  less  than  30,000  people. 

Coming  next  month 

Articles  scheduled  for  publication  in  June  are  on  the  ethi- 
cal, legal,  and  medical  aspects  of  brain  death,  sexuality  in 
the  aged,  a study  of  The  University  of  Texas  Medical 
Branch  graduates  from  1967  to  1976,  and  reducing  the 
costs  of  emergency  medical  care. 

TVE  meets  cost  containment 
goal  for  1 978 

More  than  a year  has  passed  since  the  Texas  Voluntary 
Effort  (TVE)  (Voluntary  Cost  Containment  Program)  was 
begun  in  November  1977  in  response  to  President  Car- 
ter’s proposals  to  place  revenue  ceilings  on  hospital 
costs.  To  avoid  such  mandatory  limits,  the  TVE  set  out  to 
control  its  own  costs  and  established  the  Texas  Voluntary 
Cost  Containment  Committee  made  up  of  representatives 
in  health  care  organizations  including  Texas  Medical 
Association  and  Texas  Hospital  Association,  government- 
al agencies,  business,  and  other  interested  organizations. 
In  turn,  each  of  the  20  groups  represented  developed 
plans  for  their  respective  roles  in  this  cooperative  pro- 
gram. 

The  Texas  Voluntary  Effort  set  out  to  implement  a plan 
that  would  tailor  the  national  goals  to  Texas  needs  in 
reducing  the  rate  of  increase  in  hospital  expenditures  and 
new  capital  investments.  The  committee  charged  with 
overseeing  the  Texas  hospitals  cost  containment  plan  is 
called  the  Texas  Voluntary  Cost  Containment  Review 
Committee. 

Texas  Hospital  Association  reports  that  more  than  80% 
of  the  hospitals  in  Texas  passed  resolutions  joining  in  the 
cost  containment  effort,  holding  costs  down  to  12.4%  in 
1978  and  doing  their  best  to  hold  costs  to  9.8%  increase 
in  1979. 

In  1977,  the  statewide  average  rate  of  rise  in  hospi- 
tal costs  was  15%  per  admission.  The  national  average 
was  16.2%.  Even  though  Texas  was  below  the  national 
average,  a target  of  a 2%  reduction  in  rate  of  rise  was 
accepted  as  a Texas  goal.  Due  to  population  growth 
and  improving  technology,  a .6%  additional  reduction  was 
added  on  to  the  target  goal,  making  it  12.4%  for  1978 
and  9.7%  for  1979. 

Evidence  shows  that  Texas  hospitals  met  the  12.4% 
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goal  set  for  1978  with  savings  exceeding  $56  million. 
Some  of  these  savings  were  made  by  introducing  energy 
saving  methods  to  individual  hospitals.  In  one  hospital, 
installation  of  a computer  to  monitor  energy  use  yielded 
savings  of  $73,488  in  gas  and  electricity  bills;  another 
energy-conscious  hospital  caulked  its  windows  and 
doors,  and  placed  sun  control  tint  film  on  its  windows 
in  addition  to  other  methods  to  realize  savings  of  $12,000. 
One  hospital  established  its  own  collection  department 
rather  than  hiring  an  outside  firm  and  saved  $100,000. 
Competitive  bidding  on  supplies  and  services  saved 
$10,330  at  another  hospital. 

Texas  hospital  budgets  are  being  monitored  by  TVE 
for  the  9.8%  goal  set  for  this  year.  To  date,  a number  of 
budgets  have  been  reviewed.  As  an  example,  the  com- 
posite savings  for  four  hospitals  totals  in  excess  of 
$13  million  below  the  1978  performance  as  modified  by 
the  1978  TVE  goal. 

DHEW  states  recommended 
care  for  gonococcal  infection 

The  Public  Health  Service  Center  for  Disease  Control  of 
DHEW  in  Atlanta,  Ga,  has  issued  its  recommendations  for 


treatment  of  gonococcal  infections,  and  has  cautioned 
physicians  to  use  no  less  than  the  recommended  dosages 
of  antibiotics.  The  CDC  studied  uncomplicated  and  com- 
plicated infections  and  based  its  report  upon  deliberations 
with  therapy  consultants  throughout  the  US. 

Uncomplicated  Gonococcal  Infections 

When  treating  uncomplicated  gonococcal  infections  in 
men  and  women,  the  CDC  schedule  recommended  the 
following  drug  regimens: 

— 4.8  million  units  aqueous  procaine  penicillin  G (APPG) 
to  be  injected  intramuscularly  at  two  sites,  with  1 .0  g of 
probenecid  by  mouth;  or 

— 0.5  g tetracycline  hydrochloride*  by  mouth,  four  times  a 
day  for  five  days  (total  dosage  10.0  g).  Other  tetracyclines 
are  not  more  effective  than  tetracycline  hydrochloride;  all 
tetracyclines  are  ineffective  as  a single-dose  therapy;  or 
— 3.5  g ampicillin  or  3.0  g amoxicillin  either  with  1 g 
probenecid  by  mouth.  Evidence  shows  that  these  regi- 
mens are  slightly  less  effective  than  the  other  recomend- 
ed  regimens. 

Patients  who  are  allergic  to  the  penicillins  or  probenecid 
should  be  treated  with  oral  tetracycline  as  recommended 
earlier.  Patients  who  cannot  tolerate  tetracycline  may  be 
treated  with  spectinomycin  hydrochloride  2.0  g in  one 
intramuscular  injection. 

The  following  points  should  be  considered  when  treat- 
ing uncomplicated  gonorrhea: 

— Single-dose  treatment  is  preferred  in  patients  who  are 
unlikely  to  complete  the  multiple-dose  tetracycline  regi- 
men. 


'Food  and  some  dairy  products  interfere  with  absorption.  Oral  forms  of 
tetracycline  should  be  given  one  hour  before  or  two  hours  after  meals. 
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— The  APPG  regimen  is  preferred  in  men  with  anorectal 
infection. 

— Pharyngeal  infection  is  difficult  to  treat;  high  failure 
rates  have  been  reported  with  ampicillin  and  spectinomy- 
cin. 

— Tetracycline  treatment  results  in  fewer  cases  of  post- 
gonococcal  urethritis  in  men. 

— Tetracycline  may  eliminate  coexisting  chlamydial  infec- 
tions in  men  and  women. 

— Patients  with  incubating  syphilis  (seronegative,  without 
clinical  signs  of  syphilis)  are  likely  to  be  cured  by  all  the 
above  regimens  except  spectinomycin.  All  patients  should 
have  a serologic  test  for  syphilis  at  the  time  of  diagnosis. 
— Patients  with  gonorrhea  who  also  have  syphilis  or  are 
established  contacts  to  syphilis  should  be  given  additional 
treatment  appropriate  to  the  stage  of  syphilis. 

Sexual  partners  exposed  to  gonorrhea  should  be  ex- 
amined, cultured,  and  treated  at  once  with  one  of  the 
regimens  above. 

Followup  cultures  should  be  obtained  from  the  infected 
site(s)  three  to  seven  days  after  completion  of  treatment. 
Cultures  should  be  obtained  from  the  anal  canal  of  all 
women  who  have  been  treated  for  gonorrhea. 

In  cases  where  therapy  with  penicillin,  ampicillin,  amox- 
icillin, or  tetracycline  fails,  the  patient  should  be  treated 
with  2.0  g of  spectinomycin  intramuscularly. 

Most  recurrent  infections  after  treatment  with  the  rec- 
ommended schedules  are  due  to  reinfection  and  indicate 
a need  for  improved  contact  tracing  and  patient  educa- 
tion. Since  infection  by  penicillinase  (/8-lactamase)-pro- 
ducing  Neisseria  gonorrhoeae  is  a cause  of  treatment 
failure,  posttreatment  isolates  should  be  tested  for  peni- 
cillinase production. 

Although  long-acting  forms  of  penicillin  (such  as  benza- 
thine penicillin  G)  are  effective  in  syphilotherapy,  they 
have  NO  place  in  the  treatment  of  gonorrhea.  Oral 
penicillin  preparations  such  as  penicillin  V are  not  recom- 
mended for  the  treatment  of  gonococcal  infection. 

Penicillinase-producing  Neisseria  gonorrhoeae  (PPNG) 

Patients  with  uncomplicated  PPNG  infections  and  their 
sexual  contacts  should  receive  spectinomycin  2.0  g intra- 
muscularly in  a single  injection.  Because  gonococci  are 
very  rarely  resistant  to  spectinomycin,  and  reinfection  is 
the  most  common  cause  of  treatment  failure,  patients  with 
positive  cultures  after  spectinomycin  therapy  should  be 
retreated  with  the  same  dose. 

A PPNG  isolate  that  is  resistant  to  spectinomycin  may 
be  treated  with  cefoxitin  2.0  g in  a single  intramuscular 
injection,  with  probenecid  1.0  g by  mouth. 

Acute  Salpingitis  (Pelvic  Inflammatory  Disease) 

There  are  no  reliable  clinical  criteria  on  which  to  distin- 
guish gonococcal  from  nongonococcal  salpingitis.  Endo- 
cervical  cultures  for  N gonorrhoeae  are  essential  and 
therapy  should  be  initiated  immediately. 


Hospitalization  should  be  strongly  considered  in  the  fol- 
lowing situations:  (1)  uncertain  diagnosis,  in  which  surgi- 
cal emergencies  such  as  appendicitis  and  ectopic  preg- 
nancy must  be  excluded;  (2)  suspicion  of  pelvic  abscess; 
(3)  severely  ill  patients;  (4)  pregnancy;  (5)  inability  of  the 
patient  to  follow  or  tolerate  an  outpatient  regimen;  (6) 
failure  to  respond  to  outpatient  therapy. 

Antimicrobial  agents  are  recommended  for  outpatient 
and  hospitalized  patient  treatment.  Recommended  for 
outpatients  is: 

— Tetracycline*  0.5  g taken  orally  four  times  a day  for  ten 
days.  This  regimen  should  not  be  used  for  pregnant  pa- 
tients; or 

— APPG  4.8  million  units  intramuscularly,  ampicillin  3.5  g, 
or  amoxicillin  3.0  g,  each  with  probenecid  1.0  g.  Either 
regimen  should  be  followed  by  ampicillin  0.5  g or  amoxicil- 
lin 0.5  g orally  four  times  a day  for  ten  days. 

Recommended  treatment  for  hospitalized  patients  is: 

— Aqueous  crystalline  penicillin  G 20  million  units  given 
intravenously  each  day  until  improvement  occurs,  fol- 
lowed by  ampicillin  0.5  g orally  four  times  a day  to 
complete  ten  days  of  therapy;  or 
— Tetracycline*  0.25  g given  intravenously  four  times  a 
day  until  improvement  occurs,  followed  by  0.5  g orally  four 
times  a day  to  complete  ten  days  of  therapy.  This  regimen 
should  not  be  used  for  pregnant  women.  The  dosage  may 
have  to  be  adjusted  if  renal  function  is  depressed. 

Since  optimal  therapy  for  hospitalized  patients  has  not 
been  established,  other  antibiotics  in  addition  to  penicillin 
are  frequently  used. 

The  following  points  should  be  considered  when  treat- 
ing acute  salpingitis: 

— Failure  of  the  patient  to  improve  on  the  recommended 
regimens  does  not  indicate  the  need  for  stepwise  addi- 
tional antibiotics  but  requires  clinical  reassessment. 

— The  intrauterine  device  is  a risk  factor  for  the  develop- 
ment of  pelvic  inflammatory  disease.  The  effect  of  remov- 
ing an  intrauterine  device  on  the  response  of  acute 
salpingitis  to  antimicrobial  therapy  and  on  the  risk  of 
recurrent  salpingitis  is  unknown. 

— Adequate  treatment  of  women  with  acute  salpingitis 
must  include  examination  and  appropriate  treatment  of 
their  sex  partners  because  of  their  high  prevalence  of 
nonsymptomatic  urethral  infection.  Failure  to  treat  sex 
partners  is  a major  cause  of  recurrent  gonococcal  salping- 
itis. 

— Followup  of  patients  with  acute  salpingitis  is  essential 
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during  and  after  treatment.  All  cases  should  be  recultured 
for  N gonorrhoeae  after  treatment. 

Acute  Epididymitis 

Acute  epididymitis  can  be  caused  by  N gonorrhoeae, 
Chlamydia,  or  other  organisms.  If  gonococci  are  demon- 
strated by  Gram  stain  or  culture  of  urethral  secretions, 
treatment  should  be: 

— APPG  4.8  million  units,  ampicillin  3.5  g or  amoxicillin 
3.0  g,  each  with  probenecid  1 .0  g.  Either  regimen  should 
be  followed  by  ampicillin  0.5  g or  amoxicillin  0.5  g orally 
four  times  a day  for  ten  days;  or 

— Tetracycline*  0.5  g orally  four  times  a day  for  ten  days. 

If  gonoccocci  are  not  demonstrated,  the  above  tetracy- 
cline regimen  should  not  be  used. 

Disseminated  Gonococcal  Infection 

Equally  effective  treatment  schedules  in  the  arthritis-der- 
matitis snydrome  include: 

— Ampicillin  3.5  g or  amoxicillin  3.0  g orally,  each  with  pro- 
benecid 1.0  g,  followed  by  ampicillin  0.5  g or  amoxicillin 
0.5  g four  times  a day  orally  for  seven  days;  or 
— Tetracycline*  0.5  g orally  four  times  a day  for  seven 
days.  Tetracycline  should  not  be  used  for  complicated 
gonococcal  infection  in  pregnant  women;  or 
— Spectinomycin  2.0  g intramuscularly  twice  a day  for 
three  days  (treatment  of  choice  for  disseminated  infec- 
tions caused  by  PPNG);  or 

— Erythromycin  0.5  orally  four  times  a day  for  seven 
days;  or 

— Aqueous  crystalline  penicillin  G 10  million  units  intra- 
venously per  day  until  improvement  occurs,  followed  by 
ampicillin  0.5  g four  times  a day  to  complete  seven  days  of 
antibiotic  treatment. 

When  treating  disseminated  gonococcal  infection,  the 
following  should  be  considered: 

— Hospitalization  is  indicated  in  patients  who  may  be  un- 
reliable, have  uncertain  diagnosis,  or  have  purulent  joint 
effusions  or  other  complications. 

— Open  drainage  of  joints  other  than  the  hip  is  not  indi- 
cated. 

— Intra-articular  injection  of  antibiotics  is  unnecessary. 

Meningitis  and  endocarditis  caused  by  the  gonococcus 
require  high-dose  intravenous  penicillin  therapy.  In  peni- 
cillin-allergic patients  with  endocarditis,  desensitization 
and  administration  of  penicillin  is  indicated;  chloramphen- 
icol may  be  used  in  penicillin-allergic  patients  with  menin- 
gitis. 

Gonococcal  Infections  in  Pediatric  Patients 

With  gonococcal  infections  in  children  beyond  the  new- 
born period,  the  possibility  of  sexual  abuse  must  be 
considered.  Genital,  anal,  and  pharyngeal  cultures  should 
be  obtained  from  all  patients  before  antibiotic  treatment. 
Appropriate  cultures  should  be  obtained  from  individuals 
who  have  had  contact  with  the  child. 


Prevention  of  Gonococcal  Ophthalmia 

When  required  by  state  legislation  or  indicated  by  local 
epidemiologic  considerations,  effective  and  acceptable 
regimens  for  prophylaxis  of  neonatal  gonococcal  ophthal- 
mia include: 

— Ophthalmic  ointment  or  drops  containing  tetracycline  or 
erythromycin;  or 
— 1%  silver  nitrate  solution. 

Bacitracin  is  not  recommended  when  treating  gonococ- 
cal ophthalmia,  and  the  value  of  irrigation  after  application 
of  silver  nitrate  is  unknown. 

Treatment  in  Pregnancy 

All  pregnant  women  should  have  endocervical  cultures  for 
gonococci  as  an  integral  part  of  the  prenatal  care  at  the 
time  of  the  first  visit.  A second  culture  late  in  the  third 
trimester  should  be  obtained  from  women  at  high  risk  for 
gonococcal  infection. 

APPG,  ampicillin  or  amoxicillin,  each  with  1.0  g pro- 
benecid by  mouth,  are  the  drug  regimens  of  choice. 
Women  who  are  allergic  to  penicillin  or  probenecid  should 
be  treated  with  spectinomycin. 

Refer  to  the  sections  on  acute  salpingitis  and  dissemi- 
nated gonococcal  infections  for  the  treatment  of  these 
conditions  during  pregnancy.  Tetracycline  should  not  be 
used  in  pregnant  women  because  of  potential  toxic  effects 
for  both  mother  and  fetus. 

Management  of  Infants 

The  infant  born  to  a mother  with  gonorrhea  is  at  high 
risk  of  infection  and  requires  treatment  with  a single  intra- 
venous or  intramuscular  injection  of  aqueous  crystalline 
penicillin  G 50,000  units  to  full-term  infants  or  20,000  units 
to  low-birth-weight  infants.  Topical  prophylaxis  for  neo- 
natal ophthalmia  is  not  adequate  treatment. 

Neonatal  Disease 

Patients  with  gonococcal  ophthalmia  should  be  hospital- 
lized  and  isolated  for  24  hours  after  initiation  of  treatment. 
Untreated  gonococcal  ophthalmia  is  highly  contagious. 
Aqueous  crystalline  penicillin  G 50,000  units/kg/day  in 
two  doses  intravenously  administered  for  seven  days  is 
the  recommended  treatment  with  saline  irrigation  of  the 
eyes  performed  as  needed;  topical  antibiotic  preparations 
alone  are  not  sufficient  or  required  when  appropriate 
systemic  antibiotic  therapy  is  given. 

Patients  with  arthritis  and  septicemia  should  be  hospi- 
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talized  and  treated  with  aqueous  crystalline  penicillin  G 

75.000  to  100,000  units/kg/day  intravenously  in  two  or 
three  divided  doses  for  seven  days.  Meningitis  should  be 
treated  with  aqueous  crystalline  penicillin  G 100,000 
units/kg/day,  divided  into  three  or  four  intravenous 
doses,  and  continued  for  at  least  ten  days. 

Childhood  Disease 

Children  who  weigh  45  kg  (100  lb)  or  more  should  receive 
adult  regimens  when  treated  for  gonococcal  infections. 
Children  who  weigh  less  than  45  kg  should  be  treated  as 
follows: 

Uncomplicated  vulvovaginitis,  urethritis,  proctitis,  or 
pharyngitis  can  be  treated  at  one  visit  with: 

— Amoxicillin  50  mg/kg  orally  with  probenecid  25  mg/kg 
maximum  1 .0  g);  or, 

— Aqueous  procaine  penicillin  G 100,000  units/kg  intra- 
muscularly plus  probenecid  25  mg/kg  (maximum  1.0  g). 

The  following  points  need  to  be  considered  when  treat- 
ing children  with  uncomplicated  gonococcal  infections: 

— Topical  and/or  systemic  estrogen  therapy  are  of  no 
benefit  in  vulvovaginitis. 

— Long-acting  penicillins,  such  as  benzathine  penicillin  G, 
are  not  effective. 

— All  patients  should  have  followup  cultures  and  the 
source  of  infection  should  be  identified,  examined,  and 
treated. 

In  children,  ophthalmia  is  treated  as  in  neonates,  but 
the  dose  of  penicillin  is  increased  to  100,000  units/kg/ 
day  intravenously. 

Patients  with  peritonitis  or  arthritis  require  hospitaliza- 
tion and  treatment  with  aqueous  crystalline  penicillin  G, 

100.000  units/kg/day  intravenously  for  seven  days. 
Aqueous  crystalline  penicillin  G 250,000  units/kg/day 
intravenously  in  six  divided  doses  for  at  least  ten  days  is 
recommended  for  meningitis. 

Children  who  are  allergic  to  penicillins  should  be  treated 
with  spectinomycin  40  mg/ kg  intramuscularly.  Children 
older  than  eight  years  may  be  treated  with  tetracycline  40 
mg/kg/day  orally  in  four  divided  doses  for  five  days.  For 
treatment  of  complicated  disease,  the  alternative  regi- 
mens recommended  for  adults  may  be  used  in  appropri- 
ate pediatric  dosages. 


LAURANCE  N.  MICKEY,  MD,  an  El  Paso  pediatrician, 
has  been  appointed  by  Gov  Clements  to  serve  on  the 
Texas  Board  of  Health. 

JOHN  D.  BELL,  MD,  Galveston,  is  the  new  medical 
director  of  The  UT  Medical  Branch  Chronic  Home  Dialysis 
Center.  Dr  Bell  is  assistant  professor  in  the  department 
of  internal  medicine  at  UTMB. 

ROGER  H.  UNGER,  MD,  professor  of  internal  medicine 
at  UT  Southwestern  Medical  School  in  Dallas,  has  been 
named  “Senior  Medical  Investigator"  by  the  Veterans 
Administration.  A member  of  the  staff  of  the  Dallas  VA 
Hospital  since  1955,  Dr  Unger  has  received  the  award 
for  his  distinguished  service,  “superior  research  accom- 
plishments and  an  expectation  of  continued  productivity.” 

MORRIS  E.  MALAKOFF,  MD,  Laredo,  has  received  a 
commendation  for  35  years  of  service  on  the  Laredo- 
Webb  County  Child  Welfare  Board.  Dr  Malakoff,  a past 
president  of  Webb  County  Medical  Society,  was  honored 
by  the  Texas  Department  of  Human  Resources  for  his 
“enormous  contributions  to  child  welfare  in  South  Texas.” 


Roger  H.  Unger,  MD  M.  E.  Malakoff,  MD 


Volume  75  May  1979 


ALCOHOLISM 


The  Predictable 
Progression 

The  pattern  for  alcohol  addiction  is  substantially  the  same  for 
almost  every  excessive  drinker.  The  sequence  of  symptoms  to 
follow  is  seen  in  about  80%  of  those  who  become  victim  to  this 
powerful  addiction  and  is  the  basis  for  the  diagnosis  of  excessive 
drinking: 


1.  The  excessive  drinker  begins  drinking 
“socially”  like  millions  of  others.  He  soon 
begins  drinking  more  than  those  around 
him  in  the  same  length  of  time. 

2.  He  drinks  faster  than  those  around  him. 
As  a natural  consequence,  he  becomes 
“drunk”  more  often  than  others. 

3.  Now  he  “has  a few”  before  the  party,  or 
orders  doubles.  He  has  developed  the 
addicts’  classic  tolerance  for  the  drug. 
Drinking  more  and  more,  he  experiences 
temporary  amnesia. 

4.  He  begins  to  find  himself  drunk  nearly 
every  time  he  drinks.  The  social 
consequences  of  drinking  are  now  causing 
noticeable  problems  in  his  work  and 
relationships. 

5.  He  then  loses  the  ability  to  control  his 
drinking.  He  drinks  until  he  can  drink  no 
more,  and  sometimes  goes  on  weekend 
binges. 

6.  Eventually  early  morning  drinking 
becomes  necessary.  He  now  begins  to 
hide  his  dependence  — and  his  bottles. 

7.  At  this  time  most  victims  are  beginning 
to  enter  the  stage  of  severe  physical 


deterioration.  During  periods  of  alcohol 
withdrawal,  tremors  and  “butterflies” 
begin  to  appear. 

8.  In  many  cases  delirium  tremors  begin. 
Hallucinations  are  very  subjective  and  the 
excessive  drinker  now  has  difficulty 
obtaining  rest.  He  is  assailed  by  waves  of 
unwarranted  fear  and  emotional  trauma. 

9.  With  this  deterioration  comes  brain 
damage  sufficient  enough  that  less  and 
less  alcohol  is  needed  to  induce 
intoxication.  At  this  stage,  his  tolerance 
plummets  greatly. 

10.  Liver  damage  is  now  severe,  due  to  the 
toxic  effects  of  the  alcohol,  inadequate 
diet  and,  some  research  indicates,  the 
inability  of  the  alcohol-ridden  body  to 
absorb  vitamins.  The  cardiovascular 
system  deteriorates. 

11.  Excessive  drinking  can  now  be  fatal  with 
an  increased  risk  of  accident,  stroke  or 
heart  attack’.  Chance  of  death  from  other 
mortal  diseases  becomes  much  higher 
than  normal. 

12.  Without  immediate  professional 
treatment  the  prognosis  is  guarded. 
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Saluron*  Salutensin  * Salutensin- 

fflrodumethiaZidGSOfna  ) 50mg./reserpine0.125mg.)  (hydroflumethiazide  25 mg./reserpine  0.125 mg.) 

Demi" 

he  family  of 
intihypertensives 
;ompletin^  the 
herapeutic  pyramid 


jost 

ccording  to  a recent  study/  Salutensin®  (hydroflumethiazide 
) mg./reserpine  0.125  mg.)  was  the  most  economical 
itep  two"  therapy... about  the  cost  of  a day's  supply  of 
iiazide  + methyidopa  or  thiazide  + propranolol.^ 


losoge  titration 

jiutensin  contains  the  recommended  effective  doses 
..  both  its  components,  requiring  minimal  titration. 


Hjration  of  action 

jiutensin  contains  Saluron  (hydroflumethiazide), 
1 intermediate-acting  thiazide  diuretic,  which 
orks  over  an  1 8-24  hour  period,  ideal  for 
ice-daily  therapy. 


^pliance 


duration  OF  Acno** 


ie  total  daily  dose  can  be  given  once  a day. 
ompared  with  multiple-daily-dosage 
edications,  the  chance  of  a missed  dose 
greatly  reduced. 


/dume/vascc'^n^trictioi  i 

\t  the  foundation  of  "step  two"  hypertension 
lerapy,  control  of  both  circulating  volume 
md  peripheral  resistance  can  be  effectively 
tchieved  with  the  combination  tablet 
olutensin  one  day  at  a time. 


References:  1.  Finnerty,  F.A.  et  al.;  Step  2 Regimens 
1 Hypertension,  J.A.M.A.  241  ;579,  1979. 
t Red  Book  1979. 
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tialutensin* 


(hydroflumethiozide  SOmg./reserpine  0.125 mg.) 

Salutensin-Demi 

(hydroflumethiazide  25mg./reserpine  0.125 mg.) 

structured  for  the 
long  run  in"steptwo” 
hypertension 

Sal  uron®  (hydroflumethiazide) 


5/20/75 


For  complete  information  consult  Official  Package  Circular. 

CONTRAINDICATIONS:  Patients  with  anuria,  oliguria,  or  hypersensitivity 
to  this  or  other  sulfonamide  derived  drugs. 

WARNINGS:  Saluron  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired 
renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. Thiazides  may  be 
additive  or  potentiative  of  the  action  of  other  antihypertensive  drugs. 

Potentiation  occurs  with  gang  I ionic  or  peripheral  adrenergic  blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or 
bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported. 

Usage  in  pregnancy:  Usage  of  thiazides  in  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its 
possible  hazards  to  the  fetus. These  hazards  include  fetal  or  neonatal 
laundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  v/hich 
have  occurred  in  the  adult. 

Nursing  mothers:  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  and  breast  milk. 


PRECAUTIONS:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate 
intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance:  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte 
determinations  are  particularly  important  when  the  patient  is  vomiting 
excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are:  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting. 

Hypokalemia  may  develop  with  thiazides  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or  during 
concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to 
hypokalemia.  Digitalis  therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial  activity. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific 
treatment  except  under  extraordinary  circumstances  (as  in  liver  disease 
or  renal  disease).  Dilutional  hyponatremia  may  occur  in  edematous 
patients  in  hot  weather:  appropriate  therapy  is  water  restriction,  rather 
than  administration  of  salt  except  in  rare  instances  when  the  hypo- 
natremia is  life  threatening.  In  actual  salt  depletion,  appropriate  replace- 
ment is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or 
unchanged.  Latent  diabetes  mellitus  may  become  manifested  during 
thiazide  administration. 

Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the 
postsympathectomy  patient. 

Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine. This 
diminution  is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent 
for  therapeutic  use. 

If  progressive  renal  impairment  becomes  evident,  as  indicated  by  a rising 
nonprotein  nitrogen  or  blood  urea  nitrogen,  a careful  reappraisal  of 
therapy  is  necessary  with  consideration  given  to  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance. 

ADVERSE  REACTIONS: 

A.  Gastrointestinal  system  reactions;  Anorexia,  gastric  irritation,  nausea. 


vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  pancreatitis. 

B.  Central  nervous  system  reactions;  Dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia. 

C.  Hematologic  reactions:  Leukopenia,  agranulocytosis,  thrombocytopenia, 
aplastic  anemia. 

D.  Dermatologic-Hypersensitivity  reactions;  Purpura,  photosensitivity, 
rash,  urticaria,  necrotizing  angiitis  (vasculitis)  (cutaneous  vasculitis). 

E.  Cardiovascular  reaction:  Orthostatic  hypotension  may  occur  and  may 
be  aggravated  by  alcohol,  barbiturates,  or  narcotics. 

F.  Other:  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm, 
weakness,  restlessness. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
should  be  reduced  or  therapy  withdrawn. 

USUAL  DOSE:  The  average  adult  diuretic  dose  is  25  to  200  mg.  per  day. 
The  average  adult  antihypertensive  dose  is  50  to  100  mg.  per  day. 

Therapy  should  be  individualized  according  to  patient  response.  This 
therapy  should  be  titrated  to  gain  maximal  therapeutic  response  as  well 
as  the  minimal  dose  possible  to  maintain  that  therapeutic  response. 

HOW  SUPPLIED:  Saluron  (hydroflumethiazide  50  mg.):  Bottles  of  100. 

Salutensin®*  Salutensin-Demi™  (12)10/27/78 

(hydroflumethiazide,  reserpine  antihypertensive  formulation) 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  inifial  therapy 
of  hypertension.  Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  represents  the  dos- 
age so  determined,  its  use  may  be  more  convenient  in  patient 
management.  The  treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient  warrant, 

CONTRAINDICATIONS:  Anuria,  oliguria,  active  peptic  ulceration, 
ulcerative  colitis,  severe  depression  or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 

WARNINGS:  Small-bowel  lesions  (obstruction,  hemorrhage,  perforation 
and  death)  have  occurred  during  therapy  with  enteric-coated  formulatians 
containing  potassium,  with  or  without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only  when  indicated  and  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  pregnancy:  Thiazides  cross  the  placenta  and  can  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS:  Azotemia,  hypochloremia,  hyponatremia,  hypochloremic 
alkalosis  and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corti- 
costeroid therapy)  may  occur,  particularly  with  pre-existing  vomiting  and 
diarrhea.  Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium  chloride  or,  if  necessary, 
discontinuation  of  therapy.  Serum  ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks 
before  surgery  or  if  myocardial  irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic  ulcera- 
tion or  bronchial  asthma;  in  postsympathectomy  patients;  in  patients  on 
quinidine;  and  in  patients  with  gallstones,  in  whom  biliary  colic  may  occur. 
Patients  who  have  diabetes  mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observation  if  treated  with  this  agent. 
ADVERSE  REACTIONS:  Hydroflumethiazide:  Skin-rashes  (including 
exfoliative  dermatitis),  skin  photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic  anemia,  orthostatic  hypotension 
(potentiated  with  alcohol,  barbiturates  or  narcotics),  allergic  glomerulo- 
nephritis, acute  pancreatitis,  liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  thrombocytopenia,  hyperuricemia, 
hyperglycemia,  glycosuria,  malaise,  weakness,  dizziness,  fatigue, 
paresthesias,  muscle  cramps,  skin  rash,  epigastric  distress,  vomiting, 
diarrhea  and  constipation.  Reserpine : Depression,  peptic  ulceration, 
diarrhea.  Parkinsonism,  nasal  stuffiness,  dryness  of  fhe  moufh,  weighf 
gain,  impotence  or  decreased  libido,  conjunctival  injection,  dull  sensorium, 
deafness,  glaucoma,  uveitis,  optic  atrophy,  and,  with  overdosage,  agita- 
tion, insomnia  and  nightmares. 

USUAL  DOSE:  1 tablet  b.i.d. 

HOW  SUPPLIED:  Salutensin  (hydroflumethiazide  50  mg.,  reserpine  0.125 
mg.):  Bottles  of  100  and  1000. 

Salutensin-Demi  (hydroflumethiazide  25  mg.,  reserpine  0.125  mg.): 

Bottles  of  100. 
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DEBATE 


DEBATE  presents  opinions  from  varying  professionals 
along  with  policy  stands  to  illustrate  the  many  considera- 
tions present  on  given  issues.  This  month,  our  subject  is 
whether  or  not  there  should  be  laws  mandating  generic 
drug  substitution. 

THE  ISSUE 

Drug  substitution  has  been  a troublesome  question  for 
several  decades.  The  concept  of  antisubstitution  laws  In 
this  country  dates  as  far  back  as  1881,  however,  It  was 
not  until  1953  that  the  American  Pharmaceutical  Associa- 
tion (APA)  pressed  for  state  antisubstitution  laws.  The 
industry  formed  the  National  Pharmaceutical  Council  to 
push  this  legislation.  In  1957,  the  current  antlsubstitu- 
tlon  laws  in  Texas  was  adopted.  This  is  found  in  the 
Pharmacy  Licensing  Act  under  the  prohibited  acts  for 
which  a license  may  be  revoked  by  the  Texas  State 
Pharmacy  Boards.  Article  4542-1 2(h)  V.A.C.S.  reads  as 
follows: 

Section  12(h)  ‘‘That  said  licensee  has  engaged  in  the 
act  of  ‘substitution’  as  that  term  is  hereafter  defined. 
The  term  'substitution'  as  used  in  this  act  shall  mean 
the  dispensing  of  a drug  or  a brand  of  drug  other  than 
that  which  is  ordered  or  prescribed  without  the  ex- 
pressed consent  of  the  orderer  or  prescriber.  If  the 
consent  of  the  orderer  or  prescriber  for  substitution 
by  the  licensee  is  obtained,  a notation  shall  be  made 
by  the  licensee  on  the  prescription  stating  that  such 
consent  has  been  obtained  and  by  whom  such  con- 
sent was  given,  and  such  notation  shall,  in  addition, 
specify  the  drug  or  brand  of  drug  so  substituted. " 

It  should  be  noted  that  this  statute  was  adopted 
through  the  joint  efforts  of  the  Texas  Pharmacy  Associa- 
tion, the  Texas  Medical  Association,  and  other  groups 
interested  in  quality  of  drug  products. 

In  1970  the  American  Pharmaceutical  Association  re- 
versed its  position  opposing  substitution.  The  APA’s 
committee  on  substitution  stated,  “The  pharmacist's 
training  and  expertise  qualify  him  as  an  expert  on  drugs 
and  permit  him  to  make  judgements  about  quality  drug 
products.  ” The  Academy  of  Pharmaceutical  Sciences 
denounced  this  repeal  movement. 

Because  the  APAs  in  various  states  met  solid  resis- 
tance, many  states  took  a compromise  approach  and 
proposed  the  so-called  “formulary  bills.  ” This  approach 
establishes  a state  commission  to  prepare  a formulary 


of  drugs  and  pharmaceuticals  with  their  chemical  names 
and  allows  pharmacists  to  dispense  any  one  of  the 
listed  products  on  the  formulary. 

Recently  the  Federal  Trade  Commission  and  Depart- 
ment of  Health,  Education  and  Welfare  prepared  a bill 
referred  to  as  the  Model  Drug  Product  Selection  Act 
upon  which  many  states  have  based  their  substitution 
legislation.  The  Texas  legislature  is  considering  a pro- 
posal (Senate  Bill  601)  which  would  allow  a pharmacist 
to  substitute  a generic  drug  which  appears  on  a formu- 
lary without  informing  the  physician  of  such  substitution. 

POLICY  STANDS 

The  Texas  Medical  Association  has  taken  an  opposing 
stand  to  proposed  drug  substitution  legislation  saying 
such  substitution  could  be  dangerous  to  patients’  health. 
While  the  association  is  not  opposed  to  generic  pre- 
scriptions, it  is  against  legislation  that  would  permit  a 
pharmacist  to  substitute  a prescribed  drug  without  inform- 
ing the  physician  of  such  action.  A public  attitude 
survey  commissioned  by  TMA  in  1978  showed  that  87% 
of  the  people  in  Texas  do  not  want  prescriptions  sub- 
stituted without  the  knowledge  and  consent  of  physicians. 
TMA  also  believes  that  such  legislation  would  not  reduce 
consumer  costs.  Studies  have  shown  that  any  savings 
would  be  lost  to  the  high  administrative  costs  of  main- 
taining quality  control.  The  association  emphasized  that 
under  present  law  it  is  legal  for  a pharmacist  to  sub- 
stitute any  equivalent  drug  for  a prescription,  providing 
it  is  first  cleared  with  the  physician.  Since  physicians 
are  not  opposed  to  generic  prescribing  in  general,  TMA 
is  stepping  up  a program  encouraging  physicians  and 
patients  to  talk  about  cost  savings  and  health  aspects 
of  generic  drugs. 

The  Texas  Pharmaceutical  Association,  which  has  sup- 
ported drug  substitution  legislation  for  eight  years,  con- 
tends that  cost  savings  are  a chief  consideration  in  their 
support.  The  association  has  cited  both  direct  and  in- 
direct savings  which  can  be  made — direct  savings  in  re- 
duced medical  costs  for  the  consumer  through  use  of 
generic  drugs  and  indirect  savings  for  the  pharmacist 
by  having  a reduced  inventory  and  thus  reduced  operat- 
ing costs.  Said  Mr  Tim  Vordenbaumen,  president  of  the 
TPA,  “There  is  no  question  that  pharmacists  will  pass  on 
savings  to  the  consumer  provided  they  are  offered  in- 
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centives  and  do  not  have  to  pass  along  100%  savings.” 
Mr  Vordenbaumen  emphasized  that  physicians  would 
maintain  control  over  their  patients’  drug  therapy  by  se- 
lecting the  medication.  The  pharmacist  will  select  the 
drug  prescribed  but  may  elect  a different  manufacturer. 
The  president  said  that  most  pharmacists  recognize  those 
companies  which  produce  quality  drugs.  These  com- 
panies have  good  reputations,  are  helpful  in  providing 
drug  information  on  their  products  and  assure  their  prod- 
ucts' quality.  Naming  such  companies  as  Parke/Davis, 
Lederle  Laboratories,  and  Smith,  Kline  and  French  as 
providers  of  generics,  Mr  Vordenbaumen  said,  “We  are 
not  dealing  with  bathtub  houses  out  someplace,  but  are 
dealing  with  companies  who  have  provided  us  with  life- 
saving drugs  like  tetracycline.  These  companies  are  pro- 
viding quality  products  at  lower  costs.” 

INDIVIDUALS  COMMENT 

“I  am  against  any  kind  of  drug  substitution  law.  Since  a 
number  of  states  already  have  such  a law,  I feel  we  will 
eventually  have  one  in  Texas.  Whenever  such  a law  is 
enacted,  it  must  be  equitable  for  all — the  physician,  the 
pharmacist  and  the  consumer.  The  drug  formulary  will 
make  or  break  the  law.  It  must  contain  quality  drug 
products  or  the  physician  will  probably  not  allow  substitu- 
tion. A good  formulary  will  allow  the  pharmacist  to  reduce 
his  inventory  and  should  result  in  some  cost  savings  to 
the  consumer.”  Robert  H.  Barr,  MD,  Registered  Pharma- 
cist, associate  professor  of  obstetrics,  gynecology,  and 
family  practice.  The  University  of  Texas  Medical  School, 
Houston. 

“We  have  implemented  a formulary  type  of  program  in 
Beeville  and  have  had  a nine-to-ten  months  track  record; 
it’s  had  100%  acceptance;  it  has  saved  our  patients’ 
money;  and  it  has  saved  our  physicians’  time  as  we  have 
not  had  to  call  them  to  request  permission  to  substi- 
tute. It  has  saved  us  money  in  inventory.  We  would  like 
to  see  this  type  of  program  implemented  in  this  state.” 

Mr  William  H.  Morgan,  Beeville,  Registered  Pharmacist. 

“We  have  been  working  under  a close  formulary  system 
(see  previous  comment)  and  it  has  worked  well  with  us. 
But  I would  like  to  bring  out  the  fact  that  the  physicians 
know  the  pharmacist  and  we  do  have  control  over  the 


situation.  I'm  not  sure  that  this  would  be  the  case  on  a 
statewide  level.”  Donald  E.  Sprague,  MD,  Beeville. 

“Since  the  physician  is  responsible  for  his  patient,  it 
should  be  his  prerogative  to  decide  what  drugs  a patient 
should  have.  If  a pharmacist  and  a patient  feel  that  an- 
other brand  drug  could  be  used,  they  should  ask  the 
physician’s  permission  ...  I am  aware  of  the  quality  as- 
surance matter.  There  is  an  art  to  pharmaceuticals.  There 
are  ways  that  quality  can  be  taken  out  of  a product.  You 
cannot  be  safely  assured  that  all  brands  are  equal.  A 
brand  may  meet  the  federal  stands  of  equivalence,  in 
chemical  compounds,  but  this  does  not  assure  the  patient 
of  a drug’s  effect  when  administered  because  of  the  way 
it  could  be  compounded.  A physician  takes  this  into  con- 
sideration when  specifying  a drug  of  a particular  com- 
pany.” Mr  James  A.  Southard,  Registered  Pharmacist, 
Austin. 

“The  public  and  legislators  think  that  drug  substitution  will 
save  money.  But  they  fail  to  understand  that  the  quality 
of  drugs  depends  upon  the  integrity  of  the  manufacturer. 
We  (the  physicians)  know  that  we  can  depend  on  the 
integrity  of  certain  pharmaceutical  companies  because 
their  products  have  proven  reliable.  When  we  accept  a 
substitution  we  do  not  know  the  quality  of  the  material 
being  substituted  because  we  do  not  know  who  makes  it. 
There  is  a lot  more  to  equivalence  than  just  the  chemical 
compound  (ie,  shelf  life,  taste,  knowing  if  there  are  any  rat 
droppings  or  hair  mixed,  etc).  It  will  take  enormous  man- 
power to  enforce  and  assure  quality  control.  Neither 
Texas  nor  the  FDA  has  the  manpower  to  do  it.  It  just  won’t 
save  us  as  much  money  as  we  think  it  will.  The  bureau- 
cracy needed  to  police  the  system  will  cost  more  than  the 
savings  achieved.”  Marcel  Patterson,  MD,  Professor  of 
Medicine  and  Family  Medicine  at  The  University  of  Texas 
Medical  Branch,  Galveston. 

“I  think  that  the  pharmacist  would  be  a good  person  to 
choose  which  generics  were  good  products,  and  be  re- 
sponsible for  the  product.  Significant  savings  can  be 
made  when  generics  are  available.  Nowadays,  the  gener- 
ic drugs  are  made  by  the  same  people  who  market  the 
brand  name  drugs.  I would  favor  a formulary  only  if 
it  was  a negative  one  listing  those  products  which  should 
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not  be  substituted  rather  than  a positive  formulary  which 
would  be  too  substantial  a listing  to  be  effective. " Mr 
Thomas  Guidry,  Registered  Pharmacist,  San  Antonio. 

"I  am  opposed  to  the  proposed  generic  drug  substitution 
bill  for  a number  of  reasons.  I believe  that  the  physician 
should  have  the  right  to  prescribe  exactly  the  drug  he 
wants  by  trade  name  or  by  generic  name.  This  can  be 
done  under  the  present  law.  Senate  Bill  601  (proposed 
drug  substitution  bill)  will  make  it  more  inconvenient  to 
prescribe  because  physicians  will  have  to  write  ‘medically 
necessary’  or  something  similar.  If  the  medical  societies 
and  associations  would  increase  the  education  of  physi- 
cians to  bring  attention  to  drug  costs,  they  (physicians) 
could  prescribe  generically  to  cost-conscious  patients. 
Lastly,  under  the  proposed  bill,  it  is  not  certain  that  the 
patient  will  receive  a cost  savings;  it  may  be  the  phar- 
macist who  would  benefit.”  Andres  Goth,  MD,  professor 
and  chairman.  Department  of  Pharmacology,  The  Univer- 
sity of  Texas  Health  Science  Center,  Dallas. 


Editor’s  Note;  In  our  March  DEBATE  column,  we  mis- 
takenly identified  Carl  F.  Page,  MD,  as  director  of  the 
division  of  geriatrics,  Texas  Tech  School  of  Medicine.  Dr 
Page  is  an  associate  clinical  professor  in  family  practice, 
division  of  geriatrics  at  Texas  Tech  School  of  Medicine, 
and  Moira  Fordyce,  MD,  is  the  director  of  that  division. 
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Suppositories/Cream 

for  symptomatic  relief 

Effectively  reduces  inflammation  and  edema 
Rapidly  relieves  pain  and  itching 


ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

CAUTION:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains 
hydrocortisone  acetate,  10  0 mg,  bismuth  subgallote, 

2 25%,  bismuth  resorcin  compound,  1 75%,  benzyl 
benzoate,  12%;  Peruvian  balsam,  1,8%,  zinc  oxide, 
11,0%,  olso  contains  the  following  inactive  ingredients: 
bismuth  subiodide,  colcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  bose 
Each  gram  of  Anusol-HC  Cream  contains 
hydrocortisone  acetate,  5,0  mg,  bismuth  subgallote, 

22  5 mg,  bismuth  resorcin  compound,  17  5 mg,  benzyl 
benzoate.  12  0 mg,  Peruvian  balsam,  18.0  mg;  zinc 
oxide,  llOOmg,  also  contains  the  following  inactive 
ingredients:  propylene  glycol,  bismuth  subiodide, 
propylparaben,  methylporaben,  polysorbate  60  and 
sorbitan  monostearate  in  a water-miscible  base  of 
mineral  oil,  glyceryl  stearate  and  water 
IhdicatiOhs:  Anusol-HO  Suppositories  and  Anusol-HC 
Cream  are  adjunctive  therapy  tor  the  symptomatic  relief  of 
pom  and  discomfort  in  external  and  internal 
hemorrhoids,  proctitis,  popillitis,  cryptitis,  onal  fissures, 
incomplete  fistulas  and  relief  of  local  pom  and  discomfort 
following  anorectal  surgery. 


Anusol-HC  Cream  is  also  indicated  for  pruritus  am 
Anusol-HC  IS  especially  indicated  when  inflammation 
is  present  After  acute  symptoms  subside,  most  patients 
con  be  maintained  on  regular  Anusol'®  Suppositories  or 
Ointment 

Contraindications:  Anusol-HC®  Suppositories  and 
Anusol-HC'  Cream  are  contraindicated  in  those  patients 
with  a history  of  hypersensitivity  to  any  of  the  components 
ot  the  preparation 

Warnings:  The  safe  use  of  topical  steroids  during 
pregnancy  has  not  been  fully  established  Therefore, 
during  pregnancy,  they  should  not  be  used  unnecessarily 
on  extensive  areas,  in  large  amounts,  or  for  prolonged 
periods  of  time 

Precautions:  Symptomatic  relief  should  not  deloy 
definitive  diagnoses  or  treatment  If  irritation  develops. 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  should 
be  discontinued  and  appropriate  therapy  instituted 
In  the  presence  of  an  infection  the  useotan  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection 
has  been  adequately  controlled 
Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 
Anusol-HC  IS  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC 
Suppositories— Adults;  Remove  foil  wrapper  and  insert 
suppository  into  the  anus  One  suppository  in  the  morning 


and  one  at  bedtime,  tor  3 to  6 days  or  until  inflammation 
subsides  Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories 

Anusol-HC  Cream— Adults.  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cop  and  apply  to  the 
exterior  surface  and  gently  rub  in  For  internal  use,  attach 
the  plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure  Then  squeeze  the  tube  to 
deliver  medication.  Cream  should  be  applied  3 or  4 times 
d day  tor  3 to  6 days  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Ointment 

NOTE:  It  staining  from  either  ot  the  above  products 
occurs,  the  stain  may  be  removed  from  fabric  by  hand  or 
machine  washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories— boxes  of  12 
(N  0047-0089- 1 2)  and  24  (N  0047-0089-24),  in  silver 
foil  strips  with  Anusol-HC  W C printed  in  black 

Anusol-HC  Cream— one-ounce  lube  (N  0047-0090-01), 
with  plastic  applicator,  detachable  label 
Store  between  1 5°-30°  C (SO^-SS'  F ) 

Full  informalioh  is  available  on  request 
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lEDlCINE  AND  THE  LAW 


MEDICINE  AND  THE  ANTITRUST  LAW 

Part  1.  The  FTC  Administration  Law  Judge’s  Order 

This  is  the  first  of  a multipart  article  addressing  the  cur- 
rent clash  between  organized  medicine  and  federal  anti- 
trust law  intrusions. 

Summary  of  the  Order 

In  December  1975  the  Federal  Trade  Commission  (FTC) 
issued  a complaint  charging  the  AMA,  together  with  Con- 
necticut state  and  county  medical  societies  (CSMS  and 
NHCMA)  with  violating  Section  5 of  the  FTC  Act,  which 
prohibits  “unfair  methods  of  competition.’’  The  complaint 
alleged  that  these  medical  organizations,  through  promul- 
gation and  enforcement  of  their  Principles  of  Medical 
Ethics,  had  prevented  or  hindered  member  physicians 
from  soliciting  business  by  advertising  or  otherwise,  and 
from  otherwise  engaging  in  competitive  practices,  includ- 
ing price  competition.  This  has  resulted,  according  to  the 
complaint,  in  fixing  or  stabilizing  prices  of  physician  ser- 
vices, in  foreclosing  and  frustrating  competition  among 
doctors  in  providing  medical  services,  and  in  depriving 
consumers  of  information  pertinent  to  selection  of  a phy- 
sician. 

Approximately  three  years  and  over  1 ,000  pages  of 
testimony  and  3,000  exhibits  later,  an  FTC  Administrative 
Law  Judge  (ALJ)  entered  a 300-i-page  decision  against 
the  AMA,  CSMS,  and  NHCMA,  which  concluded  (1)  that 
these  organizations  and  their  respective  component  med- 
ical societies  and  members  have  “conspired,  combined 
and  agreed  to  adopt,  disseminate  and  enforce  ethical 
standards  ” which  ban  various  forms  of  advertising  by 
physicians  and  contractual  arrangements  between  phy- 
sicians and  others;  (2)  that  these  acts  have  restricted 
competition  in  providing  physician  services  and  caused 
“substantial  injury  to  the  public’’;  and  (3)  that  such  con- 
duct constitutes  “unfair  methods  of  competition”  in  viola- 
tion of  Section  5 of  the  FTC  Act. 

The  ALJ  orders  the  AMA,  CSMS,  and  NHCMA  to 
“cease  and  desist”  from  declaring  unethical  or  inter- 
fering with  (a)  advertising  or  publishing  of  prices,  terms 
or  conditions  of  sale  or  other  information  about  physician 
services,  (b)  solicitation  of  patients  through  advertising 
or  any  other  means,  (c)  commercial  terms  or  conditions 
of  contracts  for  physician  services  or  (d)  development  and 
operation  of  any  HMO.  The  ALJ  order  also  (e)  precludes 


encouraging  any  physician,  medical  association,  hospital 
or  insurer  to  take  any  of  these  prohibited  actions;  (f) 
mandates  removal  of  all  provisions  and  interpretations 
inconsistent  with  the  ALJ  order  from  the  Principles  of 
Medical  Ethics,  from  the  Opinions  and  Reports  of  the 
Judicial  Council,  and  from  all  bylaws  and  other  policy 
statements  or  guidelines;  (g)  prevents  AMA  from  adopting 
any  ethical  guidelines  governing  advertising  and  solicita- 
tion until  two  years  after  the  ALJ  order  becomes  final  and 
then  only  after  prior  FTC  approval;  (h)  requires  as  a 
condition  of  continued  affiliation  with  AMA  that  each 
component  organization  agree  by  action  taken  by  its 
governing  body  to  be  bound  by  the  ALJ  order;  (i)  directs 
AMA  to  terminate  affiliation  with  any  component  organiza- 
tion which,  after  the  effective  date  of  the  ALJ  order, 
engages  in  any  prohibited  act  to  AMA’s  knowledge;  and  (j) 
further  provides  for  all  members  both  of  AMA  and  each 
component  organization  to  receive  a copy  of  the  ALJ 
order  after  it  becomes  final. 

Appeal  of  the  Order 

The  AMA  has  appealed  this  decision  of  the  ALJ  to  the 
Federal  Trade  Commission  itself.  Depending  on  the  out- 
come before  the  full  commission,  further  appeal  is  avail- 
able to  the  federal  court  system  for  final  determination 
by  an  appropriate  circuit  court  of  appeals  or  the  United 
States  Supreme  Court.  Neither  the  ALJ  order  nor  any 
modification  thereof  by  the  FTC  is  final  and  technically 
effective  until  the  appeal  process  has  been  exhausted. 

The  Texas  Medical  Association  supports  the  AMA 
appeal  of  the  ALJ’s  unwarranted  and  erroneous  decision. 

AMA’s  Position  on  Appeal 

On  appeal  to  the  commission,  the  AMA  is  appealing  nu- 
merous errors  by  the  ALJ,  including  points  pertaining  to 
the  following: 

1 . Jurisdiction:  As  a nonprofit  professional  society,  AMA 
is  not  subject  to  the  commission’s  jurisdiction,  which  is 
limited  to  associations  “organized  to  carry  on  business 
for  its  own  profit  or  that  of  its  members.” 

2.  Relevant  Medical  Ethics:  AMA’s  appeal  brief  says, 
“On  June  16,  1975,  the  [United  States]  Supreme  Court 
definitely  held  for  the  first  time  that  professional  societies 
are  subject  to  the  Sherman  Act  [Goldfarb  v.  Virginia 
State  Bar  Association , 421  U.S.  773  (1975)].  Conscious 
of  the  profound  implications  of  Goldfarb,  the  AMA  in  No- 
vember of  1 975  began  an  extensive  review  of  its  positions 
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on  medical  ethics — a review  which  was  to  culminate  in 
the  spring  of  1977  with  the  publication  of  a new  edition 
of  the  Opinions  and  Reports  of  the  Judicial  Council.  . . . 

In  essence,  this  statement  declares  that  dissemination  of 
nondeceptive  information,  including  fee  information, 
which  will  enable  patients  to  make  an  informed  choice 
among  physicians  is  ethical  but  that  misleading  promo- 
tional practices  are  unethical.  . . . 

‘‘[FTC  complaint  counsel]  asked  the  ALJ  to  judge  [pre- 
Goldfarb]  actions  by  post- Go/dfarb  standards  even 
though  the  legal  and  social  climate  in  which  they  occurred 
was  vastly  different  from  today’s  and  even  though  these 
actions  were  frequently  completely  consistent  with  appli- 
cable state  law.  . . . 

“[In  deciding  the  appeal  the  Commission  should]  bear 
in  mind  the  declaration  of  the  Supreme  Court  in  National 
Society  of  Professional  Engineers  v.  United  States,  435 
U.S.  679,  696  (1978)  that  ‘the  problem  of  professional 
deception  is  a proper  subject  of  an  ethical  canon.'  . . . 
[T]he  AMA  has  voluntarily  done  precisely  what  the  Su- 
preme Court  has  encouraged  professional  societies  to  do. 
It  has  taken  a position  on  deceptive  practices  by  its  mem- 
bers. This  position  explicitly  notes  that  ‘(f)reedom  of 
choice  of  physician  and  free  competition  among  physi- 
cians are  pre-requisites  of  optimal  medical  care’.  . . It 
promotes  competition  by  declaring  ethical  the  dissemina- 
tion of  virtually  all  information  that  will  help  enable  con- 
sumers to  make  an  informed  choice  of  physician.  At  the 
same  time,  it  takes  into  account  the  nature  of  physician 
advertising  and  concludes  that  certain  specified  promo- 
tional practices  will  be  misleading  and  thus  anticompeti- 
tive. The  position  of  the  AMA  is  in  the  best  tradition  of 
professional  self-regulation  in  the  public  interest. 

“The  Commission  should  respect  these  responsible 
efforts.  It  should  not  rely  on  outdated  AMA  statements 
or  actions  by  independent  state  and  local  medical  socie- 
ties generally  undertaken  in  a vastly  different  legal  and 
social  climate.  It  should  not  make  the  government  the 
ultimate  arbiter  of  medical  ethics  . . 

3.  Antitrust  “Rule  of  Reason;”  AMA’s  current  ethics  on 
advertising,  solicitation  and  contract  practice  should  not, 
under  sound  application  of  the  “Rule  of  Reason,”  be  held 
to  violate  federal  antitrust  laws.  That  rule  involves  whether 
the  restraint  at  issue  is  such  as  merely  regulates  and  per- 
haps promotes  competition,  or  whether  it  is  such  as  may 
suppress  or  even  destroy  competition. 

4.  Excessive  Remedies:  Various  remedies  proscribed 


in  the  ALJ’s  order  exceed  FTC  authority  and  violate  First 
Amendment  rights  of  AMA  and  its  members. 

Part  Two — An  Antitrust  Overview 

In  the  next  “Medicine  and  the  Law”  an  antitrust  over- 
view will  be  presented,  including  a look  at  its  accelerated 
application  since  1975  in  professional  fields. 

Jack  D.  Maroney 
Will  G.  Barber 

Brown,  Maroney,  Rose,  Baker  & Barber 
TMA  Legal  Counsel 


25 


Volume  75  May  1979 


f 

j 

i 


Wichita  Falls  Clinic 


Tenuate""® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan"" 
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AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION;  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  Inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect;  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  In  mind 
when  evaluating  the  desirability  of  Including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS;  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordlal  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  tegoned.  Gastrointestinal: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine: 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous : A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increaseii  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release;  One  75  mg. 
tablet  dally,  swallowed  whole,  in  miomorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states.  Fatigue  and  depression  usually 
lollow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  Includes  lavage  and  sedationwith  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine"'')  has  been  suggestecf  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc, 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S A. 

Licensor  of  Merrell® 

References:  1.  Citations  available  on  request- Medical  Research 
Department,  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215.  2.  Hoekenga,  M.T., 
O'Dillon,  R.H.,  and  Leyland,  H.M.:  AComprehensIve  Review  of  Dieth- 
ylpfopion  Hydrochloride.  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy,  Jan.  20-21, 1977. 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


(diethylpropion  hydrocmoride  NF) 


75  mg.  controlled-release  tablets 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing 


opposite  page. 


Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practiced  And 
the  unique  chemistry  of  Tenuate  provides  . .anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation."^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


■ I* 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  prdgr^i. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp-, 
tomatic  cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional . 
Warnings  and  Precautions  on  the  opposite  page.)  j 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 
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DupoeRupon 


More  convenient  for 
some  of  your  patients. 

Now  there  are  three 
Motrin  tablet  strengths 
to  choose  from- 
600  mg,  400  mg,  and  300  mg 
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In  Edema  or  Hypertension*  when 
potassium  baiance  is  a concern... 

Potassium-Sparing 

DVAZiDr 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide 

Makes  Sense 

In  Edema 

The  triamterene  in  ‘Dyazide’  limits  potassium  loss  and  provides  an 
additive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 

In  Hypertension 

As  the  hydrochlorothiazide  in  ‘Dyazide’  lowers  blood  pressure,  the 
triamterene  component  limits  potassium  loss. 

Serum  and  BUN  should  be  checked  periodically 

particularly  in  the  elderly,  diabetics,  and  those  with  suspected  or  confirmed 
renal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone. 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  mark- 
edly impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  K'*'  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K'*'  intake.  Associated  widened  QRS 
compiex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is 
not  available. 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K'*'  frequently;  both  can  cause  K’*'  retention  and 
elevated  serum  K+.  Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored).  Observe  regularly  for 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  thiazides. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al- 
tered), hyperuricemia  and  gout,  digitalis  intoxication 
(in  hypokalemia),  decreasing  alkali  reserve  with  possi- 
ble metabolic  acidosis.  ‘Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions;  nausea  and  vomiting,  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis,  xanthop- 
sia and,  rarely,  allergic  pneumonitis  have  occurred 
with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only). 
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- Each  tablet  contains:  aspirin,  227  mg;  phenacetin,162  mg;  and  caffeine, 
a32  mg;  plus  codeine  phosphate  in  one  of  the  following  strengths:  ^4—60 

- mg  (gr  1 );  ^3—30  mg  (gr'/z);  ^2—15  mg  (gr  'A);  and  ^1—7.5  mg  (gr  Vs), 
■^.(\\>bming— may  be  habit-forming). 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
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CAPITAL  COMMENTS 


AUSTIN  GOVERNOR’S  APPOINTMENTS  Governor 
Clements  has  appointed  Mr  William  P.  Daves,  Jr,  to  the 
State  Board  of  Insurance  for  a six-year  term  to  expire  Jan 
31,  1985.  Mr  Daves,  Dallas  County,  replaces  Ned  Price. 
Nathan  C.  Galloway,  Jr,  MD,  Odessa,  has  been  appointed 
to  the  Texas  Tech  University  Board  of  Regents  for  a six- 
year  term  to  expire  Jan  31,  1985,  replacing  Judson  F. 
Williams.  Laurance  N.  Nickey,  MD,  El  Paso,  has  been 
appointed  to  the  Board  of  Health,  replacing  Ray  E. 

Santos,  MD,  Lubbock.  Appointments  to  the  Board  of 
Mental  Health  and  Mental  Retardation  are  Mrs  Ellie  Selig, 
Seguin,  replacing  Minton  Murray  of  Harlingen;  Mr  L.  Gray 
Beck,  San  Angelo,  replacing  Mr  Lynn  Dardin  of  Wichita 
Falls;  and  Mr  William  B.  Schnapp,  Houston,  replacing  Mr 
Robert  Parsley  of  Houston.  Their  six-year  terms  expire 
Jan  31,  1985. 

AUSTIN  STATE  MEDICAID  FRAUD  CONTROL  UNIT 
The  attorney  general’s  office  has  received  a $798,691 
grant  from  HEW  to  set  up  a state  Medicaid  fraud  control 
unit  within  the  Texas  AG’s  office. 

WASHINGTON  VITAL  STATISTICS  ON  96TH  CON- 
GRESS Party  preference:  In  the  House  276  Democrats, 
157  Republicans,  no  independents;  in  the  Senate  58 
Democrats,  41  Republicans,  1 independent.  Sex:  In  the 
House  417  men,  16  women;  in  the  Senate  99  men,  1 
woman.  Age:  In  the  House,  range  26-78,  average  48.8;  in 
the  Senate,  range  35-81 , average  52.7.  Major  profes- 
sional groups,  including  some  lawmakers  who  list  them- 
selves in  more  than  one  category:  Lawyers:  House  194, 
Senate  66;  businessmen  and  bankers:  House  123,  Sen- 
ate 29;  educators:  House  58;  Senate  7;  farmers:  House 
1 6,  Senate  6;  journalists:  House  1 1 ; Senate  2.  Religious 
preference:  House  274  Protestants,  113  Roman  Catho- 
lics, 23  Jews,  23  others;  Senate  74  Protestants,  14 
Roman  Catholics,  7 Jews,  5 others.  Ethnic  minorities: 
House  15  blacks.  Senate  none;  House  and  Senate  3 
Orientals  each;  House  5 Hispanics,  Senate  none.  In 
addition,  2 blacks,  1 Oriental  and  1 Hispanic  serve  as  non- 
voting delegates  to  the  House. 

WASHINGTON  AMA-FTC  The  AMA  was  scheduled  to 
present  oral  arguments  April  25  before  the  Federal  Trade 
Commission  in  an  appeal  of  the  ruling  by  an  FTC  admin- 
istrative law  judge  concerning  physician  advertising  and 
the  principles  of  medical  ethics.  The  ruling,  which 
charged  the  AMA  with  restraining  physician  advertising 
and  physician  participation  in  certain  health  delivery  sys- 


tems, has  not  yet  been  approved  by  the  full  commission. 
The  case  was  brought  against  the  AMA,  the  Connecticut 
State  Medical  Society,  and  the  New  Haven  County  Med- 
ical Association  three  years  ago.  The  FTC  law  judge  ruled 
last  November.  The  AMA  has  said  it  will  appeal  the  case, 
if  necessary,  through  the  courts  to  the  Supreme  Court. 

WASHINGTON  ADMINISTRATION’S  COST  CON- 
TAINMENT BILL  HR  2626  and  S570,  which  have  been 
introduced,  would  impose  federal  controls  on  hospital 
expenditures  if  the  voluntary  effort  fails  to  keep  the  rate  of 
hospital  cost  increases  to  9.7%  or  less.  That  approach 
resembles  the  compromise  legislation  the  Senate  passed 
in  1978,  but  which  was  untouched  by  the  House  as  the 
95th  Congress  adjourned.  HEW  Secretary  Califano  esti- 
mates that  exemptions  from  the  program  would  apply  to  a 
majority  of  community  hospitals.  Bowing  to  the  demands 
of  labor  unions,  the  proposal  also  provides  a modified 
wage  pass  through  for  hospital  workers.  The  hospital  cost 
containment  legislation  will  be  the  subject  of  immediate 
hearings  before  Sen  Kennedy’s  Human  Resources  Sub- 
committee on  Health  and  Scientific  Research.  Joint  hear- 
ings on  HR  2626  will  be  held  by  the  House  Ways  and 
Means  and  the  Commerce  Committee’s  Health  Subcom- 
mittees. President  Carter  acknowledged  the  difficulty  the 
bill  will  face  before  Congress.  Sec  Califano  bluntly  chal- 
lenged Congress  to  show  “whether  they  have  the  guts  to 
do  something  about  inflation.”  Senators  and  representa- 
tives flanking  the  President  and  Califano  during  the  an- 
nouncement of  the  new  program  included  Herman 
Talmadge,  D-Ga;  Edward  Kennedy,  D-Mass;  Harrison 
Williamson,  D-NJ;  and  Jacob  Javits,R-NY.  Only  Sen  Tal- 
madge reserved  support  for  the  president’s  proposal. 
Representatives  present  included  Harley  Staggers,  D- 
WVa;  Henry  Waxman,  D-Cal;  and  Charles  Rangel,  D-NY. 

WASHINGTON  OMNIBUS  MEDICARE  AMENDMENTS 
REINTRODUCED  Most  of  the  provisions  of  the  omnibus 
Medicare  amendments  proposals  which  failed  to  pass 
during  the  closing  days  of  the  95th  Congress  have  been 
incorporated  into  a senate  bill  introduced  by  Senators 
Robert  Doyle,  R-Kan,  and  Herman  Talmadge,  D-Ga.  In- 
cluded in  the  proposed  changes  to  the  Medicare  program 
are  the  following  provisions:  (1)  allowing  chiropractic 
coverage  for  subluxation  demonstrated  through  clinical 
chiropractic  findings  or  x-rays  used  by  the  chiropractor  (at 
present  a chiropractor’s  findings  are  insufficient  to  demon- 
strate a subluxation  for  Medicare  reimbursement  pur- 
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poses):  (2)  allowing  optometrists  coverage  for  services  for 
aphakic  patients  and  directing  a nine-month  HEW  study 
on  optometrists’  coverage  for  treatment  of  cataracts;  (3) 
authorizing  payment  to  allergists  for  the  preparation  of 
antigens  forwarded  to  another  physician  for  administra- 
tion; and  (4)  facilitating  reimbursement  for  physician  ser- 
vices rendered  to  a Medicare  patient  before  his  death. 
The  bill  also  authorizes  an  HEW  demonstration  project  to 
acquire  information  and  data  regarding  reimbursement  for 
hospital  services  under  Medicare.  Missing  from  this  year’s 
version  is  the  proposed  extension  of  Medicare  to  cover 
home  health  occupational  therapy  services. 

WASHINGTON  FOREIGN  NHI  WOES  MAY  AFFECT 
US  DEBATE  Ms  Suzanne  Ratzloff,  author  of  a report  by 
Predicasts,  Inc,  says  the  astronomical  cost  of  some 
nations’  health  care  programs  are  forcing  cutbacks  in 
these  programs,  and  those  cuts  are  expected  to  affect  the 
NHI  debate  in  America.  The  world  experience  has  been 
that  when  countries  implement  a national  health  insur- 
ance plan,  costs  go  through  the  roof,  and  the  author 
explained  that  spending  rises  when  the  publicly  funded 
system  replaces  a private  one  because  more  persons 
and  services  are  covered  and  because  third  party 
payments  remove  the  economic  barrier  to  health  care. 
Among  the  reports  which  might  affect  the  NHI  debate  are 
those  from  Australia,  where  health  care  costs  rose  from 
$828  million  in  1974,  the  year  before  introduction  of  their 
plan,  to  $2.62  billion  in  the  first  year  of  its  operation. 

That  country  scrapped  NHI  in  November  in  favor  of  pri- 
vate insurance  supplemented  by  programs  similar  to 
Medicare  and  Medicaid.  Britain  has  tried  to  keep  its 
health  care  costs  down  by  reducing  benefits.  For  ex- 
ample, patients  are  induced  to  forego  a medicine,  and 
the  number  of  patients  receiving  extensive  treatment 
such  as  kidney  dialysis  is  limited.  Sweden  has  held  its 
health  care  costs  to  the  lowest  in  the  world  by  even 
more  drastic  reductions  of  benefits.  There,  operations 
for  the  elderly  are  denied  on  the  grounds  that  their 
care  would  be  uneconomical.  West  Germany,  Canada, 
Australia,  and  Japan  are  all  expected  to  have  higher 
than  average  health  care  cost  increases  from  1976  to 
1983,  with  Japan  experiencing  a 62%  rise. 

WASHINGTON  SENATOR  BUMPERS  REINTRO- 
DUCES AMENDMENT  Sen  Dale  Bumpers  of  Arkansas 
has  reintroduced  a bill  (S  195)  this  session  that  would 
delay  the  effective  date  of  yet  unissued  HEW  regulations 


to  implement  Section  227  of  the  1972  Social  Security 
Amendments.  This  section  deals  with  Medicare  reim- 
bursement of  physicians  for  services  in  teaching  hospi- 
tals. 

WASHINGTON  FTC  MODIFIES  ORDER  The  Federal 
Trade  Commission  has  issued  a modified  order  that  the 
American  Society  of  Anesthesiologists  stop  restraining 
member  physicians  from  entering  into  compensation 
agreements  with  hospitals.  The  order  was  negotiated  be- 
tween ASA  and  FTC  as  a settlement,  but  does  not  con- 
stitute an  admission  by  the  society  that  it  has  violated 
the  law.  FTC  charged  that  ASA  was  limiting  competition 
through  the  ethics  code  covering  its  15,000  members 
and  salaried  employment  by  hospitals. 

WASHINGTON  HMOs  PUSHED  BY  HEW  Under  Sec- 
retary Hale  Champion,  in  a speech  to  the  Health  Main- 
tenance Organization  National  Policy  Conference,  pre- 
dicted that  the  next  decade  will  see  HMOs  triple  their 
enrollment  to  more  than  20  million  persons.  He  alleged 
this  will  produce  better  care  and  savings  of  $20~$24 
billion  in  national  health  costs. 


Editor's  note:  “Capital  Comments"  is  prepared  by  Brown,  Maroney,  Rose, 
Baker  & Barber,  TMA  Legal  Counsel,  and  highlights  current  items  ot 
interest  relating  to  health  matters  in  the  US  Congress,  federal  agencies, 
state  legislatures,  and  Texas  administrative  agencies. 
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V-CiUin  K* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  nozvsi 

*Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
AutomobUe  Lease  Program 


Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  • Ft.  Worth,  Texas  76101  • 817/335-6471 
Lowell  Lebermann  Lincoln-Mercury  • 900  W.  Sixth  Street  • Austin,  Texas  78763  • 512/472-8401 
Main  Lincoln-Mercury  (Trans-Mountain  Leasing)  • 1123  N.  Main  • San  Antonio,  Texas  78295  • 512/227-5309 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/777-3816 


Hospice — death  with  dignity? 
. . . or  giving  up  on  life? 


A University  of  Texas  Medical  Branch  study  shows  that  of 
136  resident  physicians  responding  to  a questionnaire, 
76%  felt  uncomfortable  in  their  relationships  with  dying 
patients,  and  60%  of  the  students  expressed  a need  for 
some  kind  of  educational  counseling.  One-fourth  of  the 
group  had  participated  in  a death  and  dying  seminar  or 
course. 

Murphy  T.  Scurry,  MD,  UTMB  associate  professor  of 
internal  medicine  and  co-conductor  of  the  survey,  stated, 
“Death  is  viewed  by  doctors  as  the  ultimate  failure  of  their 
profession.  This  is  particularly  true  of  recent  medical 
school  graduates.” 

Although  few  individuals  are  eager  to  condemn  pain- 
less death,  some  contend  that  hospice  offers  a way  to 
give  up.  The  source  of  that  criticism,  who  called  himself 
a proponent  of  hospice — as  an  alternative — said  most 
terminal  patients  would  seek  medical  cure  before  accept- 
ing hospice  care. 

In  the  past  decade,  the  concept  of  the  hospice  has 
been  promoted  by  several  groups,  particularly  after  death- 
and-dying  experts,  such  as  psychiatrist  Elisabeth  Kubler- 
Ross,  MD,  gained  national  prominence. 

Dr  Kubler-Ross  writes  that  she  “became  determined  to 
talk  about  death  and  dying  until  we  were  able  to  change 
some  of  the  attitudes  in  this  death-denying  society.” 

In  medieval  times,  the  hospice  was  a resting  place  for 
travelers — healthy,  ill,  or  dying — and  at  one  time,  there 
were  said  to  be  750  hospices  in  medieval  England.  A 
recent  count  placed  the  number  of  modern  hospices — 
that  is,  settings  for  dying  patients — at  40  in  England, 
and  a directory  of  US  hospice  programs  lists  26.  Another 
account  estimates  that  200  communities  have  begun  at- 
tempts to  provide  hospice  care. 

Modern  definitions  of  hospice  differ  and,  depending  on 
the  source  of  information,  even  include  palliative  care  of 
terminally  ill  patients  undergoing  heroic  medical  attempts 
at  survival.  Generally,  though,  the  most  widely  publicized 
hospices  embrace  palliative  care  for  the  patient  and  be- 
reavement follow-up  for  the  patient’s  family.  A formal 
definition  and  standards  drafted,  but  not  yet  ratified,  by  the 
National  Hospice  Organization  seem  to  have  gained  wide 
acceptance,  and  an  association  of  Texas  hospices,  ex- 
pected to  follow  similar  guidelines,  is  in  the  formative 
stages. 

A 1978  Federal  Register  announcement  seeking  appli- 
cations for  demonstration  hospice  programs  defines  the 
hospice  as  a multidisciplinary  program  for  relieving  termi- 


nally ill  patients  of  as  much  distress  as  possible  during 
their  final  days.  The  hospice  approach  involves  social, 
psychological,  medical,  and  spiritual  care  and  empha- 
sizes the  control  of  pain.  Included  in  the  DHEW  descrip- 
tion are  home-care  and  inpatient  hospice  programs. 

Cost  and  the  Quality  of  Life 

HEW  has  begun  to  weed  through  more  than  300  applica- 
tions from  programs  seeking  Medicaid  and/or  Medicare 
waivers  that  would  allow  reimbursement  for  hospice  ser- 
vices not  previously  covered.  Betty  Perry,  a Texas  De- 
partment of  Human  Resources  hospice  program  officer 
handling  the  Medicaid  waiver  requests,  said  HEW  prob- 
ably would  name  waiver  recipients  sometime  this  spring. 
Texas  candidates,  recommended  to  HEW  by  TDHR,  are 
St  Benedict’s  Hospital  and  Nursing  Home  in  San  Antonio, 
Holy  Cross  Hospital  in  cooperation  with  Girling  and  Asso- 
ciates Home  Health  Agency,  Inc,  in  Austin,  and  the  Visit- 
ing Nurse  Association  of  Dallas  in  cooperation  with  St 
Paul’s  Hospital  in  Dallas.  In  suggesting  applications  for 
approval,  she  said,  the  TDHR  office  preferred  programs 
that  provided  inpatient  and  outpatient  services. 

State  and  federal  funding  for  the  three  projects,  if 
finally  cleared  by  HEW,  would  amount  to  about  $400,000 
for  a 12-month  period.  TDHR  estimated  the  cost  per 
patient,  based  on  three  months  of  care,  would  be  $6,000, 
but  Ms  Perry  called  that  a maximum  figure.  The  normal 
mode  of  care  for  three  months  of  care  would  total  a very, 
very  conservative  $8,000,  she  said.  That  estimate,  she 
explained,  was  derived  by  comparing  combinations  of 
home  health  and  acute  care  with  skilled  nursing  and  acute 
care.  The  TDHR  formula  placed  acute  care  at  $200  per 
day  and  figured  that  patients  would  receive  an  average 
of  30  days  of  acute  care. 

Offered  through  HEW’s  Office  of  Policy,  Planning,  and 
Research  in  the  Health  Care  Financing  Administration, 
waivers  for  demonstration  projects  were  to  be  granted  to 
applicants  meeting  certain  criteria  and  agreeing  to  submit 
data  collected  from  the  hospice  experience. 

The  demonstration  projects  are  to  view  the  patient  and 
family  as  the  basic  unit  of  care,  with  emphasis  on  the 
patient’s  symptom  control  and  the  family’s  bereavement. 
Although  volunteers  will  play  a key  role  in  the  HEW 
projects,  interdisciplinary,  round-the-clock  skills  are  of- 
fered. Further,  the  hospice  must  be  certified  as  a home 
health  agency  participating  in  Medicare,  and  Medicaid 
where  appropriate,  or  have  contractual  agreements  with 
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home  health  agencies  to  provide  home  health  services 
with  such  coverage. 

Mary  Jo  Gibson,  a consultant  to  the  Division  of  Cancer 
Control  and  Rehabilitation  of  the  National  Cancer  Insti- 
tute, has  reported  that  the  cost  of  a patient’s  last  three 
months  at  Hospice  Inc  of  New  Haven,  itself  an  American 
prototype,  averages  $1,780.  At  nearby  St  Raphael’s  and 
the  Yale  New  Haven  hospitals,  she  writes,  cost  estimates 
for  the  same  time  span  are  $12,620  and  $19,280,  respec- 
tively. At  seeming  odds  with  these  figures,  she  continues, 
third  party  insurers  have  not  covered  hospice  services, 
but  certain  companies  are  attempting  to  revamp  pro- 
cedures to  allow  some  hospice  reimbursement. 


The  First  Hospice  in  Texas 

The  seeds  of  Southeast  Texas  Hospice  were  planted  ten 
years  ago  when  Ms  Joan  Lyons’  friend  died  alone,  many 
miles  away  from  her  family,  in  a treatment  center. 

“There  she  stayed  for  the  last  three  months  of  her  life — 
separated  from  her  children  and  only  by  occasional  visits 
reuniting  them — in  pain,  by  herself,  abandoned  by  her 
friends  and  cared  for  by  a paid  sitter.’’ 

Nine  months  after  her  friend’s  death,  Ms  Lyons  dis- 
covered a Ufe  Magazine  cover  story  describing  Dr  Kub- 
ler-Ross’s  studies  of  death  and  dying. 

After  years  of  evaluating  the  information  on  the  topic 
of  death,  Ms  Lyons  and  Ms  Peggy  McKenna,  a registered 
nurse  with  a home  health  agency,  began  to  approach 
community  agencies,  hoping  to  arouse  interest  in  estab- 
lishing a community  hospice. 

When  the  Texas  Health  Facilities  Commission  granted 
the  hospice’s  certificate  of  need  in  November  1978,  46 
persons  had  volunteered  to  help  the  five-person  staff 
offer  hospice  services  24  hours  daily,  seven  days  a week. 
Presently  an  in-home  service,  the  hospice  eventually  will 
add  inpatient  facilities  and  will  care  for  as  many  as  20 
patients  at  a time,  says  Ms  Lyons. 

The  hospice  is  organized  around  a team  plan,  headed 
by  a physician — specializing  in  internal  medicine,  hema- 
tology, and  oncology — who  oversees  patient  care  plans. 
Other  team  members  are  a medical  social  worker,  a min- 
ister coordinator,  a director  of  patient  services  (Ms 
McKenna),  and  director  of  volunteers  (Ms  Lyons). 

Once  volunteers  have  undergone  a 12-hour  training 
course  and  have  been  assessed  by  the  director  of  vol- 
unteers and  other  team  members,  they  are  assigned  to 
clerical,  nonpatient  work  or  to  direct  patient  care. 


Direct  patient  care  volunteers  tailor  their  duties  to  the 
patient’s  needs.  For  example,  the  volunteer  might  provide 
light  housekeeping  or  transportation.  Ms  Lyons  says  the 
volunteer  role  is  "to  support  the  family  in  its  needs,  to 
act  as  a ventilating  base,  to  counsel  each  in  his  own 
capacity,  and  to  free  the  family  from  these  nitpicking  daily 
things,  giving  them  more  time  to  band  together  and  to 
concentrate  on  the  more  important  affairs  of  their  every- 
day living.’’ 

She  says  the  hospice  hopes  to  recruit  a psychiatrist 
to  attend  the  weekly  team  meetings  to  answer  questions, 
direct  group  counseling,  and  arrange  individualized  coun- 
seling— all  to  help  team  members  withstand  the  extreme 
stress  that  accompanies  continued  hospice  service.  “If  we 
lose  our  perspective,  and  begin  to  be  flaky  ourselves,” 
she  explains,  “we’re  no  good  to  hospice  and  . . . we’re 
certainly  no  longer  good  to  ourselves.” 

In  its  early  days,  the  hospice  survived  on  $38,000  in 
private  donations,  but  because  patients  are  not  refused 
admission  due  to  inability  to  pay  and  because  certain 
hospice  services  are  not  reimbursable,  the  hospice  plans 
to  rely  on  “outside  funds” — from  foundations,  memorials, 
and  the  community.  The  hospice  charges  patients  for 
each  visit  requiring  skilled  nursing  care  and  services 
offered  by  the  medical  social  worker,  but  there  is  no  fee 
for  visits  by  other  team  members,  inicuding  the  medical 
director. 

Southeast  Texas  Hospice  has  established  six  pre- 
requisites for  admission  to  the  hospice:  (1)  that  cancer 
patients  only  be  admitted:  (2)  that  each  admission  be 
referred  by  a physician;  (3)  that  the  patient’s  life  expectan- 
cy be  about  three  months;  (4)  that  the  patient  be  a resi- 
dent of  Hardin,  Jasper,  Jefferson,  Newton,  or  Orange 
county;  and  (5)  that  someone  in  the  home  be  a primary 
care  giver,  an  overseer  of  the  patient’s  needs.  “The  rea- 
son we  make  this  final  requirement,”  Ms  Lyons  says,  “is 
because  we  do  not  believe  that  anyone  should  die  alone.” 

Four  local  home  health  agencies,  who  had  argued  that 
the  hospice  was  merely  planning  to  duplicate  services 
they  already  offered,  filed  a district  court  suit  against 
the  Health  Facilities  Commission  and  Southeast  Texas 
Hospice  Inc.  A fifth  home  health  agency,  in  a separate 
suit  against  the  Health  Facilities  Commission  and  South- 
east Texas  Hospice,  contends  in  part  that  the  hospice 
would  be  neither  economical  nor  cost  effective,  and  asks 
for  a reversal  of  the  HFC  ruling.  The  suit  further  claims 
the  hospice  would  be  significantly  incompatible  with  the 
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area’s  health  care  needs  by  severely  burdening  existing 
services  through  duplication  of  services. 

A spokesman  for  the  Texas  Association  of  Home 
Health  Agencies  (TAHHA)  said  the  organization  is  not 
opposed  to  the  hospice  concept,  "but  we  don’t  see  the 
necessity  of  another  home  health  agency.” 

Ms  Lyons  says  the  SETH  was  certified  as  a home 
health  agency  "so  we  could  be  reimbursed  by  Medicare 
and  Medicaid.” 

The  TAHHA  spokesman  agrees  that  there  are  some 
differences  in  services  offered  by  the  hospice  and  the 
other  six  area  home  health  agencies,  but  says  that  hos- 
pice organizers  never  approached  the  home  health  agen- 
cies to  develop  a program  through  the  existing  agencies. 
Joan  Lyons  says  the  hospice  organizers  approached  two 
of  the  six  local  home  health  agencies  but  were  unable  to 
stimulate  interest  in  a cooperative  plan. 

"Where  does  it  end?”  the  TAHHA  spokesman  asks, 
referring  to  a possible  precedent  set  by  establishing  the 
hospice  for  cancer  patients  only.  Perhaps  other  groups 
will  want  to  establish  facilities  for  patients  with  renal 
problems,  she  contends. 

Opinions  Vary 

While  there  are  indications  that  hospice  care  is  con- 
siderably less  costly  than  hospital  treatment  and  offers 
a relatively  painless  exit  from  life,  detractors  feel  it  is  the 
ultimate  sacrifice  in  medical  care.  To  relinquish  life  without 
opposition,  without  some  form  of  battle  that  physicians 
have  been  trained  to  wage  against  all  odds,  seems  in- 
comprehensible to  them.  Critics  of  that  stand,  however, 
claim  that  physicians,  who  indeed  have  been  trained  to 
prolong  life,  are  not  prepared  to  meet  needs  of  dying 
patients  and  their  families,  and  that  in  prolonging  life, 
they  often  deprive  the  patient  of  dignity  and  relative  com- 
fort. 

A Houston  internist  also  expressed  concern.  ‘‘I  recog- 
nize the  need  for  a place  where  dying  can  be  done  among 
caring  people,”  he  says,  “but  it  saddens  me  to  think  that 
it  needs  to  be  formalized.”  Most  physicians  are  not  yet 
fully  aware  of  the  hospice  movement  or  the  intensity  of 
its  advocates,  he  adds.  He  and  a colleague  are  troubled 
that  families  of  dying  patients  may  be  encouraged  by 
the  hospice  movement  to  abdicate  their  family  role. 

In  the  words  of  a Texas  radiologist  who  says  he  is 
assuming  a wait-and-watch-and-see  attitude  toward  the 
hospice  movement,  hospice  proponents  seem  to  be 
“singing  out  of  the  same  hymnal.”  He  adds,  “I’m  not  sure 
the  public  is  going  to  accept  this  that  well.” 

Hospice  advocates  commonly  charge  that  acute  care 
hospitals  fail  to  control  pain  in  teminally  ill  patients  and 
stress  that  pain  control  is  of  utmost  importance  in  hospice 
care.  Author  Sandol  Stoddard  describes  Hospice  Mix,  a 
solution  of  alcohol,  morphine,  and  a phenothiazine  (Thor- 
azine, Phenergan,  Compazine)  in  water  with  cherry  syrup. 
To  first  control  pain,  10-30  ml  of  Hospice  Mix  may  be 
administered  every  three  to  four  hours,  she  writes.  Pa- 


tients administer  the  medications  themselves,  on  a regu- 
lar schedule  to  assure  that  pain  does  not  recur.  In  an  as- 
needed  system,  pain  often  serves  as  the  signal  for  more 
medication,  but  the  patient’s  dread  of  returning  pain  can 
aggravate  pain  and  emotionally  traumatize  him. 

Emil  J.  Freireich,  MD,  professor  and  chairman  of  M.  D. 
Anderson  Hospital  and  Cancer  Institute’s  Department  of 
Developmental  Therapeutics,  takes  outspoken  aim  at 
several  hospice  arguments:  “The  hospice  movement’  is, 
in  my  opinion,  the  same  type  of  solution  for  the  problem 
of  dying  that  we  used  to  use  for  insanity  and  tuberculosis. 
It’s  an  effort  to  take  the  burden  off  people  who  are  healthy 
and  to  pretend  that  we  tend  to  the  problem  by  just  letting 
it  happen.” 

“There’s  nothing  wrong  with  hospice,”  he  says,  “unless 
it  takes  the  place  of  medicine.  It’s  not  a substitute  for 
treatment.”  Most  hospice  supporters  likely  would  agree 
with  that  statement — to  a point.  But  Dr  Freireich  adds 
that  he’s  seen  very,  very  few  hopeless  cases  during  his 
25  years  of  cancer  research  and  practice. 

“I  think  it’s  important  for  people  to  have  hope — I don’t 
care  how  small  it  is,”  he  says.  “We  investigate  brand 
new  drugs  here.  We  don’t  even  know  that  the  drug  itself 
couldn’t  kill  them,  but  there  are  a lot  of  people,  if  you 
tell  them  the  truth,  who  would  rather  take  that  shot  than  lie 
around  a drug  addict.”  Also,  he  points  out,  many  cancer 
victims  are  outpatients.  Some  patients’  families  would 
seek  publicly  funded  hospice  care  rather  than  assume  the 
extra  burden  themselves. 

What  about  the  hospice  proponents’  contention  that 
doctors  often  are  prolonging  the  dying  of  terminally  ill 
patients? 

“Sure  they  are,”  he  counters.  “That’s  what  they  do 
when  you’re  born.” 

“Treatment  isn’t  pleasant.  But  it’s  got  to  be  more  bene- 
ficial than  unpleasant,  or  you  wouldn’t  dare  take  it.  Why 
should  you?  It’s  like  guys  who  run.  They’re  jogging  every 
day,  not  because  they  love  exercise  . . . they  want  to  live.” 
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IF  YOU  GET  SUED  FOR  $1;000;000 

Will  your  insurance  company  deserve  a 
letter  like  this  . . . 


Mr.  Ed  Smith. 

Director  of  Claims,  API 
4100  McEwen  Rd.,  Suite  196 
Dallas,  TX  75234 

Dear  Ed: 

I am  writing  to  thank  you  for  the  excellent 
support  and  defense  you  supplied  me  with  my 
recent  malpractice  problem.  I feel  that  the 
company  stayed  on  top  of  the  problem  and  came 
up  with  the  best  defense  lawyers  that  could  be 
had  in  the  state  of  Texas.  They  were  responsive 
to  my  needs  and  provided  an  excellent  defense  as 
proved  by  the  fact  that  they  obtained  the 
unanimous  jury  decision  in  my  favor. 

Again,  thank  you. 

C.S.,  M.D. 

P.  S.  Ed,  any  time  I can  help  in  any  way,  please  do 
not  hesitate  to  call  me. 


Admittedly;  it’s  satisfying  to  be  appreciated.  But  then;  API  is  dedicated  to  protect- 
ing you  and  taking  the  profit  out  of  malpractice  suits  for  plaintiff  attorneys.  And 
we  deliver. 

Complete  and  mail  the  coupon  below  to  learn  how  you  may  join  your  colleagues 
in  the  security  of  API. 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

THE  TEXAS  DOCTORS’  COMPANY 

SUITE  196.  4100  McEWEN  ROAD  • DALLAS,  TEXAS  75234  *{214)  386-6400 
IN  HOUSTON.  PHONE  225-2569  • IN  SAN  ANTONIO,  PHONE  226-5439 


your  name 


specialty 


ADDRESS 


CITY 


ZIP 


POLICY  RENEWAL  DATE 


PHONE 


T'DC 


COMPARE  API  WITH  ANY  OTHER 
PROFESSIONAL  LIABILITY  INSURANCE 
PROGRAM.  API  SHOULD  BE  YOUR  MOST 
LOGICAL  CHOICE  TO  PROTECT  YOUR 
PRACTICE! 


POINTS  TO  CONSIDER 

API 

1.  Assets  must  be  maintained  in  approved 
securities  or  investments 

YES 

2.  Policy  form  and  rates  must  be 

approved  by  State  Insurance  Commission 

YES 

3.  Texas  requires  that  90-days  prior,  written 
notice  of  cancellation  or  premium  increase 
be  given  physician  policyholders 

YES 

4.  Policy  is  fully  reinsured  in  excess  of 
$25,000  each  occurrence 

YES 

5.  Policyholder  and  claimant  protection  in 
event  of  financial  failure 

YES 

6.  Established,  physician  peer  review 
committees  for  applicants  and  claims 

YES 

7.  Policyholder  contribution  to  surplus 
(required) 

$1,000  each 

Only  once. 
Returnable 

8.  Interest  paid  on  certificate  of 
contribution  to  surplus 

ANNUAL  6% 

9 Underwriting  and  investment  income 

accrues  to  benefit  of  physician  policyholders 

YES 

10.  Required  by  law  to  pay  all  defense  costs  and, 
within  60  days  of  a judgement,  deliver  a 
draft  not  to  exceed  policy  limits. 

YES 

11.  LEGAL  DEFENSE 

In  court  cases, 

100%  success  rate 
for  API  Doctors 

PLACE 

STAMP 

HERE 
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WHAT’S  NEW 


Psychiatry  and  lithium  carbonate:  an  update 

Louis  A.  Faillace,  MD  Richard  C.  W.  Hall,  MD 

Since  its  introduction  in  1949,  lithium  carbonate  has  prov- 
en to  be  a remarkably  effective  antimanic  agent.  Lithium  is 
the  treatment  of  choice  for  bipolar  affective  disorders  of 
the  manic  or  mixed  type.  These  patients  typically  present 
with  hyperactivity,  pressured  speech,  flight  of  ideas,  gran- 
diosity, elation,  impaired  judgment,  aggressiveness,  and 
— when  confronted  or  frustrated — hostility.  As  their  manic 
episodes  progress,  they  often  go  for  days  without  sleep 
and  may  become  frankly  paranoid,  hallucinative,  or  delu- 
sional. Persons  with  fully  developed  disorders  often  ap- 
pear organically  impaired.  Lithium  carbonate  reverses  the 
symptoms  of  mania  within  one  to  three  weeks  and  has 
been  shown  to  (1)  reduce  the  frequency  and  severity  of, 
or  totally  prevent,  future  episodes;  (2)  reduce  emotional 
lability  and  emotional  and  motor  hyperactivity;  (3)  in- 
crease the  time  between  manic  attacks;  and  (4)  shorten 
the  duration  of  the  manic  episode.  Properly  administered, 
the  drug  is  effective  in  more  than  90%  of  typical  mania 
cases,  and  in  approximately  60%  of  atypical  manic  epi- 
sodes. 

Other  indications  for  lithium  under  current  investigation 
include  schizo-affective  schizophrenia;  manic  depressive 
disease  (depressed  type);  treatment-resistant  temporal 
lobe  epilepsy;  cyclothymic  personality  disorder;  hyper- 
activity in  children  with  lithium-responsive  parents;  Hunt- 
ington’s chorea;  Parkinson’s  disease  when  the  patient 
develops  hyperkinetic  movements  after  treatment  with  l- 
dopa;  tardive  dyskinesia;  severe  obsessive  compulsive 
personality  disorder;  and  periodic  recurrent  psychosis. 
The  efficacy  of  lithium  in  the  treatment  of  these  conditions 
requires  further  study. 

New  Warnings 

Treatment  techniques,  side  effects,  and  complications  of 
lithium  are  well  defined  elsewhere.’  Some  new  findings  of 
potentially  serious  side  effects,  however,  merit  discus- 
sion. 

In  1977,  reports  suggested  that  lithium  might  produce 
structural  renal  damage.^  Focal  nephron  atrophy  and/or 
interstitial  fibrosis  were  reported  in  patients  having  renal 
biopsies  who  were  on  long-term  lithium  treatment.  These 
patients  had  previously  experienced  adverse  reactions 
such  as  frank  intoxication,  significant  polyuria  and  poly- 


dypsia,  or  a “nephrogenic  diabetes  insipidus”  like  syn- 
drome. All  had  abnormal  results  of  renal  function  tests, 
particularly  reduced  creatinine  clearance  and  renal  con- 
centrating ability,  prior  to  biopsy. 

Gosenfeld,  in  1978,^  documented  similar  changes  in 
patients  taking  lithium  for  only  four  or  five  months,  in 
whom  clinical  and  laboratory  tests  of  renal  function  were 
normal.  Burrows  and  associates^  later  described  a unique 
lesion  which  occurred  predominately  in  the  distal  convo- 
luted tubules  and  collecting  ducts. 

Bucht  and  Wahlin=  demonstrated  that  renal  concentrat- 
ing capacity  decreased  as  a direct  function  of  the  total 
lithium  dose  administered.  These  changes  were  more 
severe  and  rapid  when  patients  were  taking  other  psy- 
chotropic medications  simultaneously.  Vestergaard  and 
associates®  attempted  to  define  the  clinical  significance  of 
these  studies.  They  concluded,  after  observing  more  than 
150  lithium-treated  patients,  that  the  risk  of  renal  insuffi- 
ciency was  remote  if  the  patients’  serum  levels  as  well  as 
fluid  and  electrolyte  balance  were  monitored  carefully. 

Clinical  Implications 

The  studies  cited  raise  serious  questions  concerning 
lithium’s  ability  to  produce  long-term,  severe,  nonreversi- 
ble  renal  damage.  The  clinician  should  be  cautious  in 
prescribing  lithium  for  conditions  other  than  carefully 
documented  manic  depressive  disease,  manic  or  cyclical 
type.  When  lithium  is  prescribed,  the  patient  should  be  in- 
formed that: 

1 . Lithium  carbonate  is  a salt  that  is  rapidly  excreted 
from  the  body.  It  must  be  measured  by  laboratory  tests  if 
proper  doses  are  to  be  administered. 

2.  It  must  be  taken  at  fixed  times  daily  if  serum  deter- 
minations are  to  be  accurate. 

3.  Before  serum  sampling,  the  physician  must  know  if 
the  patient  has  missed  or  altered  his  time  of  taking  the 
medication. 

4.  The  patient  should  never  catch  up  on  missed  doses 
of  medication  or  increase  his  dose  without  the  physician’s 
knowledge  because  serious  toxicity  may  occur. 

5.  A diet  including  adequate  salt  intake  and  at  least 
2,500  to  3,000  cc  of  fluid  per  day  is  essential. 

6.  Salt  supplements  are  required,  particularly  in  Texas 
during  the  summer,  if  the  patient  plans  to  work  outdoors  or 
exercise  strenuously. 

7.  If  the  patient  develops  fever,  sweats,  vomiting,  or 
diarrhea,  all  of  which  result  in  sodium  loss  and  lithium 
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retention,  he  should  discontinue  lithium  temporarily  or 
reduce  its  dose  until  he  sees  his  physician. 

The  physician  should  remember  that  the  initial  signs  of 
lithium  intoxication  include  nausea,  vomiting,  diarrhea, 
drowsiness,  muscular  weakness,  tremor,  and  loss  of 
coordination  and  usually  occur  at  serum  levels  below  2 
mEq/liter.  At  higher  levels,  giddiness,  blurred  vision,  tin- 
nitus, polydipsia,  polyuria,  pruritus,  vertigo,  confusion, 
transient  scotomata,  blackouts,  increased  deep  tendon 
reflexes,  myoclonic  or  choreoathetoid  movements,  incon- 
tinence, coma,  seizures,  arrhythmias,  hypotension,  or 
peripheral  vascular  collapse  may  occur. 

In  prescribing  lithium,  the  physician  will  find  three  other 
caveats  of  value:  (1)  The  patient’s  family  must  know  and 
be  able  to  recognize  the  signs  of  lithium  intoxication.  (2) 
No  confused  or  unreliable  patient  should  be  permitted  to 
regulate  his  or  her  own  medication.  In  such  cases,  a 
family  member  or  responsible  friend  should  dispense  the 
lithium.  (3)  The  patient  should  be  instructed  to  inform  any 
physician  he  sees  that  he  is  taking  lithium,  and  to  advise 
his  primary  physician  immediately  of  any  medication 
prescribed  by  another  physician.  These  measures  will 
help  to  insure  proper  blood  levels  and  to  reduce  the  risk  of 
lithium  toxicity. 
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Chemotherapy  for  advanced  soft-tissue 
sarcomas:  results  of  phase  I and  II 
cooperative  studies 

Donald  L.  Mitts,  MD  Herman  Gerhardt,  MD  Donna  Armstrong,  RN  J,  B.  Aust,  MD,  PhD  A.  B.  Cruz,  Jr,  MD 


Six  chemotherapeutic  regimens  were  evaluated  retro- 
spectively in  the  treatment  of  122  advanced  soft-tissue 
sarcomas.  The  treatment  group  included  a few  reticulum 
cell  and  lymphosarcomas.  The  respective  treatment 
modalities  utilized  Adriamycin,  cycloleucine,  1-(2-chloro- 
ethyl)-3  cyclohexyl-1 -nitrosurea  (CCNU),  and  5-azacyti- 
dine  used  individually,  and  two  multidrug  combinations, 
one  of  four  drugs  (COMF)  and  one  of  five  drugs 
(COMFP). 

Of  the  43  patients  undergoing  Adriamycin  therapy, 
41.8%  experienced  tumor  regression,  and  five  persons 
in  that  group  showed  complete  remission  for  an  average 
29  weeks.  In  the  five-drug  protocol,  27  patients,  or  37.3%, 
showed  tumor  regression  but  no  complete  remissions. 
The  four-drug  protocol  produced  a 33%  (six  patients) 
response  rate  in  tumor  regression  with  one  complete 
remission  lasting  for  20  weeks. 

Only  19.2%  of  patients  treated  with  CCNU  partially 
responded.  The  cycloleucine  and  5-azacytidine  protocols 
produced  no  tumor  regression;  in  fact,  progression  was 
observed  in  most  cases. 

Reactions  to  various  drug  toxicities  occurred  as  expect- 
ed, except  for  an  inordinately  large  number  of  severe 
gastrointestinal  difficulties  with  5-azacytidine  and  cyclo- 
leucine. 

Adriamycin,  used  as  part  of  a multidrug  approach, 
presents  exciting  possibilities  for  treatment  of  advanced 
soft-tissue  sarcomas. 


Somatic  soft-tissue  sarcomas  represent  only  about  1 % of 
malignant  neoplasms  in  men  and  0.6%  in  women,  and 
because  of  their  relatively  rare  occurrence,  such  malig- 
nancies often  are  observed  too  long  and  treated  inade- 
quately. In  spite  of  their  low  incidence,  however,  they 
present  formidable  challenges  to  the  surgeon,  patholo- 
gist, radiologist,  and  oncologist.  Rhabdomyosarcoma, 
liposarcoma,  and  fibrosarcoma  constitute  a significant 
majority  of  all  soft-tissue  sarcomas. 

Localized  sarcomas  are  treated  by  wide  local  excision 
or  radical  amputation  whenever  feasible,  as  dictated  by 
both  the  anatomical  site  and  histological  degree  of  dif- 
ferentiation of  the  tumor. Recurrence  rates  are  high, 
ranging  from  33%  to  77%  in  most  series.  Five-year 
survival  after  excision  is  approximately  60%  and  drama- 
tically falls  to  30%  if  reexcision  of  recurrent  sarcoma  is 
required.  Radiotherapy  has  been  used  alone  or  in  combi- 


nation with  surgical  modalities,  primarily  to  control  recur- 
rent disease,  but  results  have  been  poor.'  ''' 

Chemotherapy  generally  has  been  reserved  for  treat- 
ment of  advanced  soft-tissue  sarcomas  with  most  interest 
in  the  use  of  regional  perfusion  as  an  adjunct  to  surgical 
extirpation  or  palliation.  Multiple  systemic  chemotherapy 
regimens  are  being  evaluated  as  adjuncts  to  surgical 
treatment. 

This  study  represents  a retrospective  analysis  of  the 
results  of  six  protocols  used  in  the  systemic  treatment 
of  advanced  soft-tissue  sarcomas.  All  patients  were  treat- 
ed by  participating  members  of  the  Central  Clinical  Drug 
Evaluation  Program  (CCDEP)  from  1965  to  1970,  and  the 
Central  Oncology  Group  (COG)  from  1970  to  1973.  There 
were  122  patients  with  advanced  soft-tissue  sarcomas 
treated  and  evaluated  in  accordance  with  the  different 
Phase  II  and  III  protocols. 

Methods  and  Materials 

Patients  with  advanced  malignancies  consisting  mainly  of 
mesodermal  soft-tissue  sarcomas,  a few  reticulum  cell 
sarcomas,  and  lymphosarcomas  were  entered  in  these 
studies  by  COG  and  CCDEP  members.  Each  case  in- 
volved histological  diagnosis  of  cancer  and  tumors  mea- 
surable by  physical  examination  or  roentgenograms,  or 
both. 

The  patients  wree  grouped  according  to  the  following 
treatment  protocols: 

1 . Adriamycin  (43  patients)  0.4  mg/ kg  body  weight/ 
day,  intravenously,  days  1, 2,  3,  8,  9,  10,  then 
weekly. 

2.  1-(2-Chloroethyl)-3  cyclohexyl-1 -nitrosurea  (CCNU) 
(26  patients);  130  mg/m^  every  six  weeks. 

3.  Cycloleucine  (9  patients)  300  mg/kg  body  weight/ 
day  for  eight  days,  one-hour  intravenous  infusion. 

4.  5-Azacytidine  (11  patients)  1.6  mg/kg  body  weight 
intravenously,  days  1-10  (maximum  single  dose 
100  mg)  with  rest  period  for  two  weeks  followed  by 
2.4  mg/kg  body  weight  intravenously,  twice  weekly 
(maximum  single  dose  150  mg). 

5.  Four-drug  protocol  (6  patients): 

a.  5-FU  10  mg/kg  body  weight  (500  mg  maximum) 
intravenously  each  week 

b.  Methotrexate  0.5  mg/kg  body  weight  (25  mg 
maximum)  intravenously  each  week 

c.  Vincristine  0.2  mg/kg  body  weight  (25  mg 
maximum)  intravenously  each  week 
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d.  Cyclophosphamide  (Cytoxan)  2 mg/kg  body 
weight  (100  mg  maximum)  intravenously  each 
week 

6.  Five-drug  protocol  (27  patients): 

a.  Vincristine  0.2  mg/kg  body  weight  (1 .0  mg  max- 
imum) intravenously  each  week 

b.  Methotrexate  0.5  mg/kg  body  weight  (25  mg 
maximum)  intravenously  each  week 

c.  5 FU  10  mg/kg  body  weight  (500  mg  maximum) 
intravenously  each  week 

d.  Cyclophosphamide  (Cytoxan)  2 mg/kg  body 
weight  (100  mg  maximum)  intravenously  each 
week 

e.  Prednisone: 

45  mg  by  mouth  each  day  for  two  weeks 
30  mg  by  mouth  each  day  for  two  weeks 
1 5 mg  by  mouth  each  day  thereafter 

Complete  remission  was  defined  as  disappearance  of 
tumor  evidence  for  a minimum  of  four  weeks.  Partial 
response  was  defined  as  50%  or  greater  decrease  in 
the  product  of  the  perpendicular  diameters  of  measurable 
lesions.  Less  than  50%  decrease  in  tumor  size  was  con- 
sidered no  significant  change,  and  any  size  increase 
greater  than  50%  was  categorized  as  progression. 

Results 

Of  the  six  drug  protocols  used  in  treating  advanced  soft- 
tissue  sarcomas,  no  combination  produced  more  than  a 
41.8%  significant  response  rate.  This  figure  shows  the 
overall  difficulty  in  treating  this  group  of  advanced  malig- 
nancies. 

Fig  1 represents  the  breakdown  of  the  six  treatment 
categories  according  to  response  with  the  average  dura- 
tion of  remission.  The  Adriamycin  group  had  the  most 
significant  response  rate  with  41.8%  of  patients  respond- 


ing and  five  patients  having  complete  response  for  an 
average  of  six  months.  The  five-drug  protocol  had  the 
second  highest  response  rate  with  37.3%  of  patients 
showing  tumor  regression.  However,  there  were  no  com- 
plete remissions  with  this  treatment  regimen.  The  four- 
drug  regimen  had  a 33%  response  rate  with  one  com- 
plete remission  lasting  for  20  weeks,  and  CCNU  produced 
a 19.2%  partial  response  rate  in  26  patients.  However, 
the  CCNU-treated  patients  had  one  liposarcoma  and  one 
Kaposi’s  sarcoma,  the  rest  being  lymphosarcoma  and 
reticulum  cell  sarcoma.  Lastly,  there  were  no  tumor 
regressions  recorded  in  the  groups  of  patients  treated 
with  cycloleucine  or  5-azacytidine,  and  in  most  cases 
tumor  progression  was  observed. 

There  was  wide  distribution  of  soft-tissue  sarcomas 
treated  and  the  few  lymphosarcomas  and  reticulum  cell 
sarcomas  included  in  the  study.  The  largest  groups  of 
individual  tumors  were  leiomyosarcomas,  fibrosarcomas, 
lymphosarcomas,  and  synovial  cell  sarcomas. 

If  the  treatment  results  with  cycloleucine  or  5-azacy- 
tidine  in  which  there  was  no  significant  response  or  de- 
crease in  tumor  size  observed  are  disregarded,  the  re- 
sponse rate  of  the  remaining  tumors  studied  becomes 
somewhat  more  favorable.  The  leiomyosarcoma  group 
showed  a 44%  response  (complete  response  1 /9,  partial 
response  3/9,  no  change  1 /9)  to  Adriamycin  alone. 
Lymphosarcoma  had  a significant  response  rate  to  each 
of  the  protocols:  Adriamycin  (partial  response  1/3),  5- 
drug  (partial  remission  3/3),  and  4-drug  (no  change  1/1); 
CCNU  showed  partial  responses  in  reticulum-cell  sar- 
coma (1  /3),  lymphosarcoma  (2/3),  and  one  partial  re- 
sponse in  liposarcoma,  but  no  recorded  complete  remis- 
sions. Reticulum  cell  sarcoma  proved  to  be  responsive  to 
Adriamycin  with  three  out  of  four  patients  responding  to 
treatment,  including  two  complete  responses  lasting  32 
and  38  weeks.  The  only  patient  with  reticulum  cell  sar- 
coma treated  with  the  four-drug  protocol  had  a 20-week 
complete  response.  In  the  rhabdomyosarcoma  group 
66%  (2/3)  underwent  a partial  response  to  Adriamycin; 
however,  the  patients  in  the  four-  or  five-drug  combina- 
tion regimens  showed  tumor  progression. 

The  synovial  cell  sarcomas  had  28.6%  (2/7)  response 
rate  to  Adriamycin,  including  one  complete  remission  last- 
ing 30  weeks.  Fibrosarcoma,  as  a group,  proved  particu- 
larly difficult  to  treat,  with  only  15.4%  of  the  patients 


7.  Response  to  each  drug  protocol - 
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11 
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showing  a partial  resonse  to  any  protocol  utilized. 

In  most  of  the  results  presented,  the  numbers  of 
patients  treated  were  rather  small,  which  makes  it  diffi- 
cult to  arrive  at  a statistically  valid  conclusion.  However, 
this  probably  does  indicate  promising  trends  of  treatment, 
particularly  if  active  drugs  are  combined  to  increase 
response  rates  without  significantly  increasing  the  toxic 
side  effects. 

Fig  2 refers  to  the  toxicity  observed  in  this  series 
which  is  consistent  with  that  reported  by  others. ^ When 
significant  stomatitis  developed  in  patients  treated  in  the 
Adriamycin  and  four-drug  protocols,  chemotherapy  was 
interrupted  briefly  to  ameliorate  side  effects  and  minimize 
bone  marrow  depression. 

Adriamycin,  as  expected,  had  significant  numbers  of 
patients  exhibiting  some  degree  of  alopecia  although  this 
did  not  hinder  therapy.  It  is  of  particular  interest  that 
none  of  the  patients  treated  with  the  five-drug  protocol 
developed  marked  gastrointestinal  complaints,  only  a 
very  few  had  significant  stomatitis.  Patients  in  the  5- 
azacytidine  and  cycloleucine  groups  showed  an  exceed- 
ingly high  percentage  of  gastrointestinal  tract  side  effects 
which  necessitated  discontinuation  of  therapy.  Seventy- 
seven  percent  of  5-azacytidine-  and  91%  of  cycloleucine- 
treated  patients  developed  nausea  and  vomiting  (Fig  3), 
protracted  severe  anorexia,  or  profuse  diarrhea  which 
terminated  or  delayed  chemotherapy.  Thrombocytopenia 
(defined  as  a platelet  count  less  than  100,000/cu  mm) 
and  leukopenia  (a  neutrophil  count  of  less  than  3,000/cu 
mm)  were  observed,  to  some  degree,  during  all  treatment 
regimens.  The  Adriamycin  and  four-drug  protocols  re- 
sulted in  significant  leukothrombocytopenia  in  59%  and 
67%  of  the  patients,  respectively.  Only  26%  of  the  five- 
drug-protocol  patients  developed  significant  bone  marrow 
depression  necessitating  delaying  or  terminating  treat- 


ment. There  were  two  cases  of  Adriamycin-related  cardio- 
myopathy, detected  by  enzyme  or  electrocardiogram 
changes,  but  no  deaths  were  attributed  to  this  complica- 
tion. Sixty-seven  percent  of  the  patients  receiving  four- 
drug  treatment,  and  48%  of  those  undergoing  five-drug 
chemotherapy  and  those  in  the  cycloleucine  protocols 
had  significant  neurological  complaints  such  as  paresthe- 
sia, numbness,  muscular  weakness,  or  irritability,  which 
required  delay  or  termination  of  treatment. 

Discussion 

Six  systemic  chemotherapy  protocols  were  evaluated  in 
the  treatment  of  advanced  soft-tissue  sarcomas.  Each  of 
the  specific  protocols  evaluated  has  been  proved  to  be 
efficient  in  the  treatment  of  various  other  neoplasms. 

The  four-  and  five-drug  protocols  consisted  of  various 
chemotherapeutic  agents  with  diverse  antineoplastic 
mechanisms.  Each  contains  an  alkylating  agent  (cyclo- 
phosphamide), an  antimetabolite  (antifolate  in  the  form  of 
methotrexate),  an  antipyrimidine  agent  (5-FU)  and  a 
vinca  alkaloid  (vincristine).  Thus,  the  multidrug  combi- 
nation has  a multifaceted  effect  on  different  phases  in 
the  cycle  of  a replicating  tumor  cell.  The  five-drug  proto- 
col has  all  these  agents  with  the  addition  of  prednisone. 

Adriamycin  is  an  antibiotic  from  a mutant  Streptomyces 


2.  Side  effects  seen  with  chemotherapies. 
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peucetius.  Adriamycin  is  believed  to  be  a DNA  inhibitor 
whose  mode  of  action  involves  positioning  between  base 
pairs  of  steric  inhibitors  of  RNA  activity. 

CCNU  is  an  orally  administered  nitrosourea  closely 
related  to  BCNU.  It  is  thought  to  be  an  alkylating  type 
agent  interfering  with  DNA  synthesis. 

5-Azacytidine  is  a pyrimidine  analogue  of  cytosine  and 
has  been  shown  to  be  a potent  inhibitor  of  protein  syn- 
thesis, probably  via  incorporation  of  the  molecule  into 
messenger  RNA. 

Soft-tissue  sarcomas  present  as  a group  of  hetero- 
genous tumors  for  which  chemotherapeutic  agents  have 
been  used  for  regional  perfusion  alone.  ^ ^ ’ ® Most  of  these 
reports  have  a small  number  of  patients  treated  with  vari- 
ous agents  such  as  L-phenylalanine  mustard,  actino- 
mycin  D,  or  nitrogen  mustard  with  good  objective  evi- 
dence of  early  tumor  regression,  but  poor  long-term 
results  unless  some  form  of  complementary  therapy  is 
instituted. 

Most  previously  published  literature  discussing  sys- 
temic chemotherapy  for  advanced  soft-tissue  sarcomas 
is  concerned  with  responses  of  a specific  histological  type 
of  neoplasm.  Multiple  agents  have  been  used  in  the  treat- 
ment of  metastatic  sarcoma.  Adriamycin  generally  ap- 
pears to  be  the  single  most  effective  agent  now  available 

3.  Gastrointestinal  tract  side  effects. 


for  use  in  a surgical  adjuvant  study  of  osteogenic  sar- 
coma. ^ ' 

Recently,  use  of  drug  combinations,  such  as  CON- 
PADRI-1 , in  treatment  of  osteogenic  sarcoma,  have  pro- 
duced dramatic  results.  Sutow  and  Sullivan  have  reported 
that  10  of  18  patients  treated  with  CONPADRI-1  were 
disease-free  for  more  than  two  years. 

Based  on  the  results  of  these  studies  on  advanced  soft- 
tissue  sarcomas,  it  may  be  inferred  that  Adriamycin 
appears  to  be  the  most  effective  single  antineoplasm 
agent  used  at  present.  Investigators  are  evaluating  treat- 
ment of  soft-tissue  sarcomas  with  Adriamycin,  in  combi- 
nation with  other  chemotherapeutic  agents,  in  four-  or 
five-drug  regimens. 

Kessinger  and  associates^  reported  a 37%  response 
rate  in  27  patients  with  advanced  soft-tissue  sarcomas 
treated  with  DTIC  and  Adriamycin.  Gottlieb  and  associ- 
ates^ reported  a 41%  rate  using  Adriamycin  and  DTIC. 
Remission  in  that  study  lasted  from  one  to  ten  months. 

This  study  shows  a 41 .8%  response  to  Adriamycin 
alone  and  records  complete  remissions  lasting  from  2V2  to 
9%  months.  The  value  of  DTIC  as  a combination  agent 
in  the  treatment  of  soft-tissue  sarcomas  must  be  care- 
fully reevaluated. 

Finally,  the  dramatic  recent  advancements  in  the  treat- 
ment of  rhabdomyosarcoma  in  children  have  been  report- 
ed by  numerous  investigators.  Jaffe  and  associates®  used 
a multidisciplinary  approach  including  the  combination  of 
vincristine  sulfate,  actinomycin  D,  and  cyclophosphamide 
in  patients  with  stage  I and  II  tumors,  yielding  a drastically 
improved  survival  rate  of  75%  and  20%  respectively 
at  three  years.  This  approach  produced  a 33%  survival 
rate  in  stage  I and  II  combined,  and  overall  survival  rate 
of  30%. 
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This  series  shows  a substantial  response  rate  in  ad- 
vanced soft-tissue  sarcomas  treated  with  Adriamycin  and 
four-  and  five-drug  combinations.  The  results  attained 
with  Adriamycin  alone  compared  favorably  with  previously 
reported  studies  using  Adriamycin  combined  with  other 
agents.^  Although  all  of  these  protocols,  except  two, 
appear  promising  in  treatment  of  soft-tissue  sarcomas, 
our  individual  series  is  too  small  to  produce  any  statis- 
tically significant  conclusions. 

Summary 

1 . Advanced  soft-tissue  sarcomas  remain  a difficult 
disease  process  to  palliate  by  any  single  or  combined 
modality  treatment. 

2.  In  this  series  of  122  patients,  a significant  response 
was  attained  in  41 .8%  of  patients  (43)  treated  with 
Adriamycin.  In  this  group  there  were  five  complete  re- 
sponses lasting  an  average  of  more  than  six  months. 

3.  Significant  responses  were  attained  in  37.3%  of  pa- 
tients (27)  treated  with  the  five-drug  protocol  and  33%  of 
patients  (6)  treated  with  the  four-drug  protocol. 

4.  In  the  treatment  of  advanced  soft-tissue  sarcomas, 
results  with  Adriamycin  alone  compared  favorably  to 
those  attained  with  the  combination  of  Adriamycin  and 
DTIC  as  reported  by  other  investigators.’ 

5.  There  were  no  favorable  clinical  responses  and  a 
significant  number  of  serious  toxicities  reported  in  large 
numbers  of  patients  treated  with  either  5-azacytidine  or 
cycloleucine. 

6.  Finally,  the  multidrug  approach  utilizing  Adriamycin 
and  other  proven  agents  in  the  treatment  of  advanced 
soft-tissue  sarcomas  appears  extremely  appealing,  es- 
pecially when  considered  as  part  of  multimodal  therapy. 
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T'  3 role  of  platelets  in  hemostasis: 
^yalitatlve  defects  of  platelets  and  their 
laboratory  evaluation 

Milka  M.  Montiel,  MD 


Platelets  initiate  primary  hemostasis  by  forming  a plug  at 
the  site  of  vascular  injury  through  adhesion,  primary  and 
secondary  aggregation,  and  secretion,''^  and  participate 
in  secondary  (definitive)  hemostasis  by  promoting  plasma 
coagulation  activity.^'* 


Platelet  Morphology  and  Physiology 

These  functions  of  platelets  are  carried  out  by  means  of 
their  finely  organized  structure^  (Fig  1).  The  platelet  sur- 
face membrane  is  coated  with  acid  mucopolysaccharides 
and  glycoproteins  capable  of  absorbing  plasma  proteins 

1.  Electron  micrograph  of  cross-section  of  normal  platelet  (x  36.400) 
Circumferential  tubular  system  beneath  the  surface  membrane  serves 
as  a skeleton  sustaining  the  platelet  shape  (+).  The  cisternae  of  the 
open  canalicular  system  (OCS)  traverse  the  platelet  body  and  commun- 
icate with  the  piatelet  environment  so  that  substances  are  transported 
to  the  granules  and  granular  content  is  excreted  during  secretion. 
There  are  a-granules  (a)  containing  metabolic  adenosine  nucleotides 
and  dense  bodies  (d)  containing  stored  pools  of  adenosine  nucleo- 
tides. Mitochondria  (Mt)  are  the  enzyme  laboratories  of  the  platelet. 


and  other  substances.  The  surface  membrane  invagi- 
nates  and  branches  into  a skeleton  forming  a network 
of  cisternae  and  tubules  known  as  the  open  canalicular 
system.  Catecholamines  and  serotonin  are  transported 
through  the  open  canalicular  system  against  a concentra- 
tion gradient  and  are  stored  in  the  platelet  granules  to- 
gether with  other  substances  produced  in  the  platelet. 
The  normal  discoid  shape  of  the  platelet  is  sustained  by  a 
circular  band  of  microtubules  running  just  beneath  the 
surface  membrane  in  the  equatorial  plane.  Connected 
with  the  microtubules  is  a third  system,  the  dense  tubular 
system,  which  represents  the  smooth  endoplasmic  reticu- 
lum of  the  platelet.  In  the  sol-gel  zone  of  the  platelet  body, 
there  are  microfilaments  composed  of  a contractile  pro- 
tein, thrombosthenin,  which  is  responsible  for  the  internal 
reorganization  of  the  platelet  organelles  during  adhesion 
and  aggregation. 

The  platelet  is  a granular  fragment  of  the  cytoplasm 
of  the  megakaryocyte.  It  has  mitochondria  and  two  types 
of  granules.  One  type  is  the  specific  a-granule,  contain- 
ing hydrolytic  enzymes,  a metabolic  pool  of  adenine  nu- 
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cleotides  [adenosine  monophosphate  (AMP),  adenosine 
diphosphate  (ADP),  adenosine  triphosphate  (ATP)|, 
platelet  fibrinogen,  and  other  substances.  The  second 
type  of  granule,  referred  to  as  dense  body,  is  rich  in  stored 
ADP,  ATP,  serotonin,  catecholamines,  and  calcium  ca- 
tions. The  dense  bodies  are  the  first  to  degranulate  dur- 
ing secretion.  The  morphologic  expression  of  the  secre- 
tion (release)  is  seen  as  a centripetal  wave  of  contrac- 
tion which  changes  the  discoid  shape  of  the  platelet  to 
spherical;  additional  irregular  projections  appear,  and  the 
platelet  enters  into  the  viscous  metamorphosis  phase. 
The  centrally  displaced  ^-granules  fuse  with  the  mem- 
branes of  the  open  canalicular  system  in  a powerful, 
irreversible  secretory  action  (Fig  2). 

The  source  of  energy  for  contraction  and  secretion  is 
derived  from  anaerobic  glycolysis  with  lactate  formation 
or  oxidative  phosphorylation  identical  to  that  of  muscle 

2 Viscous  metamorphosis  of  platelet  induced  by  ADP^  The  platelet 
granules  (a)  are  displaced  centrally  due  to  centripetal  wave  of  con- 
traction. There  is  fusion  with  the  cisternae  of  the  open  canalicular 
system  fij  and  degranulation  due  to  secretion  (x  34,000). 


cells.  There  is  a close  correlation  between  platelet  func- 
tion and  its  level  of  cyclic  adenosine  monophosphate  (c- 
AMP).  A decrease  in  the  c-AMP  is  associated  with  plate- 
let aggregation  due  to  inhibition  of  the  enzyme  adenylate 
cyclase.  Since  prostaglandin-E  is  a potent  stimulator  of 
adenylate  cyclase,  it  increases  the  level  of  c-AMP  and 
inhibits  platelet  aggregation.  Prostaglandins  play  an  addi- 
tional role  in  platelet  function.  When  stimulated  by  an 
aggregating  agent,  the  platelet  also  is  capable  of  intense 
synthesis  of  prostaglandins  from  arachidonic  acid.  These 
newly  synthesized  prostaglandins,  E2  and  F2  alpha,  and 
thromboxanes,  are  potent  aggregating  agents  which 
greatly  potentiate  the  release  reaction  of  platelets  and 
thus  enhance  the  aggregating  process  manyfold.®’^ 

Role  of  the  Platelet  in  Primary  Hemostasis 
In  primary  hemostasis,  the  contact  of  platelets  to  exposed 
collagen  provides  the  initial  stimulus  for  activation.®  Such 
exposure  alters  the  negatively  charged  platelet  mem- 
brane surface  and  facilitates  platelet  aggregation.  Plate- 
let aggregation  also  may  be  triggered  by  the  presence  of 
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ADP,  a minimal  amount  of  thrombin,  antigen  antibody 
complexes,  and  other  substances  at  the  site  of  injury. 

The  platelet  aggregates  thus  formed  are  reversible  and 
can  be  dispersed  easily  by  the  bloodstream. 

If  the  stimulus  which  initiates  primary  activation  of  the 
platelets  is  sufficiently  potent,  the  primary  aggregation 
phase  progresses  into  secretion  of  ADP,  serotonin,  and 
epinephrine  from  the  platelet  granules,  and  the  platelet 
aggregation  becomes  irreversible.® 

Platelet  function  in  primary  hemostasis  can  be  evaluat- 
ed in  the  laboratory  by:  (1)  bleeding  time  test,  (2)  aggre- 
gometry,  and  (3)  platelet  adhesion  to  glass  and  collagen. 

3.  Normal  platelet  aggregation  curves  recorded  during  aggregometry . 
The  aggregation  with  0.25  ijlM  ADP  is  usually  diphasic.  Pick  A of  the 
curve  reflects  the  aggregation  by  addition  of  exogenous  ADP.  Pick  B 
corresponds  to  the  aggregation  caused  by  endogenous  release  of  ADP 
and  serotonin.  The  optical  density  (OD)  is  proportional  to  the  number 
of  platelets  undergoing  aggregation,  while  the  reaction  time  expresses 
the  avidity  of  the  aggregation  process.  The  aggregation  with  0. 1 mg  I 
ml  collagen  classically  shows  an  initial  lag  phase  of  120  seconds, 
the  period  of  adhesion  of  the  platelet  to  particulated  collagen  Then  the 
adhesion  is  followed  by  rapid  aggregation  and  secretion  which  is 
recorded  as  a single  curve. 


The  bleeding  time  is  an  important  screening  test  to  dis- 
tinguish disorders  of  primary  hemostasis  from  the  dis- 
orders of  secondary  hemostasis  which  are  coagulation 
defects.  Prolongation  of  bleeding  time  occurs  not  only  as 
a result  of  defective  platelet  function  but  also  as  a result 
of  some  defect  of  the  capillaries  or  supportive  connective 
tissue.  Prolonged  bleeding  time  should  be  considered  a 
contraindication  for  elective  surgical  procedures.  Before 
surgery  is  undertaken,  a more  precise  diagnosis  of  the 
bleeding  defect  should  be  made  because  the  various 
abnormalities  require  different  treatments. 

The  Ivy  bleeding  time  is  a sensitive  and  reproducible 
test.  The  capillary  pressure  is  maintained  at  a consistent 
level  by  applying  a blood  pressure  cuff  around  the  arm 
and  inflating  it  to  40  mm  Hg.  A standard  incision  is  made 
on  the  inner  part  of  the  forearm,  and  the  time  required 
for  bleeding  to  cease  is  measured.  Various  modifications, 
such  as  template  bleeding  time,  have  been  described  in 
attempts  to  standardize  the  depth  and  size  of  the  incision. 

Platelet  aggregation  can  be  studied  in  vitro  by  the 
simple  and  reproducible  spectrophotometric  method  of 
aggregometry.  Platelet  rich  plasma  is  a turbid  solution 


Normal  Biphasic  Aggregation  Normal  Collagen  Aggregation  Curve 
Curve  With  ADP 
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which  at  a given  wavelength  transmits  varying  amounts  of 
light  measurable  by  a spectrophotometer.  Modified  spec- 
trophotometers with  continuous  magnet  bar  stirring  of  the 
platelet  rich  plasma  at  37°  C are  available  on  the  market 
as  aggregometers.  The  addition  of  an  aggregating  agent, 
such  as  ADP,  to  the  platelet  rich  plasma  is  necessary 
to  induce  aggregation  of  the  platelets.  The  light  trans- 
mitted increases  in  proportion  to  the  number  of  platelets 
involved  in  the  aggregation  and  varies  over  the  time  re- 
quired to  develop  the  aggregates.  The  change  in  optical 
density  can  be  recorded  as  a curve. 

The  platelet  aggregation  curve  (Fig  3)  characteristically 
is  biphasic  when  low  concentrations  of  ADP  or  epi- 
nephrine are  used.  The  first  wave  represents  the  aggre- 
gation induced  by  exogenous  ADP  or  epinephrine.  The 
second  wave  represents  the  secretion  (release)  of  endo- 
genous ADP,  and  demonstrates  the  capability  of  platelets 
to  release  substances  from  its  granules — a process  nec- 
essary for  further  potentiation  of  aggregation  and  coagu- 
lation. 

The  aggregation  of  platelets  by  collagen  depends  first 
upon  their  adherence  to  collagen.  The  adhesion  then  in- 
duces release  of  ADP  and  subsequent  aggregation.  The 
initial  adherence  of  the  platelet  to  collagen  is  reflected 
in  the  comparatively  long  lag  phase  in  the  aggregation 
curve  before  deflection  of  the  recorded  curve  occurs  due 
to  aggregation  (Fig  3,  point  B).  Normally,  the  lag  phase 
occupies  45  to  1 20  seconds.  A lag  phase  longer  than  1 20 
seconds  is  indirect  evidence  of  defective  collagen-platelet 
interaction.  Aggregometry,  in  conjunction  with  a well 
standardized  bleeding  time  test,  provides  satisfactory 
information  as  to  the  status  of  primary,  immediate  hemo- 
stasis. The  length  of  the  lag  phase  and  abnormalities  in 
collagen-induced  aggregation  provide  practical,  useful  in- 
formation concerning  the  collagen-platelet  interaction. 

The  retention  of  adherent  platelets  to  glass  is  a useful 
test  but  its  standardization  and  reproducibility  are  difficult. 
The  abnormal  retention  of  platelets  to  glass  surfaces 
correlates  well  with  the  deficiency  of  Von  Willebrand's 
factor  (ristocetin  cofactor)  measured  by  ristocetin  aggre- 
gation. Adhesion  of  platelets  to  collagen  is  even  more 
difficult  to  standardize. 

Role  of  the  Platelet  in  Secondary  Flemostasis 

Secondary  hemostasis  depends  on  the  ability  of  blood  to 
clot  through  thrombin  formation.  The  platelet  is  essential 
in  the  intrinsic  pathway  of  thrombin  formation  at  two  steps. 


The  first  is  in  the  formation  of  a complex,  consisting  of 
activated  factor  IXa,  VIII,  Ca* ' and  phospholipid,  which 
activates  factor  X to  Xa.  The  second  is  in  the  formation  of 
another  complex,  consisting  of  the  activated  factor  Xa,  V, 
Ca‘  * and  phospholipid,  which  brings  about  the  conver- 
sion of  prothrombin  to  thrombin.  The  phospholipid  in 
these  two  steps  is  supplied  by  the  platelet  membranes 
and  is  referred  to  as  platelet  factor  3 (PF3).  It  becomes 
available  to  the  coagulation  cascade  during  platelet  ag- 
gregation. The  platelet  also  provides  a huge  membrane 
surface  for  activation  of  factor  XII.  It  is  suspected  that 
the  platelet  membrane  provides  an  alternative  mechan- 
ism for  the  activation  of  factor  XI  in  patients  with  factor 
XII  deficiency.^  This  would  explain  the  lack  of  bleeding 
tendency  in  these  patients. 

During  secretion,  the  platelet  granules  also  release  a 
heparin  inhibitor,  platelet  factor  4 (PF4).’°  Its  role  in  co- 
agulation is  still  uncertain  but  the  presence  of  PF4  at  the 
site  of  coagulation  probably  protects  the  activated  coagu- 
lation cascade  from  inhibition. 

The  platelet  plug  initiated  in  primary  hemostasis  at  the 
site  of  vascular  damage  is  stabilized  by  enmeshment  in 
fibrin  threads.  The  centripetal  contraction  of  the  platelets 
triggered  by  exposure  to  collagen,  ADP,  and  other  sub- 
stances is  continuous  through  all  phases  of  clot  formation, 
finally  leading  to  clot  retraction. 

Platelet  function  in  secondary  hemostasis  can  be  mea- 
sured in  vitro.  The  procoagulant  activity  of  platelets  is 
reflected  in  availability  of  PF3  and  clot  retraction.  PF3 
availability  may  be  assessed  by  plasma  recalcification 
time  done  on  kaolin-activated  PRP.  Other  tests  commonly 
used  include  Stypven  time  test  modified  specifically  for 
testing  platelets,”  the  prothrombin  consumption  test,  and 
the  thromboplastin  generation  test. 

Blood  and  plasma  clot  retraction  tests  are  useful  for 
evaluating  the  contractile  capability  of  platelets.  Defective 
clot  retraction  usually  is  associated  with  defective  platelet 
secretion.  Flowever,  lack  of  secretion  from  the  platelets 
may  not  be,  and  most  frequently  is  not,  accompanied  by 
defective  clot  retraction. 

Congenital  Disorders  of  Platelet  Functions 

The  qualitative  platelet  disorders  can  be  classified  as 
follows: 

Thrombasthenia-like  Defect 

This  defect  is  characterized  by  lack  of  primary  aggre- 
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gation  with  ADP  and  epinephrine.  Characteristic  mani- 
festations are  seen  in  Glanzmann’s  thrombasthenia.^^ 
However,  thrombasthenic  platelets  retain  the  ability  to  re- 
lease their  granules  when  induced  by  collagen,  kaolin,  or 
thrombin.  Clot  retraction  is  markedly  impaired.  The  basic 
defect  might  be  a glycoprotein  abnormality  with  lack  of 
fibrinogen  receptors  on  the  platelet  surface  necessary  for 
ADP  and  epinephrine  induced  aggregation.  The  disease 
shows  autosomal  recessive  inheritance.  Some  cases  with 
platelet  ultrastructural  abnormalities  have  been  reported. 
Patients  with  Glanzmann’s  thrombasthenia  have  a severe 
hemorrhagic  diathesis. 

Thrombocytopathias 

This  comparatively  large  group  of  disorders,  manifested 
by  mild  hemorrhagic  diathesis  and  dysfunctional  platelets, 
is  characterized  by  lack  of  the  secondary  wave  of  aggre- 
gation. The  platelets  show  inability  to  undergo  secretion. 
The  availability  of  PF3  for  coagulation  is  decreased  but 
occasionally  may  be  normal.  Clot  retraction  is  normal. 
Autosomal  dominant  inheritance  is  frequent  but  recessive 
transmittance  of  the  disease  also  is  reported. 

The  bleeding  syndromes  caused  by  impaired  platelet 
secretion  are  heterogenous.  The  reported  cases  with  con- 
genital defects  may  be  classified  into  two  groups: 

1 . Thrombocytopathias  due  to  defect  resembling  that 
induced  by  aspirin:  The  storage  and  metabolic  pool  of 
ADP  is  normal,  but  the  platelets  fail  to  form  a secondary 
wave  of  aggregation  with  ADP  or  epinephrine.  The  col- 
lagen aggregation  also  is  abnormal.  Bleeding  time  is  pro- 
longed moderately.  The  platelet  morphology  usually  is 
normal.’^ 

2.  Thrombocytopathia,  storage  pool  disease:  In  this 
group  of  disorders,  characteristically  the  metabolic  pool 
of  ADP  is  normal  while  the  storage  pool  is  decreased.  A 
frequently  encountered  morphologic  change  in  the  plate- 
lets is  normal  a-granules  with  decreased  or  absent  dense 
bodies.  Functional  studies  reveal  lack  of  secondary  ag- 
gregation with  or  without  defective  collagen  adhesion.’"' 
There  also  is  a miscellaneous  group  of  functional  plate- 
let defects  associated  with  abnormal  platelet  morphology, 
such  as  agranular  platelets,  the  gray  platelet  syndrome,'® 
giant  platelets,  the  Bernard-Soulier  syndrome,'®  and 
others. 

Von  Willebrand's  Disease  and  Related  Disorders 
The  classic  Von  Willebrand’s  disease  is  characterized  by 


prolonged  bleeding  time,  decreased  level  of  factor  VIII 
procoagulant  activity,  decreased  immunologically  deter- 
mined factor  VIII  protein,  ie,  factor  Vlll-associated  antigen 
and  defective  ristocetin-induced  platelet  aggregation.’® 
The  inheritance  is  autosomal  dominant  and  patients  mani- 
fest hemorrhagic  diathesis  of  variable  severity. 

Besides  the  classic  type  of  Von  Willebrand’s  disease, 
several  variants  have  been  recognized  in  which  there  is 
no  parallel  decrease  of  the  factor  VIII  procoagulant  activ- 
ity, factor  Vlll-associated  antigen,  and  Von  Willebrand’s 
factor  ristocetin  cofactor.  It  has  been  suggested  by  New- 
man and  associates’®  that  the  factor  VIII  molecule  is  a 
large  complex  of  at  least  two  proteins,  one  being  a large 
molecule  produced  by  the  endothelial  cells  of  vessels 
and  regulated  by  autosomal  dominant  inheritance,  and 
the  other  being  a small  molecule  which  bestows  the  pro- 
coagulant activity.  The  latter  has  a sex-linked  mode  of 
inheritance,  and  its  origin  is  unknown.  The  Von  Wille- 
brand's factor  ristocetin  cofactor  necessary  for  proper 
interaction  of  the  platelet  with  vascular  endothelium,  is 
carried  on  the  large  molecule. 

The  defect  in  Von  Willebrand’s  disease  can  be  diag- 
nosed in  vitro.  Aggregation  of  the  platelets  of  these 
patients  by  ristocetin  is  defective.  The  addition  of  normal 
plasma  containing  Von  Willebrand’s  factor  is  required  to 
correct  the  defective  ristocetin  aggregation.  Von  Wille- 
brand's factor  assay  with  normal  formalin-preserved 
platelets  also  is  available.®’  Two  additional  tests  have 
become  essential  for  the  confirmation  of  the  diagnosis  of 
Von  Willebrand’s  disease:  factor  VIII  assay  for  procoagu- 
lant activity  and  immunologic  measurement  of  factor  Vlil- 
related  antigen.  The  level  of  the  latter  usually  is  below 
50%  of  normal  in  patients  with  Von  Willebrand’s  disease 
and  is  normal  or  increased  in  classic  hemophilia  A. 

Acquired  Disorders  of  Platelet  Function 

Acquired  thrombocytopathias  are  encountered  much 
more  frequently  than  are  the  congenital  types.  The  con- 
ditions commonly  associated  with  dysfunctional  platelets 
are  listed  in  Fig  4.  Among  the  drug-induced  defects  of 
platelet  function,  aspirin  has  drawn  special  attention  be- 
cause of  the  hope  that  it  might  be  an  effective  agent  in 
suppressing  arterial  thrombosis.  Aspirin  inhibits  the  sec- 
ond wave  of  platelet  aggregation  with  ADP  and  epine- 
phrine and  interferes  with  adherence  of  individual  plate- 
lets to  collagen.”’  The  acetyl  group  of  acetysalicylic  acid 
is  responsible  for  this  effect.  Although  the  exact  action 
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of  aspirin  still  is  controversial,  it  is  suspected  that  it 
induces  a membrane  defect.  More  recent  data  suggest 
that  aspirin  may  interfere  with  platelet  synthesis  of  pro- 
staglandins. The  defect  induced  in  the  platelet  is  perma- 
nent for  the  life  span  of  the  platelet,  so  that  two  tablets 
of  aspirin  can  produce  prolonged  bleeding  times  for  more 
than  a week.  This  is  of  special  importance  for  patients 
having  a bleeding  diathesis  or  undergoing  surgery. 

Platelets  and  Thrombosis 

The  role  of  platelets  in  initiating  pathologic  thrombosis, 
especially  in  arterial  thrombosis,  is  indisputable.  However, 
in  vitro  evaluation  of  this  role  is  still  very  crude,  and 
the  only  abnormal  laboratory  finding  which  has  been 
associated  with  thrombogenic  tendency  is  spontaneous 
platelet  aggregation  in  vitro. 

In  conclusion,  there  are  arrays  of  in  vitro  functional 
platelet  evaluation  tests  which  allow  for  classifications  of 
the  qualitative  platelet  disorders,  yet,  the  clinician  should 
be  aware  that  these  tests  do  not  correlate  well  with  the 
severity  of  the  hemorrhagic  diathesis  as  manifested  clini- 
cally.^^ Unfortunately,  only  prolongation  of  well  standard- 
ized bleeding  time  has  significant  predictive  value  as  to 
the  probability  of  excessive  bleeding. 
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Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  qualit}’  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollar\>  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
og)-', quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-t}pe  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  \ 
know,  there  is  substani 
literature  on  this  subje 
affecting  many  drugs,  i 
eluding  such  antibiotit 
as  tetracy^cline  and  erv 
thromycin.  The  record 
drug  recalls  and  court 
actions  affirms  strongl 
that  there  are  differenc 
among  pharmaceutica 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  n 
search  and  may  practit 
minimum  quality  assu 
ance. 


MYTH:  Industry  favors  | 
only  “expensive”  brand  ( 
names  and  denigrates  all\ 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  • 
the  drug  supply,  includ 
ing,  therefore,  most  of  1 
generics.  Drug  nomen- 
clature is  not  the  impoi 
tant  point;  it’s  the  comf 
tence  of  the  manufac- 
turer and  the  integrity  i 
the  product  that  count. 


I 


Matters. 


\'H:  Generic  options  al- 
|t  always  exist. 

T:  About  55  percent 
rescription  drug  ex- 
iditure  is  for  single- 
|rce  drugs.  This 
lins,  of  course,  that  for 
! ’ 45  percent  of  such 
ienditure,  is  a generic 
pcribing  option  avail- 


uH:  Generic 

Iicriptions  are  filled  with 
'pensive generics,  thus 
ing consumers  large 
is  of  money’. 

"T;  Market  data  show 
t vou  invariably 
scribe — and  pharma- 
ts  dispense — ^both 
ind  and  generically 
leled  products  from 
own  and  trusted 
irces,  in  the  best  inter- 
of  patients.  In  most 
»es  the  patient  receives 
►roven  brand  product, 
vings  from  voluntary' 
mandated  generic 
escribing  are  grossly 
aggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very'  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
yy  as  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
phy  sician  are  most 
conscious  of  hoy  v drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery’,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money’. 

FACT:  Government 
schemes  ahy  ays  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly',  any 
federal  “help,”  such  as 
lists  of  yy'holesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
yyill  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believ'e  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
vydse,your  prescribing  pre- 
rogatiy  es  and  your  relation- 
ships w'ith  patients  wall  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  imlhs  about  price 
and  equivalency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ev'er: 
The  maker  does  matter.  As 
ahvay'S,  y our  best  guide  to 
drug  therapy'  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — fi'om  manufac- 
turers yy'ith  credentials  and 
performance  records  y'ou 
have  come  to  respect. 


EWk 

Pharmaceutical  Manufacturers  Association 
1155  rifieenth  Street,  NAV. 
yy'ashington,  D.C.  20005 


r Thischartis 
as  important  to  ICA 
as  it  is  to  you. 


At  ICA  we  know  that  favorable 
settlement  of  a malpractice  claim 
can  often  hinge  on  exhaustive 
work.  Take  the  case  where  the 
nurse’s  notes  proved  definitive. 

I After  a patient  sustained 
injuries  in  a fall  from  a hospital  bed, 
the  patient’s  attorney  notified  the 
doctor  that  he  felt  bedside  rails 
should  have  been  prescribed. 

The  doctor,  concerned  over 
the  threat  of  a malpractice  lawsuit, 
reported  the  potential  claim 
immediately. 

An  extensive  review  of  every 
record  in  the  case  by  ICA’s  senior 
claims  attorney  turned  up  the 
needed  information.  A close  exam- 
i ination  of  the  nurse’s  notes  reveal- 
: ed  that  prior  to  the  fall,  the  patient 
had  been  sitting  up,  dangling  legs 
and  otherwise  progressing  satis- 


factorily. There  clearly  had  never  been 
a need  to  prescribe  bed  rails. 

Result:  No  negligence,  end  of  mal- 
practice threat. 

The  example  contains  several 
important  points  about  the  quality 
of  claims-handling  service  we  pro- 
vide at  ICA. 

First,  when  we  are  called  in 
promptly  by  our  client,  we  can 
often  nip  claims  in  the  bud  by 
engaging  in  some  in-depth  inves- 
tigative research. 

Second,  our  senior  claims 
attorney  inspects  every  medical 
record  in  detail  in  every  case,  and 
he  also  meets  with  the  affected 
physician  to  personally  get  the 
facts.  If  necessary,  he  can  call  in 
any  expert  medical  or  legal  help  he 
needs  to  assist  in  the  case. 


Third,  we  are  sensitive  to 
all  reported  claims.  For  we  know 
there  is  no  such  thing  as  a frivolous 
claim  — we  take  them  all  seriously. 


There  is  no  such  thing  as  a frivolous  claim. 


Malpractice  claims  often  arise  with 
little  or  no  provocation.  In  1975, 
when  we  went  into  the  malpractice 
insurance  business,  this  fact  was 
causing  most  other  insurance  com- 
panies to  bail  out.  They  didn’t  know 
what  to  do.  We  did.  We  are  the 
nation’s  fastest  growing  vmter  of 
medical  malpractice  insurance* 
because  we: 

o Promptly  act  on  every  claim  or 
suspicion  of  a claim; 
o Personally  check  every  record  in 
a case; 

o Personally  discuss  every  claim 
face-to-face  with  the  physician; 


o Never  settle  just  because  it  could 
be  less  costly  than  fighting; 
o Never  settle  without  the  consent 
of  the  insured; 

o Back  our  policy  by  retaining  the 
best,  most  experienced  legal 
firms  in  the  field  of  malpractice. 

As  you  can  see,  we’re  far  from  a 
faceless  insurance  company.  That’s 
because  we’re  sensitive  to  the 
importance  of  protecting  your 
reputation,  practice  and  estate. 

And  that’s  the  major  reason  we  feel 
there  is  no  such  thing  as  a frivolous 
claim  — not  when  there’s  so  much 
at  stake.  In  short,  we’re  profes- 
sionals protecting  professionals.  If 
you  like  our  approach  to  the  pro- 
fessional liability  problem,  just  drop 
us  the  postpaid  card.  We’ll  provide 
you  with  complete  details. 


INSURANCE 
CORPORATION 
OF  AMERICA 


ICA  Building 

2205  Montrose  Boulevard 
Houston,  Texas  77006 
713/526-4863 

A:  XV  Reinsurance  Protection 
Provided 


According  to  Best’s  Review,  the  nation’s 
leading  insurance  trade  publication. 


The  hospital  transfusion  committee 

John  D.  Milam,  MD 


This  communication  is  to  help  promote,  support,  and  con- 
tinuously maintain  active  hospital  transfusion  committees 
that  can  identify  and  address  issues  relating  to  hospital 
blood  banking  and  transfusion  practices.  The  committee 
should  establish  policies  and  guidelines  that  promote  high 
quality  patient  care.  Not  all  the  guidelines  or  policies 
mentioned  in  this  article  need  be  addressed  by  every 
hospital  transfusion  committee,  and  the  guidelines  offered 
here  certainly  are  not  comprehensive. 


The  phenomenal  development  of  immunohematology  and 
blood  banking  services,  with  accompanying  conceptual 
changes  in  hemotherapy  during  the  past  decade,  has 
stimulated  formation  of  transfusion  committees  in  hos- 
pitals of  all  sizes.  The  hospital  transfusion  committee 
generally  identifies  and  deals  with  issues  involving  trans- 
fusion therapy,  encourages  safe  and  efficient  use  of  blood 
and  blood  components,  and  responds  to  issues  pertinent 
to  blood  banking  services.  In  smaller  hospitals  the  func- 
tion of  the  transfusion  committee  may  be  fulfilled  by  other 
committees,  such  as  the  medical  audit,  tissue,  laboratory 
advisory,  or  some  similarly  structured  entity. 

The  members  generally  are  appointed  in  accordance 
with  the  hospital  bylaws.  Most  members  are  selected  from 
the  hospital  medical  staff’s  medical  and  surgical  special- 
ists concerned  with  blood  and  blood  component  needs 
and  usage.  Surgical  subspecialties  should  be  adequately 
represented.  Other  members  might  be  pathologists,  clini- 
cal hematologists,  oncologists,  pediatricians  (especially 
neonatologists),  family  practitioners,  and  anesthesiolo- 
gists. The  medical  director  of  the  blood  bank  and  trans- 
fusion service  must  be  a member.  The  chairman  should 
be  a knowledgeable  leader  with  a genuine  interest  in 
blood  banking. 

Although  this  is  a committee  basically  composed  of 
physicians,  certain  other  members  of  the  hospital  staff 
should  be  represented,  including  a nurse,  a blood  bank 
technologist,  and  a hospital  administrator,  each  in  a 
significant  management  role.  Certain  individuals  who  deal 
with  blood  banking  affairs  may  be  invited  to  attend  meet- 
ings periodically;  for  example,  the  medical  director  of  a 
blood  procurement  center,  although  not  necessarily  a 
member  of  the  hospital  medical  staff,  might  attend  occa- 
sionally. Other  persons  to  be  considered  for  occasional 
invitations  include  the  executive  director  of  the  hospital’s 
primary  blood  procurement  center  and  individuals  in- 
volved in  blood  bank  projects  such  as  hospital  auxiliary 


members  who  assist  in  blood  drives  and  blood  recruit- 
ment, attorneys  representing  hospitals  who  deal  with  re- 
lease forms  and  medicolegal  matters,  physician  consul- 
tants, and  chiefs  of  service  who  are  not  members  of  the 
committee.  Often  the  hospital  chief  of  staff  is  an  ex  officio 
member  of  the  committee. 

The  activites  of  the  hospital  transfusion  committee 
should  be  styled  to  meet  the  needs  of  a given  hospital. 
Possible  committee  activities  are  listed  for  consideration 
by  medical  staff  members,  administrators,  and  others 
concerned  with  transfusion  committee  affairs: 

1 . Sources  of  Blood  and  Blood  Components  (Primary 
and  Auxiliary) 

A basic  objective  in  blood  banking  is  to  provide  adequate 
quantities  of  high-quality  blood  and  blood  components  at 
a reasonable  price.  The  hospital  and  medical  staffs 
should  be  satisfied  with  the  sources  of  blood  and  blood 
components  that  are  administered  to  patients.  Emphasis 
on  voluntarism  by  federal'  and  private  organizations  stim- 
ulates need  for  review  of  the  blood  and  blood  component 
sources.  Efficient  blood  shipping,  transfer,  and  exchange 
practices  aid  in  maintaining  an  adequate  blood  supply  and 
reduce  outdating. 

2.  Blood  Component  Availability  and  Utilization 

The  percentage  of  blood  component  use,  compared  to 
use  of  whole  blood,  should  be  reviewed.  Certain  accredi- 
tation agencies  will  ask  to  see  records  and  will  inquire 
about  continuing  medical  education  for  medical  staff 
members  in  this  area.^  Many  teaching  hospitals  use  a 
high  percentage  of  blood  components  in  order  to  maxi- 
mize blood  resources  and  medical  benefit.  The  committee 
should  assure  that  development  of  a needed  service  is 
not  hindered  by  blood  and  blood  component  shortages. 
Often  it  is  helpful  to  review  blood  and  blood  component 
usage  according  to  individual  services  and  compare  these 
with  others  in  the  community. 

3.  Policy  Review 

Updated  procedure  and  policy  manuals  are  the  principal 
guiding  documents  for  blood  banking  practices.  Periodic 
committee  review  of  approved  policy  manuals  may  pro- 
vide valuable  suggestions  to  the  blood  bank  and  trans- 
fusion service  and  also  inform  committee  members  of  the 
blood  bank  standards  and  practices.  Policies  regarding 
nursing  service  requisition  and  administration  of  blood 
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and  blood  components  with  patient  follow-up  should  be 
reviewed.  Newly  employed  nurses  must  receive  proper 
orientation. 

4.  Policies  Regarding  Absolute  Patient  Identification 

The  committee  should  endorse  policies  that  allow  abso- 
lute blood  specimen,  blood  unit,  and  patient  identification 
prior  to  administration  of  blood.  Incorrect  identification 
can  cause  a fatal  hemolytic  transfusion  reaction.  Com- 
plete understanding  and  strong  support  by  the  transfusion 
committee  is  invaluable  in  developing  and  maintaining 
good  identification  policies. 

5.  Emergency  Transfusion 

In  some  instances  it  is  not  prudent  to  wait  for  the  com- 
pletion of  optimal  compatibility  testing  before  administer- 
ing blood.  Obviously,  hazards  are  associated  with  this 
type  of  practice,  but  medical  urgency  often  justifies  the 
increased  risk.  Judicious  planning  in  the  management  of 
patients  who  are  likely  to  bleed  reduces  the  need  for  tak- 
ing chances  in  transfusion  practices.  Nonetheless,  medi- 
cal and  surgical  patients  sometimes  require  immediate 
transfusion  when  blood  has  not  been  optimally  cross- 
matched.  The  transfusion  committee  should  be  aware  of 
the  emergency  transfusion  practices  of  the  institution. 

6.  Use  of  Blood  Derivatives 

Blood  derivatives  are  a class  of  blood  concentrates  pre- 
pared by  altering  plasma  or  blood.  The  preparation  and 
marketing  of  blood  derivatives  generally  is  performed  by 
pharmaceutical  companies.  Although  their  usefulness  has 
been  established,  the  hazards  of  postinfusion  hepatitis 
should  be  realized  when  certain  blood  derivatives  are 
administered.^  Whereas  there  is  essentially  no  risk  of 
hepatitis  when  using  certain  blood  derivatives  such  as  al- 
bumin and  Rho  immune  globulin,  there  is  considerable 
risk  when  using  others.  Factors  II,  VII,  IX,  and  X com- 
plex, lyophilized  Factor  VIII,  and  commercially  prepared 
fibrinogen  are  some  blood  derivatives  with  relatively  high 
risk  of  hepatitis  transmission.  Commercial  preparation  of 
fibrinogen  for  human  infusion  recently  has  been  stopped 
by  the  Food  and  Drug  Administration.''  The  transfusion 
committee  should  monitor  usage  of  blood  derivatives  and 
assure  that  the  medical  staff  is  alert  to  risks  inherent 
in  some  derivatives. 


7.  Release  Forms 

Most  hospitals  do  not  require  informed  consent  specifi- 
cally for  routine  blood  and  blood  component  administra- 
tion. However,  certain  emergency  or  unusual  situations 
may  require  informed  consent  and  documentation.  The 
transfusions  committee  may  wish  to  consider  and  ex- 
amine the  forms  used  in  hemotherapy.  When  emergency 
transfusion  without  complete  crossmatch  is  necessary, 
the  responsible  physician  or  his  designee  should  be  re- 
quired to  acknowledge  acceptance  of  incompletely  cross- 
matched  blood.  When  a seriously  ill  patient  refuses  trans- 
fusion because  of  religious  beliefs,  the  use  of  release 
forms,  freeing  the  physician  from  responsibility  for  the 
patient’s  decision,  may  be  justified.  On  the  other  hand, 
when  a patient  agrees  to  a transfusion,  although  it  is  con- 
trary to  his  religious  beliefs,  a release  form  could  be  used 
to  indicate  the  patient’s  acceptance  of  the  transfusion. 
When  blood  is  incompletely  processed  but  is  urgently 
needed  for  medical  care,  release  forms  are  needed  to 
document  informed  consent  of  this  situation. 

8.  Investigation  of  Suspected  Transfusion  Reactions 

There  are  five  basic  types  of  transfusion  reactions:  aller- 
gic, febrile,  bacterial  (contamination  of  blood  units),  circu- 
latory overload,  and  hemolytic.  The  committee  need  not 
review  each  suspected  reaction,  unless  it  feels  this  is 
necessary,  but  there  should  be  awareness  that  prompt 
investigations  of  adverse  reactions  are  instituted,  and  that 
hemolytic  transfusion  reaction  in  suspected  transfusion 
intolerances  is  considered.  Statistical  reports  may  be 
analyzed  by  the  committee. 

9.  Pretransfusion  Study 

Using  a relatively  inexpensive  and  short  battery  of  tests 
(ABO  grouping,  Rh  typing,  and  unexpected  antibody 
screen)  will  help  determine  if  problems  or  delays  in 
transfusion  will  be  encountered.  When  pretransfusion 
study  indicates  there  will  be  no  unusual  delays  in  transfu- 
sion, the  need  to  crossmatch  blood  will  be  reduced,  which 
may  improve  efficiency  and  cost  containment.  Pretransfu- 
sion testing  is  especially  beneficial  for  surgical  patients 
who  are  not  expected  to  require  blood  transfusion  but  for 
whom  the  possibility  exists.  When  the  unexpected  anti- 
body screen  is  positive,  delays  in  obtaining  compatible 
blood  are  frequent,  but  responsible  physicians  are  alerted 
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by  the  pretransfusion  study  and  may  communicate  with 
the  blood  bank  concerning  the  problem.  The  transfusion 
committee  can  offer  great  assistance  in  promoting  proper 
requisition  practices  by  the  medical  staff. 

10.  Autotransfusion 

Autotransfusion,  when  properly  used,  is  the  safest  form  of 
blood  transfusion,  and  its  popularity  is  definitely  increas- 
ing.®'^ The  need,  policies,  and  uses  of  autotransfusion 
may  be  addressed  by  the  transfusion  committee. 

1 1 . Use  of  Microaggregate  Filters 

Microaggregates  accumulate  in  citrate  anticoagulated 
blood  during  storage.®  ® Conventional  blood  administra- 
tion sets  contain  a filter,  but  the  pore  size  of  the  filter 
is  relatively  large  (approximately  170  microns  in  diameter) 
thus  permitting  infusion  of  microaggregates.  The  micro- 
aggregates with  diameters  of  less  than  1 70  microns  can 
be  eliminated  or  reduced  by  the  use  of  special  micro- 
pore filters.'®'”  These  microaggregate  particles,  if  not 
removed  from  stored  blood  used  for  transfusion,  may 
lodge  in  small  vessels  and  capillaries  of  pulmonary  paren- 
chyma and  other  tissues.  The  deleterious  effect  of  micro- 
aggregates may  be  greater  with  massive  transfusion.'^  '® 
Although  there  is  indication  that  pulmonary  function  may 
be  compromised  due  to  increased  microaggregates,''' the 
clinical  significance  is  not  entirely  known.  The  transfusion 
committee  may  advocate  use  of  special  microaggregate 
filters  in  special  circumstances,  but  avoid  their  routine  use 
in  all  transfusions  as  a cost  containment  measure. 

12.  Format  for  Investigating  Cases  of  Possible  Post- 
transfusion Hepatitis 

The  individual  cases  of  possible  posttransfusion  hepatitis 
need  not  be  investigated  by  the  committee  unless  its 
members  desire  to  do  so.  However,  the  protocol  for  in- 
vestigating reported  cases  and  summary  statistics  de- 
serves review.  The  investigations  should  be  practical 
and  realistic.  When  units  of  blood  or  components  ad- 
ministered are  not  excessive,  the  investigations  are  more 
rewarding.  Detailed  follow-up  of  donors  involved  in  cases 
following  massive  transfusion  are  generally  unproductive, 
and  simple,  pragmatic  guidelines  should  be  developed  for 
reviewing  such  cases. 

13.  Frozen  Blood 

Frozen  blood  has  several  advantages,  including  reduction 


in  posttransfusion  hepatitis,  prevention  of  nonhemolytic 
transfusion  reaction  (mainly  febrile  reaction  in  patients 
with  leukocyte  antibodies  and  allergic  reactions),  possibly 
prolonging  survival  in  transplant  candidates  who  require 
transfusion,  and  as  an  adjunct  in  autotransfusion  pro- 
grams.'®'® Frozen  blood  may  be  used  effectively  in  neo- 
natal exchange  transfusion.'®’®®  Generally,  any  hospital 
can  obtain  a source  of  frozen  blood  from  another  hospital 
or  nearby  blood  center.  Following  thawing  and  washing, 
the  previously  frozen  blood  unit  may  be  refrigerated  satis- 
factorily in  the  liquid  state  for  24  hours. 

14.  Pediatric  Needs 

Neonatal  exchange  transfusions  commonly  are  urgent, 
and  appropriate  blood  units  must  be  provided  promptly. 
Other  special  pediatric  needs  include  smaller  and  split 
blood  units,  special  administration  sets  and  blood  filters, 
and  efficient  prenatal  workup  and  cord  blood  testing. 
Some  pediatricians  wish  to  use  previously  tested  healthy 
donors  for  small  aliquot  serial  transfusions  to  a newborn 
or  infant.  Such  practices  require  a great  deal  of  under- 
standing and  control  to  prevent  untoward  problems.®’ 

15.  Circulars  of  Information  Concerning  Blood  and  Blood 
Components 

Aside  from  procedure  and  policy  manuals,  information 
pertaining  to  blood  and  blood  component  use  is  often 
given  in  a circular  that  can  be  obtained  by  medical, 
nursing,  and  technical  staff  members.  Some  blood  banks 
attach  a circular  to  blood  units  issued  for  transfusion. 

The  circulars  should  be  reviewed  for  appropriateness  to 
the  intended  use  within  the  hospital. 

16.  Community  Projects 

The  hospital  is  integrally  involved  in  blood  needs  and  is 
in  a position  to  offer  invaluable  support  to  certain  com- 
miunity  blood  banking  projects,  especially  blood  donor 
recruitment.  The  transfusion  committee  may  serve  as  the 
initial  hospital  group  evaluating  a proposed  community 
endeavor. 

17.  Blood  Separation  Procedures 

Plasmapheresis  is  being  used  increasingly  as  a thera- 
peutic modality  for  a number  of  autoimmune  diseases. 
White  cell  transfusion  facilitated  by  leukapheresis  bene- 
fits selected  patients.  The  transfusion  committee  may 
consider  the  need  for  instituting  or  altering  blood  separa- 
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tion  practices  in  accordance  with  hospital  needs. 

18.  Tissue  and  Organ  Transplantation 

Although  the  principal  scope  of  the  committee  deals  with 
blood  banking  and  transfusion,  the  purview  may  be  ex- 
tended to  address  tissue  and  organ  transplantation  needs 
and  practices  within  a hospital. 

When  the  meeting  agenda  is  well  prepared  and  materi- 
al to  be  presented  is  well  organized,  the  committee  may 
be  able  to  accomplish  a great  deal  in  a reasonable  time. 
Consideration  must  be  given  to  each  member’s  time.  As 
with  other  committees  of  the  medical  staff,  the  members 
voluntarily  devote  valuable  time  to  assist  in  maintaining 
or  improving  medical  care  through  an  organized  effort. 
Most  often  the  transfusion  committee  functions  can  be 
carried  out  by  meeting  on  a quarterly  basis;  however, 
urgent  matters  may  necessitate  special  meetings. 
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Ptiencyclidine  (angel  dust)  invades  Texas 

Vernon  Eugene  Grove  Jr,  MD 


Sernyl  (phencyclidine,  PCP),  a veterinary  tranquilizer  with 
dissociative  properties  which  has  become  a street  drug,  is 
produced  easily  and  sold  profitably  in  Texas  where  news 
accounts  claim  PCP  has  provoked  violent  attacks,  psy- 
choses, self-mutilations,  murders,  and  suicides.'  Known 
to  users  as  “angel  dust,  K.  J.  Krystal,  death  drug,  killer 
weed,  peace  pill,  hog,  super  weed,  mist,  and  monkey 
dust,”  it  has  been  used  by  seven  million  Americans. The 
National  Institute  of  Drug  Abuse  adds  that  the  average 
age  of  users  is  14.5  years  with  increasing  experimentation 
spreading  to  younger  children.'"'^  Commonly  sprinkled  on 
marijuana  to  augment  the  “high,”  a preparation  called  K. 
J.  Krystal  Joints  is  said  to  sell  for  $25  in  Austin. 

This  white  or  yellowish  powder  may  produce  bizarre 
psychotic  states  after  injection,  ingestion,  or  inhalation.® 
Acutely  intoxicated  users  may  demonstrate  a distinctive 
odd  gait  with  crazily  jerking  limbs  known  as  the  "moon 
walk.”  Physical  and  emotional  reactions  are  unpredictable 
even  to  the  experienced  user.  Described  as  having 
“model”  schizophreniform  psychoses,  nine  PCP  users 
were  hospitalized  by  a Fort  Hood  psychiatric  staff  in  13 
months.'’  Bizarre,  violent  acts  often  are  seen.  Users  who 
have  plucked  out  their  eyes,  killed  their  parents,  and 
stabbed  infants,  do  not  remember  their  actions.  One 
acutely  intoxicated  young  woman  reportedly  drowned  in 
3 inches  of  water.  Effects  range  from  agitation,  disorienta- 
tion, and  hallucinations,  to  coma  and  convulsions.  Over- 
dose may  produce  death  directly.  A “hit-and-run”  drug 
with  lingering  effects,  PCP  may  leave  a person  floridly 
psychotic  months  after  a single  dose. 

I hospitalized  a young  man  who  had  no  clear  history  of 
psychosis  who  had  smoked  a marijuana  cigarette  spiked 
with  PCP.  Terrifying  voices  commanded  him:  “Eat  your 
arms!”  He  complied,  biting  himself  horribly,  but  painlessly 
(Fig  1).  The  psychotic  state  persisted  for  months.  Amne- 
sia may  obscure  murderous  assaultive  rages,  self-mutila- 
tion, suicide,  and  murder. 

Diagnosis  may  hinge  on  suspicion  and  may  be  ex- 
tremely difficult.  A patient  and  acquaintances  may  be 
misinformed  about  the  drugs  used,  may  be  unaware  of 
the  presence  of  PCP  in  marijuana,  and  may  have  used 
several  other  agents  with  antagonistic  pharmacological 
properties,  producing  an  obscured  clinical  picture.  Al- 
though gas  chromatography  can  detect  traces  of  PCP  in 
blood  or  tissue  samples,  psychosis  may  remain  long  after 
traces  of  PCP  have  vanished. 

Physicians  and  staff  may  be  subjected  to  unprovoked 


assaults.  Following  ingestion  of  PCP,  lavage,  and  contin- 
uous nasogastric  suction,  acidification  of  urine  to  pH  5.5 
with  ammonium  chloride  or  ascorbic  acid  may  hasten 
excretion.®  A recycling  phenomenon  involving  secretion 
into  gastric  acid  and  reabsorption  may  explain  unusually 
prolonged  effects  from  oral  use.  A quiet  room  and  neuro- 
leptics may  be  necessary  if  severe  agitation  is  present, 
but  paradoxical  reactions  to  antianxiety  and  antipsychotic 
medications  can  occur.  Diazepam  (Valium),  which  may 
help  control  agitation,  may  unexpectedly  prolong  a PCP 
psychosis  by  inhibiting  metabolic  breakdown  of  PCP.  Un- 
fortunately, chlorpromazine  may  aggravate  PCP-induced 
abnormal  behavior.  Hypertension  may  be  so  severe  that 
intravenous  administration  of  diazoxide  (Hyperstat)  may 
be  required.  The  excessive  involuntary  isometric  muscle 
activity  accompanying  PCP-related  agitation  has  pro- 
duced acute  rhabdomyolysis.  Some  researchers  advo- 
cate screening  severe  overdose  patients  for  myoglobi- 
nuric  renal  failure.®  ’® 

PCP  may  accompany  marijuana  use,  appealing  to  thrill- 
seeking young  users.  It  is  hoped  that  this  report  will 
prompt  a thoughtful  appraisal  of  the  hazards  of  marijuana 
legalization. 
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h While  "high"  on  angel  dust,  the  patient  heard  imaginary  voices  tell 
him.  "Eat  your  arms. " Self-inflicted  bite  wounds  were  painless  at  the 
time. 
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BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 

ANTIMINTH®  (pyrantel  pamoate) 

OR^  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  veTmicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0.13  /ig/ml)  are  reached 
in  1-3  hours.  Ouantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions:  Minor  transient  elevations  of 
SCOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful =5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™of  5 ml  in  pack- 
ages of  12. 

More  detailed  professional  information 
available  on  request. 
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Connecticut  State  Medical  Society 
Hartford  Hilton  Hotel 
Hartford,  Connecticut 

Medical  & Chirurgical  Faculty  of  tf 
State  of  Maryland 

Hunt  Valley  Inn 
Hunt  Valley,  Md. 

Oklahoma  State  Medical  Association 

Williams  Center 
Tulsa,  Oklahoma 

Texas  Medical  Association 

Dallas,  Texas 

Kansas  Medical  Society 

Holiday  Inn-Holidome 
Hutchinson,  Kansas 

North  Carolina  Medical  Society 

Pinehurst  Hotel 
Pinehurst,  North  Carolina 

Michigan  State  Medical  Society 

(House  of  Delegates) 

Kalamazoo  Center  Inn 
Kalamazoo,  Michigan 

Mississippi  State  Medical  Assoc. 

Biloxi  Hilton 
Biloxi,  Mississippi 

Wisconsin  State  Medical  Society 

Marc  Plaza 
Milwaukee,  Wisconsin 

Rhode  Island  Medical  Society 

Biltmore  Plaza  Hotel 
Providence,  Rhode  Island 

Minnesota  Medical  Association 

St.  Paul,  Minnesota 

Florida  Medical  Association 

The  Diplomat  Hotel 
Hollywood,  Florida 

Alaska  State  Medical  Association 

Shee  Atika 
Sitka,  Alaska 

South  Dakota  State  Medical  Assoc. 

Howard  Johnson 
Rapid  City,  South  Dakota 

Maine  Medical  Association 

Samoset  Resorts 
Rockport,  Maine 

Iowa  Medical  Society 

Tan-Tar-A  Resort 
Osage  Beach,  Missouri 

Chicago  Medical  Society 

(Annual  Business  Meeting  & Inaugura- 
tion) 

Starlight  Inn 
Schiller  Park,  Illinois 


Doctor,  do  you  smoke? 

Beth  Melton 


The  proportion  of  adult  Americans  who  smoke  cigarettes 
is  declining.  A 1975  government  survey  indicates  that 
21%  of  physicians  smoke  cigarettes,  compared  to  30%  in 
1967.  Fifty-five  percent  of  doctors  who  once  smoked  have 
not  smoked  in  ten  or  more  years,  compared  to  46%  of  ex- 
smokers in  the  general  adult  population.’  How  do  health 
professionals  feel  about  their  own  smoking?  Obviously, 
most  are  trying  to  quit.  Most  also  agree  it  is  their  responsi- 
bility to  convince  people  to  stop  smoking. 

Description  of  study 

The  American  Lung  Association-Dallas  Area  surveyed  its 
ten-county  area  to  see  if  physicians  in  this  geographical 
area  held  the  same  attitudes  as  those  surveyed  national- 
ly. Besides  the  interest  in  obtaining  information,  the  group 
sent  materials  to  the  physician  in  order  to  acquaint  him/ 
her  with  free  educational  materials  available  from  the  lung 
association.  These  included  “Hints  to  Kick  the  Habit, 
an  information  sheet,  and  “Thank  You  for  Not  Smoking 
wall  signs  and  desk-top  signs.  A cover  letter  indicated 
these  materials  as  well  as  other  professional  and  lay  edu- 
cational materials  were  available  at  no  charge. 

In  addition,  we  encouraged  physicians  to  help  patients 
quit  smoking  by  suggesting  a separate  waiting  area  for 
smoking  and  for  nonsmoking  patients,  or  a smoke-free 
waiting  room,  since  many  patients  suffer  from  the  effects 
of  tobacco  smoke.  A stamped,  self-addressed  envelope 
was  included  for  the  return  of  the  anonymous  survey. 

Of  the  2,120  surveys  sent  to  physicians  with  the  cover 
letter  and  materials  mentioned  earlier,  497  responses 
were  returned,  410  of  which  came  from  nonsmokers.  The 
physicians  listed  in  the  county  medical  society  roster 
constituted  the  mailing  list.  Medical  societies  in  the  fol- 
lowing counties  received  mailings:  Collin,  Dallas,  Denton, 


Ellis,  Fannin,  Grayson,  Hunt,  Kaufman,  Navarro,  and 
Rockwall.  Seven  months  after  the  mailing  date,  the  results 
were  analyzed.  Responding  physicians  were  divided,  by 
their  responses  to  the  first  question,  into  a group  who 
smoked  and  a group  of  nonsmokers.  The  groups’  re- 
sponses to  the  remainder  of  the  questions  were  then 
compiled  and  analyzed,  using  Chi  Square  Contingency 
Table  Analysis.  Survey  results  are  shown  in  Fig  1 . 

Findings 

There  was  no  difference  between  numbers  of  nonsmok- 
ing and  smoking  physicians  who  allowed  patients  to 
smoke  in  their  waiting  rooms.  Some  physicians  designat- 
ed smoking  and/or  no-smoking  areas  in  their  waiting 
rooms,  but  such  separation  was  no  more  common  in  the 
offices  of  smoking  physicians  than  in  the  offices  of  non- 
smokers.  However,  significantly  more  nonsmoker  phy- 
sicians discouraged  smoking  than  did  their  tobacco-using 
colleagues  (p  < .001).  Fewer  nonsmoking  physicians’ 
offices  have  ashtrays  visible  in  waiting  areas,  private 
offices,  and  staff's  working  areas  (p  < 0.05),  a character- 
istic taken  to  be  nonverbal  discouragement  of  smoking. 
Nonsmoking  physicians  more  often  prohibit  staff  smoking 
during  office  hours  than  do  smoking  physicians  (p  < 
.001). 

Many  physicians  requested  further  information  on 
smoking  cessation  and  lung  association  visual  aids  to 
discourage  smoking. 

Discussion 

Physicians  who  smoked  often  responded  that  they  en- 
couraged their  patients  to  quit  smoking  (70/87  or  80.4%), 
frequently  allowed  their  office  staffs  to  smoke  (62/85  or 
72.9%),  and  had  ashtrays  available  throughout  the  office 


1.  Percent  in  each  group  answering  '■Yes"  to  the  questionnaire  items.  (Not  all  respondents  answered  each  question J 

Physicians 

Who  Smoke 


Physicians  Who 
Don’t  Smoke 


Question 

Do  you  allow  smoking  in  your  patient  waiting  area? 

Do  you  encourage  your  patients  to  quit  smoking? 

Do  you  allow  smoking  during  office  hours  among  your  staff  members? 

Are  ashtrays  visible  in: 

■your  waiting  areas? 

Your  private  office? 

Your  staff's  working  area? 

Do  you  have  areas  of  your  office  and  waiting  areas  designated  as  “smoking  areas  " and 
"nonsmoking  areas "? 


(n  - 

87) 

53/87 

60,9% 

70/87 

80.4% 

62/85 

72.9% 

51/87 

58.6% 

63/86 

73.3% 

49/87 

56.3% 

14/86 

16.3% 

(n  = 410) 


222/410 

54,1% 

382/410 

93.2% 

194/401 

48.3% 

184/409 

45,0% 

126/410 

30.7% 

134/405 

33.1% 

73/402 

18.2% 
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(57/87  or  65.5%).  Therefore,  verbal  messages  from  such 
physicians  may  confuse  the  patient.  Nonsmoking  physi- 
cians, on  the  other  hand,  less  frequently  allowed  their 
office  staff  to  smoke  and  were  less  likely  to  provide  ash- 
trays openly.  Therefore,  their  verbal  message  to  the 
patient  was  consonant  with  their  own  examples.  Physi- 
cians should  discourage  smoking  in  their  waiting  rooms 
in  an  effort  to  create  a more  healthful  environment  for 
their  patients.  To  do  so,  the  physician  might  designate 
temporary  smoking-allowed  and  no-smoking  waiting  room 
areas  and  then  gradually  decrease  areas  for  smokers. 
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PATIENT 


For  Your  Patient’s  Benefit: 
Support 

•Volunteer  blood  donor 
recruitment 

•Approved  community  blood 
recruitment  projects 

Relate  To 

•Your  hospital  Blood  Bank  and 
Transfusion  Service,  and  its 
Medical  Director 

•Your  hospital  transfusion 
committee 

•Your  regional  blood  center 

•Issues  of  your  Texas  Medical 
Association  and  County  Medical 
Society  dealing  with  blood 

•The  TMA  Committee  on  Blood 
Banking  and  Blood  Transfusion 

A public  service  announcement  sponsored  by  the 

TMA  Committee  on  Blood  Banking  and  Blood 

Transfusion  and  Texas  Medicine. 
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Reducing  the  cost  of  medical  care: 
renal  dialysis 

J.  H.  U.  Brown,  PhD 


The  development  of  the  renal  dialysis  machine  and  its 
widespread  clinical  application  by  Scribner  has  saved 
many  lives.  Social  pressure  on  Congress  resulted  in 
action  guaranteeing  Medicare  support  to  individuals 
needing  renal  dialysis.  There  is  a clear  indication  that 
Congress  had  no  idea  that  by  1980  some  60,000  persons 
would  undergo  dialysis  each  year  at  an  average  cost  of 
about  $35,000  each,  and  a $2  billion  or  larger  total 
expenditure.’  The  guaranteed  payment  for  dialysis  led 
rapidly  to  the  development  of  profit-making  dialysis  cen- 
ters and  use  of  the  technique  in  areas  where  health 
benefits  were  questionable.  As  dialysis  became  common- 
ly used,  it  became  clear  that  the  process  was  not  a pana- 
cea. Hepatitis  epidemics  were  not  uncommon  in  groups 
of  patients.  Individuals  were  not  able  to  resume  a 
full  life,  and  many  were  required  to  change  positions. 

A condition  known  as  dementia  dialytica  developed  in 
many  patients  as  a progressive,  irreversible,  organic  brain 
syndrome.^  These  problems  raised  questions  about  the 
cost  benefit  of  dialysis  offered  at  extremely  costly  dial- 
ysis centers. 

With  the  development  of  safe  electronically  monitored 
dialysis  machines,  and  subsequently,  home  dialysis 
greatly  decreased  costs  became  possible.  Home  treat- 
ment is  about  one  fourth  to  one  third  as  costly  as  in-center 
treatment,®  and  physicians  with  extensive  experience  in 
both  methods  claim  that  home  dialysis  is  more  effective® 
and  can  care  for  twice  as  many  patients  as  the  center  ap- 
proach. 

Why  then  have  so  few  adopted  the  home  dialysis  tech- 
niques? There  are  several  reasons.  Medicare  pays  for 
center  treatment,  but  less  rapidly  pays  for  home  dialysis, 
although  this  attitude  seems  to  be  decreasing.  Secondly, 
the  patient  may  have  to  pay  more  of  the  costs  in  home 
dialysis,  regardless  of  reimbursement.  Some  patients 
avoid  responsibility  for  their  own  treatment  and  prefer 
not  to  assign  it  to  a family  member.  Family  makeup  is 
an  important  consideration;  the  family  must  be  willing 
to  assume  some  of  the  psychological  burden  and  the  phy- 
sical effort  associated  with  treatment  procedures.® 

All  factors  considered,  there  are  many  patients  who  can 
successfully  perform  dialysis  at  home  and  substantially 
reduce  the  costs  to  the  taxpayer  and  the  medical  care 
system. 

It  is  essential  that  the  physician  undertaking  the  care 
or  referral  of  a patient  with  end-stage  renal  disease  con- 
sider several  factors.  First  is  whether  dialysis  is  neces- 


sary, or  if  other  procedures  might  be  as  effective  but  not 
as  costly.  Secondly,  the  patient  should  be  encouraged  to 
use  home  procedures.  Thirdly,  cases  involving  dementia 
or  irreversible  changes  should  be  reviewed  for  continued 
dialysis.  Each  of  these  simple  steps  can  reduce  costs  of 
care. 
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information  for  authors 


Texas  Medicine  is  a scientific,  clinical  journal  published  primarily 
for  members  of  the  Texas  Medical  Association.  In  addition,  it 
informs  members — through  editorials,  news  pages,  and  regular 
departments — about  medical  events,  legislative  and  govern- 
mental news,  coming  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Executive 
Editor,  1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered 
solely  to  this  journal.  Each  article  is  reviewed  by  a consultant 
specialist  and  an  editorial  board,  and  is  accepted  or  rejected 
on  the  basis  of  its  individual  merit  and  the  availability  of  other 
material.  Reviews  usually  take  six  to  eight  weeks. 

New  Requirement  for  Authors 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1 , 

1 978,  all  transmittal  letters  to  the  editor  must  contain  the  following 
language  before  manuscripts  can  be  reviewed  for  possible 
publication: 

“In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s) 
undersigned  hereby  transfers,  assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Texas  Medical  Association  in 
the  event  that  such  work  is  published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  fore- 
going language  signed  by  all  authors  of  the  manuscript  will 
necessitate  return  of  the  manuscript. 

Scientific  Articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins 
on  firm  paper.  Two  copies  should  be  submitted  and  the  author 
should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the 
article  in  “Index  Medicus,”  should  stress  the  main  point,  and 
should  be  brief.  Subtitles  should  not  be  connected  grammatically 
with  the  main  title. 

Authors’  names  and  degrees  should  follow  the  title,  and  their 
mailing  addresses  should  be  listed  at  the  end  of  the  article. 

An  introductory  summary  of  50-75  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbre- 
viations, and  logical  subheadings.  For  spelling  and  usage  the 
editors  follow  "Dorland’s  Illustrated  Medical  Dictionary,"  25th 
edition,  and  “Webster's  Third  New  International  Dictionary,  Un- 
abridged.” 

References 

Reference  lists  should  contain  in  this  order  (1 ) author’s  last  name, 
initials,  (2)  title  of  article  or  book,  (3)  name  of  journal,  (4)  volume 
and  inclusive  page  numbers,  written  33:156-160,  (5)  year. 

For  books,  the  title  should  be  followed  by  place  of  publication, 
name  of  publisher,  and  year. 

Illustrative  Material 

Illustrations  should  be  black  and  white  drawings  or  positive 
photographs,  with  neat,  uniform,  fairly  large  lettering.  A label 
pasted  to  the  back  of  each  illustration  should  indicate  its  number, 
topic,  author’s  name,  and  title  of  article  in  brief. 


Legends  should  be  in  complete  sentences,  numbered,  and 
typed  on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  dif- 
ference. 

Previously  Published  Materiai 

Written  permission  should  be  obtained  from  the  publishers  and 
the  authors  for  use  of  any  previously  published  material  (exten- 
sive textual  matter,  illustrations,  tables)  used.  Short  verbatim 
quotations  in  the  text  may  be  used  without  permission,  but 
should  be  quoted  exactly  with  the  source  credited.  Copies  of 
permission  letters  should  be  submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  prepared  in  the  same  general  manner,  and 
should  be  written  in  clear,  concise  language.  Length  should  be 
about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  Executive  Editor 
and  consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1905  North 
Lamar  Blvd,  Austin  78705. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death. 

When  notifying  the  editors  of  a member’s  death,  please  give  the 
name  and  address  of  next  of  kin. 

Policy  on  Columns 

Few  contributors  recognize  beforehand  the  demands  of  pro- 
ducing a monthly  column  that  will  consistently  be  of  interest 
and  value  to  the  reader.  Although  a few  regular  columns  appear, 
it  has  not  been  the  policy  to  grant  monthly  pages  to  specific 
committees,  councils,  or  groups. 

The  Scientific  Publication  Committee  and  the  editors  do, 
however,  encourage  committees,  councils,  and  individuals  to 
submit  original  material  which  they  consider  valuable  to  readers. 
Should  regular  publication  in  column  form  be  deemed  appro- 
priate, the  Committee  and  the  editors  will  consider  development 
of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts 
to  check  before  publication.  After  the  article  is  sent  to  the  printer, 
only  minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks 
when  their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  Executive  Editor  must  be  obtained 
before  reproducing,  in  part  or  in  whole,  any  material  published  in 
Texas  Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an 
endorsement  of  the  views  expressed  therein,  nor  shall  publica- 
tion of  any  advertisement  be  considered  an  endorsement  of  or 
approval  of  the  product  or  service  involved. 
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MEETINGS 


CURRENT  NATIONAL  MEETINGS 

TEXAS  MEDICAL  ASSOCIATION.  The  112th  Annual 
Session  of  the  Texas  Medical  Association  is  May  3-6, 
1979,  in  Dallas.  A comprehensive  scientific  program  in- 
cluding 22  section  programs,  offers  opportunities  to  earn 
Category  1 credit  toward  the  AMA  Physician’s  Recogni- 
tion Award.  Association  business  will  be  conducted  during 
council,  committee,  board,  and  House  of  Delegates  meet- 
ings, and  TMA  members  may  participate  in  reference 
committee  hearings  beginning  at  10  am  Thursday,  May  3. 
Entertainment  features  include  a physicians'  and 
spouses'  art  exhibition,  tennis  and  golf  tournaments,  and 
Friday  evening  an  opportunity  to  join  friends  in  the  Regen- 
cy Ballroom  of  the  Hyatt  for  dinner  and  entertainment 
by  the  Levee  Singers.  The  Sheraton-Dallas  will  host  the 
TMA  Auxiliary  61st  annual  convention,  which  follows  the 
theme,  "Daring  Dallastyle.”  TMA  members  do  not  pay  a 
registration  fee  for  the  session;  nonmember  physicians 
will  be  charged  $25.  Contact;  C.  Lincoln  Williston, 
Executive  Director,  1801  N Lamar  Blvd,  Austin,  JX 
78701 . 

AMERICAN  MEDICAL  ASSOCIATION,  75th  Annual 
Congress  on  Medical  Education.  “Medicine — A Global 
Discipline”  will  be  the  theme  of  the  75th  Annual  Congress 
on  Medical  Education  scheduled  for  May  9-12,  1979  at 
the  Washington  Hilton  Hotel  in  Washington,  DC.  The 
European  influence  which  shaped  the  patterns  of  Ameri- 
can medical  education,  the  evolving  of  the  present  sys- 
tem of  education  of  physicians  in  the  US  with  special 
emphasis  on  the  last  75  years,  and  consideration  of  de- 
sirable changes  in  medical  education  for  the  next  quarter 
century  will  be  discussed.  Distinguished  medical  educa- 
tors from  other  countries  will  discuss  the  current  state 
of  physician  education  in  their  own  lands  and  describe 
recent  developments  and  proposed  future  modifications. 
The  opening  session  of  the  congress  will  be  held  as  an 
academic  convocation  in  the  Washington  Cathedral  to 
bestow  awards  on  outstanding  medical  educators  from 
the  US  and  a number  of  foreign  countries  in  recogni- 
tion of  their  accomplishments  and  contributions  to  the 
education  of  physicians.  Contact:  Council  on  Medical 
Education,  American  Medical  Association,  535  N Dear- 
born Street,  Chicago,  IL  60610. 


CALENDAR  OF  MEETINGS 

■ Denotes  Texas  Meetings 
MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  Washington,  DC,  May  14-17, 
1979.  RH  Shamburek,  MD,  Washington  National  Airport,  Washington, 
DC  20001 . 

AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  New  York,  May  10- 
13,  1979.  Vivian  Mendelsohn,  40  Gramercy  Park  N,  New  York,  NY 
10010. 

AMERICAN  ASSOCIATION  OF  CLINICAL  UROLOGISTS,  New  York, 
May  1 1-12,  1979.  Brent  Faber,  2017  Walnut  St,  Philadelphia,  PA 
19103. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Washington,  DC,  May 
22-25,  1979,  James  W Dilley,  2807  Central  Street,  Evanston,  IL  60201. 

■ AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS.  TEXAS 
CHAPTER,  Corpus  Christi,  May  20-23,  1979.  Joel  Hellmann,  MD, 
Secretary,  12605  East  Freeway,  Suite  620,  Houston,  TX  77015. 

AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  Palmetto  Dunes,  SC, 

May  9-1 3, 1979,  Betty  Hanna,  1340  N Astor,  Suite  2608,  Chicago,  IL  60610. 

AMERICAN  COLLEGE  OF  SPORTS  MEDICINE,  Waikiki  Beach, 

Hawaii,  May  21-27,  1979.  Carol  Christison,  Univ  of  Wisconsin.  1440 
Monroe  St,  Madison,  Wl  53706. 

■ AMERICAN  COLLEGE  OF  SURGEONS.  NORTH  TEXAS  CHAPTER. 
Dallas,  May  18-19,  1979.  Felix  P Peppard,  MD,  401  Baylor  Plaza, 

3600  Gaston  Ave,  Dallas,  TX  75246 

AMERICAN  LUNG  ASSOCIATION,  Las  Vegas,  May  13-16,  1979. 
Charles  Kiesewetter,  1740  Broadway,  New  York,  NY  10019. 

AMERICAN  MEDICAL  ASSOCIATION,  4th  Conference  on  Cutaneous 
Toxicity.  Washington,  DC,  May  9-11,  1979.  535  N Dearborn.  Chicago, 

IL  60610. 

AMERICAN  MEDICAL  ASSOCIATION,  75th  Congress  on  Medical 
Education,  Washington,  DC,  May  9-13,  1979.  Jackson  W Riddle,  MD, 
535  N Dearborn,  Chicago,  IL  60610. 

AMERICAN  OPHTHALMOLOGICAL  SOCIETY,  Hot  Springs,  Va,  May 
27-30,  1979.  Robert  Hollenhorst,  MD.  Mayo  Clinic,  200  1st  St,  SW, 
Rochester.  MN  55901 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  TEXAS  CHAP- 
TER, Austin,  May  16-19,  1979.  Jean  Carpenter,  211  E 7th  Street, 

Austin,  TX  78701. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Chicago,  May  14-18, 

1979  Melvin  Sabshen,  MD,  8 S Michigan  Ave,  Chicago,  IL  60603. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC  SURGERY,  Colo- 
rado Springs,  May  6-10,  1979.  Donald  R Klein,  MD,  6546  LBJ  Free- 
way, Suite  100.  Dallas,  TX  75240. 
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AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE,  Legal  Implications 
of  Emergency  Medical  Care.  New  Orleans,  May  18-19,  1979.  A Edward 
Doudera,  454  Brookline.  Boston,  MA  02215. 

AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE,  Legal  Controversies 
in  Nursing,  Boston,  May  31 -June  1,  1979  A Edward  Doudera,  454 
Brookline,  Boston,  MA  02215. 

AMERICAN  THORACIC  SOCIETY  OF  THE  AMERICAN  LUNG  ASSO- 
CIATION, Las  Vegas,  May  13-16,  1979.  Sandy  R lannotta,  1740  Broad- 
way, New  York,  NY  10019. 

AMERICAN  UROLOGICAL  ASSOCIATION,  New  York,  May  14-17, 
1979.  RJ  Hannigan,  1 120  N Charles  St,  Baltimore,  MD  20201 . 

DIGESTIVE  DISEASE  WEEK.  New  Orleans,  May  19-25,  1979.  Charles 
B Slack,  6900  Grove  Road,  Thorofare,  NY  08086. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF  BLINDNESS,  New 
York,  May  17,  1979.  Virginia  C Boyce,  79  Madison  Ave,  New  York,  NY 
10016. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  Dallas.  May  3.  1979.  Don  L 
McCord.  MD,  5035  Ave  0,  Clifton,  TX  76634. 

■ TEXAS  ASSOCIATION  OF  NEUROLOGICAL  SURGEONS,  Dallas. 
May  4-5,  1979.  William  J Nelson,  1810  Murchison  Drive,  El  Paso, 

TX  79902. 

■ TEXAS  ASSOCIATION  OF  PHYSICIANS  IN  NUCLEAR  MEDICINE, 
Dallas,  May  5,  1979.  Marcos  Calderon,  7000  Fannin  #M50,  Houston, 
TX  77030. 

■ TEXAS  CHAPTER,  AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS, Dallas,  May  5,  1979.  S Donald  Greenburg,  MD,  Baylor  Col- 
lege of  Medicine.  Texas  Medical  Center,  Houston,  TX  77030. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Dallas,  May  5,  1979.  James 
B Howell,  MD,  3600  Gaston  Ave,  Dallas,  TX  75246. 

■TEXAS  MEDICAL  ASSOCIATION,  Annual  Session,  Dallas,  May  3-6, 
1979.  C.  Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 . 

■TEXAS  NURSING  HOME  ASSOCIATION.  San  Antonio.  May  1-5, 
1979.  Sidney  Rich,  6225  Hwy  290  East,  Austin,  TX  78741. 

■ TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION,  Dallas,  May  4, 

1 979.  Joseph  F Peters,  MD,  Box  1616,  Cleburne,  TX  76031 . 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION.  Dallas.  May  4-5, 
1979.  Rodolfo  E Margo,  MD,  Mid- Valley  Medical  Arts  Bldg.  #16, 
Weslaco,  TX  78596. 

■TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION,  Dallas,  May  4-5, 
1979  Byron  Bailey,  MD.  UT  Medical  Branch,  Galveston,  TX  77550 

■TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSICIANS.  Dallas,  May  3- 
6,  1979.  Hugh  Tullos,  MD,  6535  Fannin  St,  Houston,  TX  77025. 

■ TEXAS  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS,  Dallas, 
May  5,  1979.  David  S Pita,  MD,  3600  Gaston  Avenue,  Dallas,  TX 
75246, 


■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Dallas,  May  3-6,  1979. 
Robert  W Woods,  Jr,  MD,  1213  Hermann  Drive.  Suite  885,  Houston, 

TX  77004. 

JUNE 

AMERICAN  ASSOCIATION  OF  NEUROPATHOLOGISTS,  Kansas  City, 
Mo,  June  8-10,  1979.  J Douglas  Balentine,  MD,  Medical  Univ  of  South 
Carolina,  Charleston,  SC  29401. 

AMERICAN  SOCIETY  OF  COLON  & RECTAL  SURGEONS,  Atlanta, 
June  10-14,  1979.  Harriette  Gibson,  615  Grisworld,  Suite  516,  Detroit, 
Ml  48226. 

■ HOLISTIC  HEALTH  ASSOCIATION,  Houston.  June  2-3,  1979.  Sheila 
A Schneider,  5001  Richmond.  Houston,  TX  77056. 

FLYING  PHYSICIANS  ASSOCIATION,  INC,  Grossingers,  NY,  June 
17-22,  1979.  Albert  Carriere,  801  Green  Bay  Rd.  Lake  Bluff,  IL  60044. 

INTERNATIONAL  ASSOCIATION  FOR  SUICIDE  PREVENTION, 
Ottawa,  Canada.  June  17-20,  1979.  700-71  Bank  St,  Ottawa,  Canada 
KIP  5N2 

INTERNATIONAL  CARDIOVASCULAR  SOCIETY,  Nashville,  Tenn, 
June  28-29,  1979.  AD  Callow,  MD,  171  Harrison  Ave.  Boston,  MS 
02111. 

ROCKY  MOUNTAIN  NEUROSURGICAL  SOCIETY,  Jackson  Hole, 

Wyo,  June  10-14,  1979.  Michael  McNally,  MD,  2125  E LaSalle,  Colo- 
rado Springs,  CO  80909. 

■TEXAS  ASSOCIATION  OF  MENTAL  DEFICIENCY,  Corpus  Christi, 
June  1979.  John  Hannum,  Box  5482,  Austin,  TX  78763. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  June  2-6,  1979,  O Ray 
Hurst,  Box  15587,  Austin,  TX  78761. 


The  Meetings  " section  is  prepared  by  Ms  Patricia  Jeter,  administrative 
assistant  for  continuing  medical  education,  Texas  Medicine  Depart- 
ment. 
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Retireineiit 

Have  you 

§ 1 1 planned  for  itt 


Most  doctors  feel  they  never  want  to 
fully  retire.  Most  want  to  slow  down 
eventually.  Either  instance  must  be 
planned  for.  Obtain  the  objective  ex- 
pert counsel  required.  Call  or  fill  out 
the  reply  card  Today! 


I would  like  to  schedule  a get-acquainted  confer- 
ence with  a member  of  your  staff  Please  have 
someone  contact  me. 


Practice  Management  Services,  Inc. 

5353  West  Alabama,  Suite  502 
Houston,  Texas  77056  (713)  960-8700 


Street 

City 

Zip  — 


HE  REAL 


STANDS  UP 


TO  SET  THE  RECORD  STRAIGHT! 


The  TEXAS  MEDICAL  LIABILITY  TRUST  stands  up  as  a viable  insurance  entity. 
The  Trust  began  issuing  coverage  to  TMA  members  on  January  1,  1979,  and  con- 
tinues to  issue  coverage  on  a daily  basis. 

Available  to  TMA  members: 

— Non-assessable  occurrence  professional  liability  policies 
— Prior  Acts  Coverage 
— Excess  Coverage 

TMLT  has  reinsurance  with  Lloyd’s  of  London.  The  Trust  has  surplus  sufficient  to 
cover  claims  under  $200,000.  Reinsurance  is  less  costly  if  only  higher  levels  of  risk 
are  insured.  TMLT  is  reinsuring  all  claims  in  excess  of  $200,000  to  their  policy 
limits  of  $750,000.  There  is  no  aggregate  limit  on  the  amount  of  risk  taken  by  the 
reinsurer. 

TMLT  provides  the  opportunity  for  its  policyholders  to  purchase  excess  coverage 
through  its  reinsurance  broker,  since  the  JUA  provides  excess  coverage  only  to  its 
member  companies. 

TMLT  has  three  members  serving  on  the  Texas  State  Board  of  Insurance  nine- 
member  Advisory  Committee. 

TMLT  STANDS  UP  TO  BE  COUNTED  AS  A VIABLE  INSURANCE  ENTITY 

FOR  TMA  PHYSICIANS 


For  Information  Contact 

“A  health  care  liability  claim  trust 
created  by  the  Texas  Medical  Association” 

ixr 


TEXAS  MEDICAL  LIABILITY  TRUST 
21 1 East  7th  • Austin,  Texas  78701  • (512)  472-3322 


ipoptant  data  on  the  pain  of  acute  custitls: 


1 87%  of  patients 
tudied  [303  of  349], 
Izo  Gantanor  reduced 
lain  and/tir  burning 
vithin  24  hours' 

controlled,  multicenter  study  assessed  the  efficacy  of 
:o  Gantanol  in  relieving  pain  and/or  burning  associated  with 
ute  urinary  tract  infection  in 
itients  with  at  least  100,000 
ilonies  per  ml  of  a sulfonamide- 
nsitive  organism,  usually  £.  coli. 

87%  of  patients  with  initial 
mptoms  rated  “moderate  to 
vere,”  Azo  Gantanol  therapy  re- 
nted in  improvement  within  24 
)urs. 


hrs 


-ast  pain  relief  plus  effective  antibacterial  action 

Rzo  Gantanor 

;ach  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 

lata  nn  flip  Hnffmann-I  a Roche  Inc..  Nutlev.  New  Jersey  07110, 


Before  prescribing,  please  consuK  complete  prod-^; 
uct  information,  a summary  of  which  follows: 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella-Aerobacter,  Staphylo- 
coccus aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Care- 
fully coordinate/;)  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response;  add 
aminoberuoic  acid  to  follow-up  culture  media.  The 
increasing  frequetKy  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  itKiuding  sul- 
fonamides. Measure  sulfonamide  blood  levels  as 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  and 
during  nursing  period;  because  Azo  Gantanol  con- 
tains phenazopyridine  hydrochloride  it  is  contrain- 
dicated in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy  with  G.l. 
disturbances. 

Warnings:  Safety  during  pregnancy  not  established. 
Deaths  from  hypersensitivity  reactions,  agranulocy- 
tosis, aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  in- 
dicate serious  blood  disorders.  Frequent  CBC  and 
urinalysis  with  microscopic  examination  are  rec- 
ommended during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  with  im- 
paired renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 


/Vdverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  necrolysis, 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photo- 
sensitization, arthralgia  and  allergic  myocarditis); 
G.l.  reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia, 
hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  di- 
uretics (acetazolamide,  thiazides)  and  oral  hypo- 
glycemic agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these  agents  may 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute, 
painful  phase  of  urinary  tract  infections.  Usual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Gm 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be  sought. 

After  relief  of  pain  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HCI)  will  color  the  urine. 
Supplied:  Tablets,  red,  film-coated,  each  contain- 
ing 0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  500. 


Roche  Laboratories  .■.ri"'' 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


A reminder 

ZYIOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
dru^  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CONTRAINDICATIDNS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyioprim  shouid  not  be  restarted  on  tbe  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  In  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyioprim.  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis 

In  patients  receiving  Purinethof*  (mercapto- 
purine)  or  Imuran'^  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyioprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age 
Zyioprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyioprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyioprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  Impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 


ADVERSE  REACTIONS: 

Dermalologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyioprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal:  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular.  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 

Hematopoietic:  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyioprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyioprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  ^loprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyioprim  therapy.  "Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yli  for  up  to  five  years  on  Zyioprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyioprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting. 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyioprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  1 00  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B.  W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML 

U.S.  Patent  No,  3,624,205  (Use  Patent) 

/ Burroughs  Wellcome  Co. 

‘ rr\  / Research  Triangle  Park 
Wellcome / North  Carolina  27709 


Does  it  Influence 
your  dioice  of  a 
peripheral/cerebral 
vasodilatot? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 
2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg  and  20  mg. 

Vasodilan  iniection,  isoxsuprine  HCl,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular:  5 to  10  mg. ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg,  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg,,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Injection,  10  mg.  per 
2 ml,  ampul,  box  of  six  2 ml,  ampuls. 

U S Pal  No  3,056,836 

VASODILAN 

( ECKUPRINE  HCl  1 

20-mg  tablets 


PHARMACEUTICAL  DIVISION 
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When  painful  spasm 
is  the  presenting 
symptom 


...in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  1 0 minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


♦This  drug  has  been  classified  "probably"  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  followring  page  for  prescribing  information. 


8-4420  (Y736A) 


MNR-804 


Bentyl" 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup,  Injection 

ila.&lE  only  on  prescription 

Sriet  Summary 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatIc  hypertrophy),  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis,  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis,  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  ah  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  pertorm  hazard- 
ous work  while  taking  this  drug,  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS,  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness,  weakness;  dizziness;  insom- 
nia; nausea,  vomiting;  impotence;  suppression  of  lactation,  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
Idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons,  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage  Bentyl  10  mg  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  lour  times  daily  Children 
1 capsule  or  teaspoonful  syrup  three  or  lour  times  daily.  Intants  '/; 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.  Adults  1 tablet  three  or  tour 
times  daily.  Bentyl  Injection  Adults:  2 ml.  (20  mg ) every  four  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine'"'  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC , Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur.  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc  Cincinnati 
Ohio  45215,  U S A 


Merrell 

MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Mefrell  Inc 
Cmcinnali,  Ohio  45215,  USA 


fr'  , 

10  very  selfish  reasons 
for  having  a fiueign  student 
live  with  yoa  for  one  year. 


1.  A unique  experience  your  entire  family  can 
share. 

2.  A way  to  increase  communications  with  your 
own  children. 

3.  A learning  resource  for  yourself  and  your 
children. 

4.  A way  of  sharing  your  love  with  a young  person. 

5.  A chance  for  personal  growth. 

6.  An  opportunity  to  make  new  friends  around  the 
world  and  in  your  town. 

7.  A chance  to  form  a lasting  relationship  with  a 
family  abroad. 

8.  An  exploration  at  home  of  rich  cultural 
differences  abroad. 

9.  A chance  to  know  a young  person  from  abroad. 
And  that  people  around  the  world  are  basically 
the  same. 

10.  An  opportunity  to  see  your  family  and 

community  through  the  eyes  of  someone  else. 

For  more  information  write:  AFS  International/ 
Intercultural  Programs,  313  E.  43rd  St.,  N.Y., 

N.Y.  10017.  Or  call  toll  free  (800)  327-2777.  In  Florida 
(800)  432-2766. 

AI^  International  Exchat^es 
for  schod  students. 

We  provide  the  students.  You  provide  the  love. 


TEXAS  MEDICINE 


CONTINUING  EDUCATION  COURSES 


MAY 


Allergy 


Title:  New  Standards  for  Allergy  Practice: 
Critical  Comparisons  of  Old  and  New  Ap- 
proaches in  the  Diagnosis  and  Immuno- 
therapy of  Allergic  Disease 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio,  The  Allergy  and  Immunology  Foun- 
dation in  San  Antonio,  Texas  Allergy  Founda- 
tion 

Location  of  course:  The  Plaza  Nacional 
Hotel,  555  South  Alamo,  San 
Antonio 

Date:  May  11-13,  1979 

Duration:  Continuous:  3 days 

Designed  for:  Specialists  in  Allergy 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  2D,  AOA;  18  hours 

Contact:  Office  of  Continuing  Education  Ser- 
vices. UT  Health  Science  Center.  7703  Floyd 
Curl  Drive,  San  Antonio,  TX  78284 


Arthritis  & Rheumatism 


Title:  Arthritis:  What's  New  in  Management? 

Sponsors:  Rheumatic  Diseases  Unit,  Depart- 
ment of  Internal  Medicine,  UT  Health  Science 
Center  at  Dallas;  A.  Webb  Roberts  Center  for 
Continuing  Education,  Dallas 

Location  of  course;  Kaufman,  Texas 

Date:  May  19,  1979 

Duration:  Continuous;  1 day;  Saturday; 
8am-4pm;  6 total  course  hours 

Fee:  $10 

Designed  for:  General  practitioners; 
Specialists  in  Internal  Medicine,  Family 
Medicine,  Orthopedic  Surgery 

Credit:  AAFP,  Prescribed:  Category  1 , AMA 
Physician's  Recognition  Award;  6 hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  George  J.  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


Family  Medicine 


Title:  Family  Practice  Faculty  Development 
Instructional  Skills  Institute 

Sponsors:  McLennan  County  Medical  Edu- 
cation & Research  Foundation.  Waco 

Location  of  course:  Draper  Academic  Bldg, 
Baylor  University,  Waco 


Date:  May  16-26.  1979 
Duration:  Continuous;  10  days 
Fee:  $400 

Designed  for:  Full  and  part-time  faculty  mem- 
bers of  family  practice  residency  programs 

Credit:  AAFP;  60  hours 

Contact:  Maurice  Hitchcock,  McLennan 
County  Medical  Education  & Research  Foun- 
dation, Faculty  Development  Center,  Box 
3276.  Waco,  TX  76707 


Title:  Review  Course  in  Family  Practice 

Sponsors:  Division  of  Family  Practice,  Dept 
of  Community  Medicine.  Baylor  College  of 
Medicine,  Houston 

Location  of  course:  Marriott  Motor  Hotel. 
2100  S Braeswood,  Houston 

Date:  May  23-26,  1979 

Duration:  Continuous:  4 days;  Wednesday- 
Saturday;  34  total  course  hours 

Fee:  To  be  announced 

Designed  for:  General  practitioners; 
Specialists  in  Family  Medicine 

Credit:  AAFP,  Prescribed:  Category  1.  AMA 
Physician's  Recognition  Award.  38  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine.  Texas  Medical 
Center,  Houston,  TX  77030 


Internal  Medicine 


Title-  Update  in  Internal  Medicine 

Sponsors:  Department  of  Internal  Medicine, 
UT  Health  Science  Center  at  Dallas;  A,  Webb 
Roberts  Center  for  Continuing  Education, 
Dallas 

Location  of  course:  UT  Health  Science  Cen- 
ter at  Dallas,  5323  Harry  Hines  Blvd,  Dallas 

Date:  May  14-17,  1979 

Duration:  Continuous;  4 days:  Monday- 
Thursday;  31  total  course  hours 

Designed  for:  General  practitioners; 
Specialists  in  Internal  Medicine 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  31  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  George  J.  Race,  MD,  Assoc  Dean 
for  Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd. 
Dallas,  TX  75235 


Neurology 


Title:  Practical  Neurology  tor  the  Clinician 

Sponsors:  Department  of  Neurology,  Baylor 
College  of  Medicine,  Houston 

Location  of  course;  Marriott  Hotel,  1750  West 
Loop  South 

Date:  May  11-12,  1979 

Duration:  Continuous;  I'/a  days,  Friday-Sat- 
urday 

Fee;  $160 

Designed  tor:  General  practitioners; 
Specialists  in  Neurology.  Family  Medicine 

Credit:  AAFP.  Elective;  Category  1,  AMA 
Physician's  Recognition  Award;  16  hours 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


Obstetrics  & Gynecology 


Title:  6th  Annual  Current  Obstetric  and  Gyn- 
ecology Practice 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio,  The  San  Antonio  Obstetrical 
& Gynecologic  Society 

Location  of  course:  Regency  Room,  Oak 
Hills  Motor  Inn,  San  Antonio 

Date.  May  24-30,  1979 

Fee:  $400 

Credit:  AAFP,  Prescribed,  Category  1.  AMA 
Physician's  Recognition  Award;  ACOG,  Cog- 
nates; 41  hours 

Contact;  Carl  J.  Pauerstein,  MD.  Professor, 
Obstetrics-Gynecology,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Drive, 
San  Antonio,  TX  78284 


Ophthalmology 


Title;  Annual  Meeting,  Dept  of  Ophthalmol- 
ogy and  Visual  Sciences,  Cornea  and 
External  Disease 

Sponsors:  Texas  Tech  University  School  of 
Medicine,  Lubbock 

Location  of  course:  Health  Sciences  Centers, 
Lubbock 

Date:  May  19-20,  1979 

Duration;  Continuous;  2 days;  Saturday- 
Sunday 

Fee;  $100 

Designed  for:  Specialists  in  Ophthalmology 

Credit;  Category  1,  AMA  Physician's  Recog- 
nition Award 
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■■  '.  fling  methods:  Audiovisual  materials, 
ijre,  panel 

Contact:  James  N.  Burkeholder,  MD,  Asso- 
ciate Dean,  or  Rita  Chrane,  Educational 
Program  Assistant,  Continuing  Education, 
Texas  Tech  University  School  of  Medicine, 
Lubbock.  TX  79430 


Orthopaedics 


Title:  A Course  on  External  Fixation 

Sponsors:  Division  of  Orthopaedics.  Depart- 
ment of  Surgery,  UT  Health  Science  Center 
at  San  Antonio 

Location  of  course:  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Drive, 
San  Antonio 

Date:  May  25-26.  1979 

Duration:  Continuous:  2 days:  13  total  course 
hours 

Designed  for:  Orthopedic  surgeons  and  resi- 
dents in  Orthopedic  Surgery 

Fee:  To  be  announced 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  13  hours 

Contact  Office  of  Continuing  Education  Ser- 
vices, UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Drive,  San  Antonio, 
TX  78284 


Pediatrics 


Title:  Pediatric  Intensive  Care — Management 
of  Common  Problems 

Sponsors:  Department  of  Pediatrics,  UT 
Health  Science  Center  at  Dallas:  A,  Webb 
Roberts  Center  for  Continuing  Education, 
Dallas 

Location  of  course:  UT  Health  Science  Cen- 
ter at  Dallas,  5323  Harry  Hines  Blvd,  Dallas 

Date:  May  7-11,  1979 

Duration:  Continuous:  5 days:  Monday- 
Friday:  31  total  course  hours 

Fee:  $250,  physicians:  $150,  nurses 


Designed  for  General  practitioners: 
Specialists  in  Pediatrics 

Enrollment  Maximum,  100 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  31  hours 

Teaching  methods:  Audiovisual  materials, 
enrollee  performs  procedure,  lecture,  open 
question,  seminar 

Contact:  George  J,  Race,  MD,  Assoc  Dean 
tor  Continuing  Education.  UT  Health  Science 
Center  at  Dallas.  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 


Title:  16th  Annual  Teaching  Conference  in 
Pediatric  Endocrinology 

Sponsors.  UT  Health  Science  Center  at  San 
Antonio:  Children's  Hospital  Foundation 

Location  : Flite  Deck,  Santa  Rosa 
Hospital,  519  W Houston,  San  Antonio 

Date  May  19-20,  1979 

Duration:  Continuous:  2 days,  8 hours  in- 
struction per  day.  Saturday-Sunday,  12  total 
course  hours 

Fee:  $75 


Designed  for:  Specialists  in  Pediatrics 

Credit  AAFP,  Elective:  Category  1,  AMA 
Physician's  Recognition  Award:  8 hours 

Contact'  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Drive,  San  Antonio,  TX 
78284 


Psychiatry 


Title:  Psychoanalytic  Psychotherapy 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio 

Location  of  course:  UT  Health  Science  Cen- 
ter at  San  Antonio.  7703  Floyd  Curl  Dr,  San 
Antonio 

Date:  May  26,  1979 

Duration:  Continuous 

Fee:  To  be  announced 

Contact.  Office  of  Continuing  Education  Ser- 
vices. 7703  Floyd  Curl  Dr.  San  Antonio,  TX 
78284 


Radiology  & Radioisotopes 


Title:  Ultrasound — Computed  Tomography 

Sponsors:  Department  of  Radiology,  UT 
Health  Science  Center  at  Dallas:  A.  Webb 
Roberts  Center  for  Continuing  Education. 
Dallas 

Location  of  course:  Loew's  Hotel  Anatole. 
2201  Stemmons.  Dallas 

Date:  May  24-26,  1979 

Duration  Continuous:  2y2  days:  Thursday- 
Saturday:  19  total  course  hours 

Designed  for  Specialists  in  Radiology 


Credit.  Category  1,  AMA  Physician's  Recog- 
nition Award:  19  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  George  J,  Race,  MD,  Assoc  Dean 
for  Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 


JUNE 


Arthritis  & Rheumatism 


Title:  Arthritis:  What's  New  in  Management? 

Sponsors:  Rheumatic  Diseases  Unit,  Depart- 
ment of  Internal  Medicine,  UT  Health  Science 
Center  at  Dallas:  A.  Webb  Roberts  Center  for 
Continuing  Education,  Dallas 

Location  of  course:  Brownwood,  Texas 

Date  June  9,  1979 

Duration.  Continuous:  1 day:  Saturday:  8:30 
am-12,30  pm:  4 total  course  hours 

Fee:  $10 

Designed  for:  General  practitioners: 
Specialists  in  Internal  Medicine,  Family 
Medicine,  Orthopedic  Surgery 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  4 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 


Contact:  George  J.  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd  Dal- 
las, TX  75235 


Emergency  Care 


Title:  Emergencies:  What  To  Do  in  the  First 
30  Minutes 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio 

Location  of  course:  Medical  School  Auditori- 
um. UT  Health  Science  Center  at  San  Anto- 
nio. 7703  Floyd  Curl  Drive,  San  Antonio 

Date:  June  7,  1979 

Credit:  AAFP.  Prescribed:  Category  1,  AMA 
Physician's  Recognition  Award:  Category 
2D.  AOA:  5 hours 

Contact:  Office  of  Continuing  Education  Ser- 
vices, UT  Health  Science  Center,  7703  Floyd 
Curl  Drive,  San  Antonio,  TX  78284 


Family  Medicine 


Title:  Family  Practice  Recertification  Review 

Sponsors:  UT  Health  Science  Center  at  San 
Antonio 

Location  of  course:  UT  Health  Science  Center 
at  San  Antonio.  7703  Floyd  Curl  Dr,  San  An- 
tonio 

Date:  June  1-3,  1979 

Duration:  Continuous:  3 days:  Friday- 
Sunday:  18  total  course  hours 

Fee:  $160 

Designed  for:  General  practitioners: 
Specialists  in  Family  Medicine 

Credit.  AAFP,  Prescribed:  Category  1,  AMA 
Physician's  Recognition  Award:  18  hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


Title:  Ear,  Nose,  and  Throat  Seminar  for  the 
Family  Physician 

Sponsors:  Department  of  Family  Practice  and 
Community  Medicine,  Division  of  Otolaryn- 
gology, Department  of  Surgery,  UT  Health 
Science  Center.at  Dallas 

Location  of  course:  Inn  of  the  Six  Flags,  Ar- 
lington 

Date,  June  15-16,  1979 

Duration:  Continuous:  2 days:  Friday- 
Saturday:  8am-5pm:  12  total  course  hours 

Fee:  $150 

Designed  for:  General  practitioners 

Enrollment,  Minimum,  75:  Maximum,  100 

Credit:  AAFP,  Prescribed:  Category  1,  AMA 
Physician's  Recognition  Award:  12  hours 

Contact:  George  J,  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235 


Title:  Family  Practice  Faculty  Development 
Workshop 

Sponsors:  McLennan  County  Medical  Edu- 
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cation  & Research  Foundation,  Waco:  Family 
Practice  Residency  Program.  Central  Texas 
Medical  Foundation,  Austin 

Location  of  course;  World  of  Resorts  Inn, 
Lago  Vista 

Date:  June  16-17,  1979 

Duration:  Continuous:  2 days;  Saturday- 
Sunday 

Fee;  $60 

Designed  for:  Voluntary  and  paid  part-time 
members  of  family  practice  residency 
programs 

Credit:  AAFP.  12  hours 

Contact:  Maurice  Hitchcock,  McLennan 
County  Medical  Education  & Research  Foun- 
dation, Box  3276,  Waco,  TX  76707 


Internal  Medicine 


Title  Review  of  Internal  Medicine 

Sponsors  American  College  of  Physicians; 
Baylor  College  of  Medicine,  Houston 

Location  of  course'  Shamrock  Hilton  Hotel, 
Houston 

Date:  June  7-9,  1979 

Duration:  Continuous;  3 days;  Thursday- 
Saturday 

Fee;  ACP  members,  F.A.C  P , Residents  and 
Research  Fellows,  $180;  non  members, 

$240;  ACP  associates,  $90 

Designed  for;  General  practitioners. 
Specialists  in  Internal  Medicine 

Enrollment:  Minimum,  100;  Maximum,  300 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  18  hours 

Teaching  methods:  Audiovisual  materials, 
clinical  conference,  lecture,  open  question, 
panel,  seminar 

Contact.  Linda  Salsinger,  Postgraduate 
Department,  American  College  of  Physicians, 
4200  Pine  Street,  Philadelphia,  PA  19104 


Occupational  Medicine 


Title:  Interface  Occupational  Medicine 
and  Family  Practice 

Sponsors:  UT  Health  Science  Center  at 
Houston,  Occupational  Health  Section, 
Department  of  Community  Medicine  and  the 
Division  of  Continuing  Education 

Location  of  course:  Marriott  Hotel. 

2100  S Braeswood 

Date:  June  16-17,  1979 

Fee:  $100 

Credit;  Category  1 , AMA  Physician's  Recog- 
nition Award,  IOV2  hours 

Contact:  Division  of  Continuing  Education, 
Box  20367,  Houston,  TX  77030  713/ 
792-4671 


Ophthalmology 


Title;  Ophthalmology  Clinical  Conference 

Sponsors:  Depts  of  Ophthalmology  of:  UT 
Health  Science  Center  at  San  Antonio; 
Brooke  Army  Medical  Center,  Wilford  Hall, 
Lackland  AFB,  San  Antonio 


Location  of  course;  UT  Health  Science  Cen- 
ter at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio 

Date:  June  20-21 , 1 979 

Duration;  Continuous;  1 day;  8;30am- 
4,45pm;  6 total  course  hours 

Fee: To  be  announced 

Designed  for  Specialists  in  Ophthalmology 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award,  6 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact.  Office  of  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


Otolaryngology 


Title;  Cancer  of  the  Larynx:  Update  and  Re- 
view of  Current  Concepts  of  Management 

Sponsors:  Department  of  Otolaryngology,  UT 
Medical  Branch,  Galveston 

Location  of  course:  UT  Medical  Branch,  Gal- 
veston 

Date:  June  7,  1979;  Basic  principles,  surgical 
laboratory 

June  8,  1979;  Advances  in  manage- 
ment, treatment,  and  rehabilitation 

Duration:  Continuous;  2 days;  Thursday- 
Friday;  8am-5pm 

Fee:  $50  per  day;  $25,  residents,  all  inclusive 

Designed  tor.  Specialists  in  Otolaryngology 

Credit  Category  1 , AMA  Physician's  Recogni- 
tion Award;  15  hours 

Teaching  methods:  Audiovisual  materials, 
enrollee  performs  procedure,  laboratory 
work,  lecture,  open  question,  panel,  patient 
demonstration,  seminar 

Contact:  Bruce  Leipzig,  MD,  or  Bryon  J, 
Bailey,  MD,  UT  Medical  Branch,  Galveston, 
TX 77550 


Title;  Second  Annual  Alumni  Day:  To  be  held 
in  conjunction  with  course  'Cancer  of  the 
Larynx.'  June  7-8 

Sponsors;  Department  of  Otolaryngology,  UT 
Medical  Branch,  Galveston 

Location  of  course  UT  Medical  Branch,  Gal- 
veston 

Date:  June  9,  1979 

Duration:  Continuous;  1 day:  772  hours  in- 
struction per  day;  Saturday;  8am-5pm 

Fee:  $50 

Designed  for;  Specialists  in  Otolaryngology 

Credit:  Category  1 , AMA  Physician's  Recogni- 
tion Award;  I'h  hours 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  Bruce  Leipzig,  MD,  or  Bryon  J. 
Bailey,  MD,  UT  Medical  Branch,  Galveston, 
TX  77550 


Pediatrics 


Title;  Annual  Review  Course  in  Pediatrics 

Sponsors:  Baylor  College  of  Medicine,  Hous- 
ton 


Location  of  course:  Marriott  Motor  Hotel, 
Houston 

Date:  June  2-3,  1 979 

Duration:  Continuous;  2 days 

Fee:  To  be  announced 

Designed  for  General  practitioners; 
Specialists  in  Pediatrics 

Credit  Category  1 . AMA  Physician's  Recogni- 
tion Award;  hours  to  be  announced 

Teaching  methods;  Audiovisual  materials, 
lecture,  open  question,  panel 

Contact:  Fred  M Taylor,  MD,  Director,  Office 
of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston, 

TX  77030 


Title:  The  Kenneth  C.  Haltalin  Pediatrics 
Seminar 

Sponsors:  Department  of  Pediatrics,  UT 
Health  Science  Center  at  Dallas:  A.  Webb 
Roberts  Center  for  Continuing  Education.  Dal- 
las 

Location  of  course:  Children's  Medical 
Center,  1935  Amelia,  Dallas 

Date:  June  8-9,  1 979 

Duration:  Continuous;  1X2  days 

Fee:  $75 


Designed  for  General  practitioners; 
Specialists  in  Pediatrics 

Credit  Category  1 , AMA  Physician's  Recog- 
nition Award;  9 hours 

Teaching  methods:  Audiovisual  materials, 
lecture,  open  question,  panel,  seminar 

Contact:  George  J Race.  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dal- 
las. TX  75235 


Other:  Otorhinolaryngology 


Title:  5th  Annual  Voice  Institute 

Sponsors:  Department  of  Otorhinolaryn- 
gology and  Communicative  Sciences,  Baylor 
College  of  Medicine;  Division  of  Audiology 
and  Speech  Pathology.  Methodist  Hospital; 
Houston 

Location  of  course;  Jesse  Jones  Library 
Auditorium,  Texas  Medical  Center,  Houston 

Date:  June  9-10,  1979 

Duration:  Continuous;  2 days;  Saturday- 
Sunday 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston.  TX  77030 


The  Continuing  Education  Courses  section  is 
prepared  by  Ms  Patricia  Jeter,  administrative 
assistant  for  continuing  medical  education, 
Texas  Medicine  Department. 
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Presented  by  the  following  Chapters  of  the  TEXAS  ACADEMY  of  FAMILY  PHYSICIANS 
Galveston,  Sam  Houston,  Harris  County,  Brazos  Valley,  and  Southeast  Texas 
with  cooperation  of  BAYLOR,  TEXAS  A & M,  and  UNIVERSITY  OF  TEXAS 
MEDICAL  SCHOOL  at  GALVESTON  and  HOUSTON. 


SPEAKERS- 

SUBJECTS- 

ACCREDITATION- 

Chosen  for  ability 

Practical  & 

16  Prescribed  Hours 

to  communicate 

clinical 

by  A.A.F.P. 

REGISTRATION  FEE: 
Advance;  $ 75. 

At  Conference:  $ lOO. 


SPECIAL  PROGRAM  FOR  LADIES  & CHILDREN  ^ EXHIBITORS  ^ 


for  complete  program  write:  GERALD  W.  MANESS,  M.D. 

2 0 50  NORTH  LOOP  OFFICE  PARK,  Suite  130 
HOUSTON,  TEXAS  77018 


TEXAS  MEDICINE 


S o (D  3 5^9■ao  3 S 
° og  Si  c 


o SK  m 

Q)  ^ O 5 n C/5 

^ m 5 41s  f S 

2^  o 3 S®  o 

,/v  =(  CO  O 


5 CO  3 

0)  C 5 
c 9-  w Ho 
w (D  -r  < CD 
m ^ '-s 

C , CO  ^ ? 

^ O’  D 3 

® a--g 

WT3  „ =!.< 

o^S  o'' 

O => 

2o 

a§“^ 

Q.  3 CO 

c CO  3 
lO  gS  c 
O H o CD 

® a 

gg'?-"’ 


» CO  — u 

0>  CO  ^ 
Q.  CO  H ^ 

(T)-0 

a)  o “ ^ 

gSg- 

(D^  O 

o o a 1. 

° “ c 3 

(7>  ^ o a 

SD.°  I 

O 03 


^ O’  ^ 5?. 

ii?f 

•^o'gi 

o « a 

0.3  3 ? 

o a — <» 

3 ?°'< 

.O  3 O 5 
o O 0)  « 
o ^ ^ 

3 o 'O  H 

< 3 Q).  O 

— 5 5) 

W o “ 

< T 
CD 


cr  o 0)  ?r  o 

CD  ^ 3 5 O 
3 03  X CO  3 

o^.S-o'H 

5)'^  CO  Q) 

= • a o s 

C CO  rn  13  ^ 

!1^a| 

i3§"S 

3 0)  - Ho 

- r-H  o 

03  ^ H CD  3 

aa'g'S 

o-SS-tD  g 3 
i:0  05  o 
c — ro  g-S 

O Q)  "O  CO  CO 

^ g 3 0 O 

O H CO  Q. 

CO  CD  CO  ct) 

'^3 


O?  OD 
a a SB. 
0 = 0 

O 5 TJ 

“Is 

o ? 

_ 3 O- 

CO  =■ 
— 0)  3 
O (o 
3 w- 
0)  ^TJ 

Q-  3 0) 
0)  U ^ 
3^  CD 


CD 


$ 


H o o 


0) 


CD  *< 


acQ 
C ^ CO  CD  S’ 
CD  Q)'<  3 O 

■ o 
3 


Q5  =.  S 

,^3-0 
y?  o 

CO  o*  3 

O ="0 
3 O (D 
^«CD 
*0 
o 
a 


0—0 


s.  c ;^  < O’ 

o 5 ^ 

0 8 8°° 
m s;  o--„p 
aas  s 8 
c a to  3 SB 

B (/j  g g o. 
o a 5 ’o)  o 

°|^P 

® i(Q 

n o CD  5 

CD  CD  "O  Qj  Q) 

to  c a 3 Q. 

" o c 5; 
05,  a o 

“•a  ® ^ 

§°5 

(D  £U  C 

8 

S ° 

Q:  — < > — . 

CO  Q.  O O 
■0^30 
O ^ . 83 
CO  CO 


^SS5o( 

S-o.®  c ; 

® ^ d 3 C 

fTl  o ^ Q.  • 

I 

O 0)  ^ 


3 CO 
O CD 


CD 


Baa 

« “ w 
® Q.> 

3 a o- 
“ ® g 

CD 

O OQ> 
^iO 

®&a 

$ "O  w 

S ^ 3 

=5^  CO  g 

CT  CO  ^ 

0)  § Q) 
“'  H 3 
O’  CO  CD 

S ■ o 
- 5° 

03  ^ CO 

CO  Q-co 

§ I 8 

Q.fflg 

a « o 

O '<  O 

03  — 

o-?l 

o 


-Q  =?•,  = 0)  CO 

Q R o 5 < 


Q.  CD 

o a 


s3  0)  Q)  O 
- .7  CO 

g5g.8o 

a-o  < o. 

tD  '*  O.  to  CD 

8i.8f3 

n acD  ~g 

=r“  0“  ^ 

S a 

c S’  Q-  = 

CD  3 3 ^'< 

2 DJ  Q.  =>  O 
- Q)  a 


3,e  00 

CD'S  0>  0)  0>  2 o 
o “ 5 c:  t=  ^ 3 

ST  o 3.  o o a ~ 

— 00  5 o g CD  3 

fl)  _r(Q  3 3 OS- 
S' B C Q. 

3 S Z §-  3 Q.  2 
°aao®®s 
pgoojo’^Q* 

<OCD3*- 
m -^  f—  o 


r O 03 


' S c 


^ 0 


c o 

CO  3 


' ' CD  ^ 

aaO-S 


0)  H 


CD'< 

'<  - 
0,  O'  CL„  3 
D a,  a o 
g“  D CD 

a o o s "> 

C/,  g § s ® 

® g < 3 D 

CD  S a D)  ;; 
2 Q.  m ■<  CD 

^ S 2 CD  c 

O « -O  CD 

CO  ^ ^ o 

9 CD  Q_  CD  >< 

? o 

0) 


CD 

c ^ ^ 

C-D  3 < ^ 

CO  0)  3 O O -, 

CD  ^.-O  to  -r^  ^vi 

a o w ^ ^ 03  ^ 

f^^  =3  ■<  0)  5i.CQ  m 

K </)  0-0  5 CD  a 

S-  -<  SlD  ^ CO 

c CD  o H > CD 
3 n f;  -2  CO  o ^ 
o c ^ ^ ^ c ^ 

f 5 B a g ° I 

■S-iQ  g ° ° -< 

-03  17 -O  3 p 

=5  O CD  CD  o 
o 3 _ 3 ^ § 5 
q -o  O-o  0)  Q,  ct 


CD 


CD(Q 


CD 

O’  a c 
= o c 
gSE 

CDCQ  : 
Q.  CD  C 

O O c 

- 3 : 

o^: 

c cd] 
Q.  H - 

^ CD  C 

0)  ^ c 
S’  2 ; 


is: 

£ =■  ■ 
a CD  , 
0>c-j 
3 _.v 
(/)  3 - 

ii  ® ! 
oi; 
i o' 

I§1 


O 3 : 
ro  a ' 


:o3 


CD  D?  zr 
■:<  O CD 

Z ^ r“ 

2a“ 
? ^a 

3 3 a 

x5  2 CT> 

^ o CO 

O 3 


JJ 


3 0)  0) 

L 0)  CQ  3 

!§■.«§ 

|8®g 

tg-°  S 

I g® 

■ aao 

I a D.§ 

i S £ "- 

> - (Q  Q. 

S ^ “ CD 

S O 
) O CD  CD 

^5^2. 

! a “ ° ' 
r o 2"o ' 

> ^ CD  17^ 
5 CO  3 0)  ^ 
_ 0)  2.  3 'I 

r =5  Z7  =5  , 
? CL  n,  0) 

LonS: 

>gi|i 

8 O' 


Sm  aa  3 O' 

CO  C CO  5 c ^ 
^ 3 O 3 CO  ^ 

0.0  c o q 

g_o  H 2 ^ 5 

<2  3 o CO  g 

g 'D  S ^"S  s 

ct8  dgacL 

CD  O p < O W 
Q-,2  CD 


a y-cQ  ^ s 
c O CT^  ^ 
a cr  CO  a 3 

<o8l8B§ 

O Q-  o CD  q X 
5 O Q-"^  —■  CD 
CQ  o CD  fl)  ^ 

C CD  5-  ' ^ 

2 2 3=^ 

g CO  o “CQ  ^ 
0)  w CO  .CD  c" 
g 8.  o o « 5 

“z°i;Sa 

? I 8 5^  § 

f ° 8 1-“ 

og  ® a a 

S3-.  3 O O’  ^ 
a CD  ° CD  S 
° - g Z!  QJ 
Q o CO 
CD  CD 
CO  Q. 


O’  ^ w "O  O’ 

;=■  o — 3 •< 

2 o "O  q -Q 

Ssaggl 

<^P  Pi 

Ci?.  2 3-  Q.  O 
O Q-  CD  '<  3 

3 CO  CD  CO  * 

- -O  Q-  CD  o 
“OCDCDdO- 
0)  CD  O 3"  fl) 

9^  §-  CD  5)  (Q 

9-'  ■ ■ CD 

S go®  “ 

S3oi° 

“iiR- 

s s ® & 
a S 8 ® ' 

o CO  P f g 

“ g S g 

® ^ ,8  - 
°'a‘g  CD  S' 

8-^  ”“(5 

!D  a°  s a 

O CD  CO  - P 
Q 3 Q O 


^l§  § ? 


MF^^fCgiSIE  IN  LITERATURE 


In  the  TMA  Library 

Bromage  PR:  Epidural  Analgesia.  Philadelphia,  WB 
Saunders  Company,  1978, 

Chandra  RK,  Newberne  PM:  Nutrition,  Immunity,  and  In- 
fection: Mechanisms  of  Interactions.  New  York,  Plenum 
Press,  1977. 

Cooley  RN,  ’Schreiber  MH:  Radiology  of  the  Heart  and 
Great  Vessels,  ed  3.  Baltimore,  The  Williams  & Wilkins 
Company,  1978. 

Eckstein  HB,  Hohenfellner  R,  Williams  Dl  (eds):  Surgical 
Pediatric  Urology.  Philadelphia,  WB  Saunders  Company, 
1977. 

Friesen  SR  (ed):  Surgical  Endocrinology:  Clinical  Syn- 
dromes. Philadelphia,  JB  Lippincott  Company,  1978. 

Gross  F (ed):  Antihypertensive  Agents.  New  York, 
Springer- Verlag,  1977. 

Jawetz  E,  Melnick  JL,  Adelberg  EA:  Review  of  Medical 
Microbiology,  ed  13.  Los  Altos,  Calif,  Lange  Medical 
Publications,  1978. 

Johnson  PC:  Peripheral  Circulation.  New  York,  John 
Wiley  & Sons,  1978. 

Kleid  JJ:  Echocardiography:  Interpretation  and  Diag- 
nosis. New  York,  Appleton-Century-Crofts,  1978. 

McKusick  VA:  Mendelian  Inheritance  in  Man:  Catalogs  of 
Autosomal  Dominant,  Autosomal  Recessive,  and  X- 
Unked  Phenotypes,  ed  5.  Baltimore,  The  Johns  Hopkins 
University  Press,  1978. 

McNulty  JG:  Radiology  of  the  Liver.  Philadelphia,  WB 
Saunders  Company,  1977. 

Marler  EEJ  (ed):  Pharmacological  and  Chemical  Syno- 
nyms: A Collection  of  Names  of  Drugs,  Pesticides  and 
Other  Compounds  Drawn  from  the  Medical  Literature  of 
the  World,  ed  6.  Amsterdam,  Excerpta  Medica,  1976. 


Moe  JH,  Bradford  DS,  Winter  RB,  et  al:  Scoliosis  and 
Other  Spinal  Deformities.  Philadelphia,  WB  Saunders 
Company,  1978. 

Perloff  JK:  The  Clinical  Recognition  of  Congenital  Heart 
Disease,  ed  2.  Philadelphia,  WB  Saunders  Company, 
1978. 

Rich  NM,  Spencer  FC:  Vascular  Trauma.  Philadelphia, 
WB  Saunders  Company,  1978. 

Roaf  R:  Posture.  New  York,  Academic  Press,  1977. 

Rothfeld  B (ed):  Nuclear  Medicine:  Endocrinology.  Phila- 
delphia, JB  Lippincott  Company,  1978. 

Race  RR,  Sanger  R:  Blood  Groups  in  Man,  ed  6.  London, 
Blackwell  Scientific  Publications,  1975. 

Schein  CJ:  Postcholecystectomy  Syndromes:  A Clinical 
Approach  to  Etiology,  Diagnosis,  and  Management. 
Hagerstown,  Md,  Harper  & Row,  1978. 

*Sutow  WW,  Vietti  TJ,  ‘Fernbach  DJ  (eds):  Clinical  Pedi- 
atric Oncology,  ed  2.  St  Louis,  1977. 

Takahashi  M:  Atlas  of  Carotid  Angiography.  Tokyo, 
Igaku-Shoin,  1977. 

Wallach  J:  Interpretation  of  Diagnostic  Tests:  A Hand- 
book Synopsis  of  Laboratory  Medicine,  ed  3.  Boston, 
Little,  Brown  and  Company,  1978. 

West  KM:  Epidemiology  of  Diabetes  and  Its  Vascular 
Lesions.  New  York,  Elsevier  North-Holland  Inc,  1978. 

Willerson  JT,  Sanders  CA  (eds):  Clinical  Cardiology. 

New  York,  Grune  & Stratton,  1977. 

Zaino  C,  Beneventano  TC:  Radiologic  Examination  of  the 
Orohypopharynx  and  Esophagus.  New  York,  Springer- 
Verlag,  1977. 

Zmijewski  CM:  Immunohematology,  ed  3.  New  York, 
Appleton-Century-Crofts,  1978. 


TEXAS  MEDICINE 


Now  261,000  Sq.  Ft. 

of  Superb  F acilities 

Anything  you  want  — from  a cozy  meeting  room  for  a small 
group  to  a coliseum  seating  7,138! 

THEATRE  STYLE  SEATING:  Exhibit  Hall,  3,800;  Meeting  Room  Area,  1,156; 
Coliseum,  7,138;  Acoustically  Perfect  Auditorium,  2,306. 

BANQUET  SEATING:  Exhibit  Hall,  1,984;  Meeting  Room  Area,  616;  Coliseum, 
1,000. 


EXHIBIT  SPACE:  91 ,792  sq.  ft.  to  accommodate  400  lO'xlO'  booths. 


MEETING  ROOMS:  13  rooms  from  340  sq.  ft  to  816  sq.  ft. 

ULTRA  MODERN  CONVENIENCES:  Catering  kitchen,  concession  stands,  of 
fices  for  users,  air  conditioning,  elevators,  accessories  and  equipment. 

AMARlH 

Call  collect  or  write  for  FREE  LITERATURE 

BOARD  OF  CONVENTION  AND  VISITORS  ACTIVITIES 
301  Polk  St  , Amarillo,  Texas  79101  , Dept.  TMC  Phone  (806)  374-9812 


is  wherettie  Heart  is! 
J^llS^afj.<:^trial  from  Erica  Wilson 
; N^leworl^,  :iS  a study  in 
; ■ creative  stifchery  thatcbrn- 
biries-sp^eclafernbroidery  anc 
. quifting  teSiniques.  . . 


r^ersaritine  is  a non-nitrate 
icorpnary  vasodilator  with 
■ no  known  contraindications, 

: for  the  long-term  therapy 
. bf  chronic  angina  pectoris* 

. The  key  . to  Persantine  efficacy 
give  enough:  .long  enough 


Persantine’ 

(dcvrdamole) 


‘INDICATIONS— Based  on  a review  of  this 
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National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indication 
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before  the  second  or  third  month  of  continuous 
therapy. 

Tablets  of  25  mg 

For  complete  details,  please  see  the  full  pre- 
scribing information. 


Boehringer  Ingelheim 

Boehringer  Ingelheim  Ltd 
Ridgefield.  CT  06877 


TtlK  P’LYlNt;  MKDICS 
Farf'o  Internation  id  Travel 
and  Mildred  Robertson 
u,  , Ho  ANNOUNCK 

I^ibclaisian  Tom 

PARIS,  MONTPELLIER,  LYON 


Depart  Houston  via  Air  France  October  1,  1979,  non-stop  I’aris. 
Return  Houston  October  20,  1979. 

Medical  history  programs,  visits  to  famous  hospitals  and  history 
of  medicine  museums  are  scheduled  in  the  three  medical  centers. 

Itinerary  also  includes:  Normandy— the  landing  beaches,  Mont 
St.  Michel;  Tours  and  chateaux,  Bordeaux  and  wine;  Carcassonne, 
medieval  walled  town;  Nimes,  Avignon  and  Beaune,  plus  time  on 
your  own. 

Group  limited  to  20  persons.  Reserve  now! 

Inclusive  cost  per  person  $ 18,50 1 subject  to  change) 

First  class  hotels,  private  motor  coach. 

For  details,  write  or  telephone  Mildred 
Robertson,  Fargo  International  Travel,  2217 
Market  Street,  Galveston,  Texas  (713) 

7 63-2445.  Or,  1612  Avenue  H,  Galveston. 

762-7177. 

Deposit  per  person  $220 
Single  supplement  $210 


Bank  Financing 
I for  Physicians 

I We  specialize  in  equipment  leasing  and  financing, 
unsecured  loans  and  lines  of  credit  to  Physicians 
And  we  handle  it  alt  by  mail. 

I 
I 
I 
I 
I 
I 
I 


Unsecured  loans  with  optional  dollar  amounts 
(to  $10,000),  optional  payment  schedules.  Equipment 
leasing  to  give  you  tax  advantages,  restore  operating 
capital,  convert  unused  depreciation  to  cash.  And  lines 
of  credit  to  provide  for  future  cash  needs. 

We  charge  tax  deductible  bank  rates.  You  won't  spend 
any  of  your  valuable  time  at  your  bank,  and  you'll  re- 
serve your  regular  bank  credit  for  times  when  you 
really  need  it. 

For  further  information,  complete  and  mail  this  coupon 
today.  1 want  to  know  more  about; 

_ Unsecured  Loans  _ Sale  & Lease  Back  Plans 
_ A Line  of  Credit  — Lease-Purchase  Plans 
_ Equipment  Leasing  _ Equipment  Financing 


Dr 

Address . 
City 


Phone , 


State. 


JbxEXRS  BRNK 

X RND  TRUST  COMPRNY 


ProfeMional 
Service*  Division 

P.  0.  Box  101  Jacksonville,  Texas  75766 


91 


Volume  75  May  1979 


DEATHS 


C.  C.  Burns 

Coleman  Craig  Burns,  MD,  a long-time  Abilene  physician 
and  member  of  the  Taylor-Jones  Counties  Medical  Soci- 
ety, died  Dec  15,  1978.  He  was  84. 

A native  of  Little  Rock,  Ark,  Dr  Burns  was  graduated 
from  the  University  of  Tennessee  College  of  Medicine  in 
1917.  His  internship  was  at  City  Hospital,  Louisville,  Ky; 
his  residencies  were  at  Barnes  Hospital,  St  Louis,  and 
North  Chicago  Hospital  and  Clinic.  From  1920  to  1925  Dr 
Burns  was  an  instructor  of  anatomy  at  the  University  of 
Tennessee  College  of  Medicine.  In  1942  he  served  as 
examiner  for  the  US  Army  Induction  Center  in  Tyler.  He 
later  served  a residency  in  otorhinolarnygology  at  the 
University  of  Iowa  Hospital  in  Iowa  City,  Iowa.  Dr  Burns 
practiced  in  Longview  and  Henderson,  Tex,  before  mov- 
ing to  Abilene  in  1946. 

Survivors  include  his  wife,  Maudie  Mae  Lilly  Burns, 
Abilene;  son,  Coleman  Burns,  Jr,  MD,  Waterloo,  Iowa; 
daughter,  Mrs  Earl  Lewis,  Houston;  sister,  Mrs  Gene 
Butler,  Dallas;  five  grandchildren;  and  one  great-grand- 
daughter. 

R.  W.  Crosthwait 

Robert  Wilson  Crosthwait,  MD,  a long-time  Waco  resi- 
dent, died  Jan  27,  1979. 

Dr  Crosthwait,  74,  was  born  in  Holland,  Tex;  attended 
public  schools  in  Waco;  and  was  graduated  from  Baylor 
University.  He  received  his  medical  education  at  Baylor 
University  College  of  Medicine  and  then  completed  an 
internship  at  Harper  Hospital,  Detroit.  After  attending  the 
graduate  school  of  medicine  at  the  University  of  Pennsyl- 
vania, Dr  Crosthwait  returned  to  Waco  where  he  served 
as  city  health  officer  for  three  years.  Following  this,  he 
began  a practice  of  general  and  urological  surgery  which 
lasted  until  the  time  of  his  death.  The  McLennan  County 
Cardiopulmonary  Foundation  has  been  created  by  the 
Crosthwait  family  and  their  supporters  as  a lasting  tribute 
to  Dr  Crosthwait. 

Survivors  include  his  wife,  Edna  Maude  Aynesworth 
Crosthwait;  daughter,  Mrs  Robert  Bennett;  son,  Robert  W. 
Crosthwait,  Jr,  MD;  and  seven  grandchildren,  all  of 
Waco. 

W.  L.  Ford 

Walter  Luckie  Ford,  MD,  former  chief  of  staff  at  the 
Veterans  Administration  Hospital  in  Waco,  died  Dec  26, 
1978.  He  was  64. 


The  native  of  Goldthwaite,  Tex,  attended  The  University 
of  Texas  at  Austin  and  was  graduated  from  UT  Medical 
Branch  in  1938.  He  remained  in  Galveston  to  serve  an 
internship  at  John  Sealy  Hospital.  His  residencies  in 
neurology  and  psychiatry  were  at  the  Washington  Uni- 
versity Affiliated  Hospitals  in  St  Louis  and  the  Institute  of 
the  Pennsylvania  Hospital  in  Philadelphia.  He  served  as 
division  psychiatrist  with  the  36th  Division  during  World 
War  II.  In  1946  he  joined  the  Veterans  Administration 
Hospital  in  Waco  and  served  as  chief  of  staff  for  more 
than  21  years. 

Dr  Ford  is  survived  by  his  wife,  Louise  Jones  Ford, 
Waco;  daughters.  Sue  Dennis,  Waco,  and  Gerry  Kasz- 
czuk,  Lufkin;  son,  David  L.  Ford,  Baltimore,  Md;  mother, 
Mrs  Marvin  Laughlin,  Goldthwaite;  sisters,  Mrs  Dave 
Williamson,  Willis,  Tex,  and  Rachel  Spiller,  MD,  Houston; 
brothers,  Hamilton  Ford,  MD,  La  Marque,  and  John  D. 
Ford,  Houston:  and  five  grandchildren. 

T.  M.  Howie 

Thomas  Matison  Howie,  MD,  a long-time  resident  of 
Albany,  Tex,  died  Jan  28,  1979.  The  family  physician  was 
a member  of  the  Eastland-Callahan-Stephens- 
Shackelford-Throckmorton  Counties  Medical  Society,  a 
life  member  of  the  American  Academy  of  Family  Phy- 
sicians, and  a member  of  the  American  Tennis  Associa- 
tion. 

Born  in  Venus,  Tex,  Dr  Howie,  70,  was  a graduate  of 
Trinity  University  and  Louisiana  State  University  Medical 
Center.  During  1937-1938  he  served  an  internship  at 
Shreveport  (La)  Charity  Hospital.  He  practiced  in  Snyder, 
Tex,  before  moving  to  Albany  in  1946. 

Survivors  include  Dr  Howie’s  wife,  Elizabeth  Ray 
Howie,  Albany;  son,  Thomas  M.  Howie,  Jr,  Fort  Worth; 
daughter,  Helen  Humber,  Texarkana;  and  two  grand- 
children. 

F.  L.  Hutchins 

Fabian  Leon  Hutchins,  MD,  a retired  San  Angelo  phy- 
sician, died  Jan  7,  1979.  He  was  an  honorary  member 
and  past  president  of  the  Tom  Green  Eight  Counties 
Medical  Society. 

A native  of  Raywick,  Ky,  Dr  Hutchins,  77,  attended  St 
Joseph’s  College  in  Rennselear,  Ind,  and  the  University  of 
Louisville  (Ky).  After  graduating  from  the  University  of 
Colorado  School  of  Medicine  in  1927,  he  served  an 
internship  at  Colorado  General  Hospital  in  Denver.  During 
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1931-1933,  he  attended  the  graduate  school  of  medicine 
of  the  University  of  Pennsylvania  in  Philadelphia  and  was 
granted  the  degree  of  Master  of  Medical  Science  for 
graduate  work  in  gastroenterology.  Dr  Hutchins  began  his 
practice  in  San  Angelo  in  1934  and  later  served  as 
chairman  of  the  San  Angelo  Board  of  Health. 

Survivors  include  his  wife,  Mabel  L.  Hutchins,  San 
Angelo;  son,  Robert  L.  Hutchins,  Albuquerque,  NM; 
daughter,  Juliana  Stackpoole,  Birmingham,  Mich;  and  six 
grandchildren. 

R.  G.  McCorkle 

Robert  George  McCorkle,  MD,  a Houston  surgeon,  died 
Jan  24,  1979. 

A native  of  San  Antonio,  Dr  McCorkle,  55,  was  a 1946 
graduate  of  Baylor  University  College  of  Medicine.  After 
an  internship  at  Santa  Rosa  Medical  Center,  San  Antonio, 
he  served  general  and  thoracic  surgery  residencies  at 
George  Washington  University  Hospital  in  Washington, 
DC,  and  the  Hospital  of  the  Good  Samaritan  Medical 
Center  and  the  Childrens  Hospital,  both  in  Los  Angeles. 
He  practiced  in  San  Antonio  and  Austin  before  moving  to 
Houston  in  1963. 

Dr  McCorkle  is  survived  by  his  wife,  Peggy  Clark 
McCorkle,  Houston;  son  Robert  G.  McCorkle,  Houston; 
daughters,  Mrs  E.  M.  Jacquet,  Chicago;  Mrs  R.  A. 
Schmidt,  Patricia  McCorkle,  and  Mrs  D.  E.  Elmer,  all  of 
Houston;  brother,  H.  L.  McCorkle,  MD,  Maryland;  and 
step-mother,  Mrs  R.  G.  McCorkle,  San  Antonio. 

O.  J.  Potthast 

Otto  James  Potthast,  MD,  an  honorary  member  of  Bexar 
County  Medical  Society  and  Texas  Medical  Association, 
died  Jan  5,  1979.  Dr  Potthast,  85,  was  Bexar  County's 
longest  practicing  surgeon  when  he  retired  in  1973. 

Born  in  Weimar,  Tex,  he  was  graduated  from  Texas  A&M 
University  and  UT  Medical  Branch,  and  interned  at  Santa 
Rosa  Medical  Center,  San  Antonio.  A specialist  in  proctol- 
ogy, Dr  Potthast  began  private  practice  in  San  Antonio  in 
1919. 

Survivors  include  his  wife,  Edna  Byars  Potthast,  San 
Antonio;  nephew,  Henry  F.  Potthast,  Cotulla,  Tex;  nieces, 
Dorothy  Potthast  Massey,  Columbus,  Tex;  Phyllis 
Potthast  Alford,  Henderson,  Tex;  and  Cynthia  Potthast, 
San  Antonio. 


F.  L.  Snyder 

Frank  LeRoy  Snyder,  MD,  a retired  Fort  Worth  surgeon, 
died  Dec  28,  1978.  Dr  Snyder,  85,  was  an  honorary 
member  of  Tarrant  County  Medical  Society  and  Texas 
Medical  Association,  and  past  president  of  the  Fort  Worth 
Surgical  Society. 

The  native  of  Fort  Worth  was  a 1921  graduate  of  the 
University  of  Michigan  Medical  School  and  later  served  as 
an  instructor  in  surgery  there.  His  internship  was  at  the 
University  of  Michigan  Hospital.  In  1925  he  returned  to 
Fort  Worth  where  he  later  served  as  chief  of  staff  at  St 
Joseph  Hospital. 

Survivors  include  his  wife,  Eloise  MacDonald  Snyder; 
daughter,  Mrs  Claire  McDermott;  sons,  Frank  LeRoy 
Snyder,  Jr,  and  Jay  McDonald  Snyder;  three  sisters;  one 
brother;  six  grandchildren;  and  two  great-grandchildren, 
all  of  Fort  Worth. 

S.  L.  Stevenson 

Stanley  Lee  Stevenson,  MD,  53,  a member  of  Dallas 
County  Medical  Society,  died  Jan  22,  1979. 

Dr  Stevenson  was  born  in  Dublin,  Tex,  and  received 
his  premedical  education  at  McMurry  College,  Abilene, 
and  Baylor  University.  After  graduating  from  UT  South- 
western Medical  School  in  1953,  he  interned  at  Park- 
land Memorial  Hospital,  Dallas. 

Survivors  include  Dr  Stevenson’s  wife,  Virginia  Young 
Stevenson,  Dallas;  sons,  Stanley  L.  Stevenson,  Jr,  Car- 
rollton, Tex;  Claude  F.  Tice,  San  Marcos;  Louis  G. 
Stevenson,  Austin;  Charles  A.  Stevenson  and  Mark  L. 
Stevenson,  both  of  Dallas;  daughter,  Lisa  C.  Stevenson, 
Dallas;  mother.  Ruby  Stevenson,  Dublin;  brother,  Tom  H. 
Stevenson,  Arlington;  and  one  grandchild. 

W.  K.  Strother,  Jr 

William  Kemp  Strother,  Jr,  MD,  Dallas,  died  Jan  31,  1979. 
Dr  Strother,  77,  was  chief  of  obstetrics  and  gynecology 
at  Baylor  University  Medical  Center  for  23  years  and 
served  as  chairman  of  the  medical  board  for  five  years. 

A native  of  Pottsboro,  Tex,  Dr  Strother  was  graduated 
from  UT  Medical  Branch  in  1924.  He  completed  post- 
graduate training  at  Charity  Hospital  and  University  Hos- 
pital, both  in  Cleveland,  Ohio. 

Survivors  include  his  wife,  Drusilla  McCullough 
Strother;  sons,  William  Kemp  Strother  III,  MD,  and  T. 
McCullough  Strother;  sister,  Martha  D.  Strother;  and 
brother.  Rev  Joe  S.  Strother,  all  of  Dallas. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


C.  C.  BURNS 
Abilene,  1894-1978 

R.  W.  CROSTHWAIT 
Waco,  1904-1979 

W.  L.  FORD 
Waco,  1914-1978 

T.  M.  HOWLE 
Albany,  1908-1979 


F.  L.  HUTCHINS 
San  Angelo,  1901-1979 

R.  G.  McCORKLE 
Houston,  1923-1979 

O.  J.  POTTHAST 
San  Antonio,  1893-1979 


F.  L.  SNYDER 

Fort  Worth,  1893-1978 

S.  L.  STEVENSON 
Dallas,  1925-1979 

W.  K.  STROTHER,  JR 
Dallas,  1901-1979 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information; 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 


TEXAS  MEDICINE 


Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $17.50  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  alloNwed  for  six  months'  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Clinics 


THE  FORT  WORTH  CUNIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 


Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendra  J.  Belli,  MD 
John  M.  Church,  MD 
Thomas  J.  Coleman,  MD 
Robert  R.  Dickey,  MD 
Ferd  E.  Garrison,  Jr,  MD 
Cortell  K.  Holsapple,  MD 
John  E.  Johnson,  Jr,  MD 
O.  M.  (Jack)  Phillips.  MD 


GENERAL  SURGERY 
John  H.  Sewell,  MD 
Robert  L.  Sewell,  MD 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  MD 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  MD 
Dixon  Presnall,  MD 
Harry  H.  Whipp,  MD 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Jr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 

RADIOLOGY 
Otto  H.  Grunow,  MD 


TMA  News  Hotline  Recording 

Call  1-800-252-9357  for  current 
legislative  information.  It's  toll  free, 
24-hours  a day,  seven  days  a week. 

. . . Another  service  of  your  association 


MALONE  AND  HOGAN  CUNIC 
1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
J.  W.  Tipton.  MD 

GENERAL  SURGERY 
J.  E.  Mathews,  MD,  FACS 

GENERAL  AND 
VASCULAR  SURGERY 
N.  Rao,  MD,  FACS 


ORTHOPEDIC  SURGERY 


INTERNAL  MEDICINE 
J.  H.  Burnett,  Ir,  MD 
W.  A.  Riley.  MD 
R.  S.  Grifiin,  MD 
V.  T.  Smith,  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall,  MD 


FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 


PEDIATRICS 
J.  M.  Woodall,  MD 
B.  R.  Owen,  MD,  FAAP 
R.  Marc  Schwarz,  MD 

PSYCHOLOGY 
Ron  Cohorn,  PhD 

DERMATOLOGY 
Merrill  M.  Cooper,  MD 

RADIOLOGY  & NUCLEAR 
MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 

UROLOGY 

J.  W.  Cowan,  MD 

PODIATRY 
Bradford  Glass,  DPM 

PATHOLOGY 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler,  MD 

ADMINISTRATION 

R.  L.  Heith,  Administrator 


RUGELEY  AND  BLASINGAME  CUNIC 

2100  North  Fulton  Street,  Wharton,  Texas 


Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  MD 

D.  W.  Samuelson,  MD 
Janet  L.  Strickland,  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 
C.  E.  Woodson,  MD 

PEDIATRICS 
F.  W.  Kolle,  MD 
F.  F.  Regueira,  MD 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr,  MD 
W.  C.  Yankowsky,  MD 

UROLOGY  ^ 

H.  Z.  Fretz,  MD 
GYNECOLOGY 
J.  A.  Wall,  MD 


OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  MD 
H.  E.  Secor,  MD 

C.  J.  Landivar,  MD 

OPHTHALMOLOGY 
V.  A.  Black,  MD 
OTOLARYNGOLOGY 
J.  L.  Holcomb,  MD 
ORTHOPEDIC  SURGERY 

E.  T.  Smith,  MD 
ANESTHESIOLOGY 
C.  G.  Spears,  MD 
DENTISTRY 

J.  R.  Kieler,  Jr,  DDS 
PATHOLOGY— CONSULTANT 
H.  M.  Perches,  MD 
RADIOLOGY— CONSULTANT 
L.  D.  O'Gorman,  MD 


HOUSTON  HEADACHE  CUNIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 

NEUROLOGY 

Ninon  T.  Mathew,  MD,  FRCP(C) 


TMA  Members  Retirement  Trust 


. . . Another  service  of  your  association 
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DIAGNOSTIC  CUNIC  OF  HOUSTON 


McGovern  allergy  clinic 


G448  Fannin,  Houston,  Texas  77030 
[fe'phone  713  797-9191 

■Mtemal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold,  MD 
Hugh  H.  Hanson,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 
Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  MD 
Thomas  G.  Vandivier.  MD 
Raymond  L.  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 

GERIATRICS 
Frederick  G.  Dorsey.  MD 

GASTROENTEROLOGY 
Dolph  L.  Curb,  MD 
W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  Jr,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 

HEMATOLOGY 
Edmund  N.  Gouldin.  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Ronald  R.  Galiione,  MD 
Paul  T.  Forth.  MD 


NEPHROLOGY 
K,  Ronald  Bingman.  MD 
R.  Robert  Durrett.  MD 
Matthew  J.  Godlewski,  MD 
Garry  Hagstrom,  MD 

NEUROLOGY 
Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr,  MD 
Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  L.  Middleman.  MD 
Martin  J.  Hrgovcic.  MD 

PATHOLOGY 

Paul  B.  Radelat,  MD 

Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 
William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Louis  C.  Waddell,  Jr.  MD 

RADIOLOGY 
William  L.  Hinds.  MD 
Charles  P.  Eldridge,  Jr.  MD 
David  D.  Lawrence.  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson.  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  MD 

RHEUMATOLOGY 
John  E.  Norris,  MD 

ADMINISTRATION 
Robert  B.  Hall. 
Administrator 


Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 

Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  £.  Smith,  MD 
James  A.  Ayers,  MD 
Eunice  W.  Chou,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Calvin  J.  McLerran,  PhD 
Michael  A.  McCormick,  PhD 
Glenna  M.  Kyle.  MS 
Iting  May  Lu,  MS 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Judith  H.  Marston,  PhD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

Herbert  C.  McKee,  PhD 
Richard  K.  Severs,  PhD 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
ALLIED  HEALTH  SCIENCES 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams.  MD,  PA  or  C.  David  Meadows,  MD,  PA 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd..  Suite  215,  Arlington,  Texas  76012;  817  277-1161 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  (S  Immunology 
Fellow.  AAA,  ACA.  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  MD,  FACA,  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA,  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

*Diplomate  American  Board  of  Allergy  & Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomate  of  the  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


Colon  6c  Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomats  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD.  FACA,  Allergy-Dermatology 
W.  A.  Crozier,  MD,  FACA,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


HUGH  C .WELSH,  MD 
Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


C.  D.  L.  CROMAR,  MD,  MS,  FRCSE,  FRCSC 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 


FT.  WORTH  PROCTOLOGIC  CUNIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth.  Texas  76104;  817  338-4501  (24  hours) 


LUCIUS  P.  COOK,  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 

Medical  City  II.  Suite  2218,  7777  Forest  Lane 
Dallas,  Texas  75230;  214  661-7655 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 

MANUEL  G.  LAGON,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 
Fort  Worth  Colon  and  Rectal  Clinic,  PA 

Colonoscopy,  Colon  and  Rectal  Surgery 

909  Eighth  Avenue,  Fort  Worth,  Texas  76104;  Telephone  332-1371 


L.  C.  PETTA,  MD,  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Fiberoptic  Colonoscopy 
Colon  and  Rectal  Surgery 

1556  W.  Magnolia,  Fort  Worth,  Texas  76104;  817  336-2971 


Dermatology 


lOE  M.  LEHMAN,  MD 
ROBERT  LEHMAN,  MD 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St..  Suite  500,  Lubbock,  Texas  79410 

DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 

GERALD  A.  CASID,  MD,  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7661 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 

ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 


SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 


Family  & General  Practice 


SAMUEL  SILVA,  MD 
Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas;  817  923-7374 


CYRIL  H.  SCHULMAN,  MD 
Hair  Transplantation 

6700  Bellaire  Blvd.,  Suite  F,  Houston,  Texas  77074;  713  771-7293 


Help  Yourself/Help  Your  Colleagues 
Call  512  477-5575  anytime — 

Confidential  counseling  for  troubled  doctors 

TMA  Physician  Health  Rehabilitation 
Hotline 

. . . Another  service  of  your  association 


TMA  Conference  Cassette  Tapes 


. ...  Another  service  of  your  association 

TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 
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Gastroenterology 


Gynecology 


CECIL  O.  PATTERSON,  MD,  FACP  RAYMOND  H.  ABRAMS,  MD,  FACOG 

_ , Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gastroenterology-  Gastroscopy,  Esophagoscopy  Gynecology— Medical  and  Surgical 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235  MiCTOSUrgGry 

214  358-2545  Breast  Analysis  and  Therapy 

3434  Swiss  Avenue,  Suite  401,  Dallas,  Texas  75204 
Telephone  214  823-1063 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


NISAR  AHMED,  MD 

Gastroenterology,  Gastrointestinal  Endoscopy, 
Gastrointestinal  Oncology 

Twelve  Oaks  Tower,  Suite  930,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  961-0115 


General  Surgery 


Hand  Surgery 


L.  Lee  Lankford,  MD  and  Peter  R.  Carter,  MD 
HAND  SURGERY  ASSOCIATION 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246;  214  823-5351 


ROBERT  E.  BUNATA,  MD,  PA 
B.  I.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


BURT  B.  SMITH,  MD,  FACS 

Surgery  HypnOSis 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery  

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025;  523-8323 


BRYAN  V.  WILLIAMS,  MD,  FACS 

Diplomate  American  Board  ol  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002;  227-5505 


LeROY  J.  KLEINSASSER,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  821-2356 


ROBERT  I.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104;  335-8311 


THE  GLOVER  CUNIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM,  JR.,  MD 

% 

Psychiatry 

Individual  Psychotherapy  d Hypnotherapy 

6300  Hillcroft,  Suite  315,  Houston,  Texas  77081;  713  771-5809 

Neurology 


ROBERT  M.  STECKLER,  MD 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  214  827-9880 


HOUSTON  SURGICAL  CONSULTANTS 

Robert  Davis,  MD,  FACS,  FRCS,  FICS 
Gail  E.  Burbridge,  MD 

Diplomates  of  the  American  Board  of  Surgery 

General  and  Vascular  Surgery 

430  Park  Plaza  Professional  Building, 

1213  Hermann  Drive,  Houston,  Texas  77004;  713  528-0597 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

James  L.  Frey,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J.  Kim,  MD 
Lorenzo  Lorente,  MD 
Ernest  S.  Sears,  Jr,  MD 


1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4518 
427  West  20th,  Suite  BlOO,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


TEXAS  MEDICINE 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 


Adult  and  Pediatric  Neurology 
Electroencephalography,  Electromyography 


lohn  W.  Conwell,  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 
Presbyterian  Professional  Building  #900 

Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  3G1-9148 
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CHERRY-LONG  NEUROSURGERY 

Glenn  R.  Cherry.  MD,  DABNS,  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza— 605  Barnett  Tower 
3600  Gaston  Avenue— Dallas,  Texas  75246 
Telephone  214  826-7060 


ASSOCIATION 


Neurological  Surgery 


Nuclear  Medicine 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson,  MD  Phillip  E.  Williams,  Jr,  MD 

Charles  W.  Simpson,  MD  Ira  C,  Denton,  Ir,  MD 

Morris  Sanders,  MD  W.  Robert  Hudgins,  MD 

Jack  Woolf,  MD,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza,  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD.  FACNM 
Director  — 713  790-0540  ««  j-  • 

Diplomate  American  Board  of  Nuclear  Medicine 
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JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz.  MD.  FACS 
Charles  E.  Russo.  MD.  FACS 
Malcolm  L.  Mazow.  MD.  FACS 
Robert  H.  Stewart.  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 


Jeffrey  D.  Lanier.  MD,  FACS 
Michael  A.  Bloome.  MD,  FACS 
Paul  C.  Salmonsen,  MD 
Richard  L.  Kimbrough.  MD 
Charles  A.  Garcia.  MD 


Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Raymond  A.  LeBlanc,  MD 
Jack  E.  McCallum,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 


TEXAS  NEUROLOGICAL  INSTITUTE 
AT  DALLAS,  PA 


Neurological  Surgery 

James  E.  Bland,  MD 
Martin  L.  Lazar,  MD 

Medical  Neurology 
Electroencephalography 
and  Electromyography 

Ralph  G.  Greenlee,  Jr.,  MD 
Allan  L.  Naarden.  MD 
Richard  R.  North,  MD 
William  S.  Woodfin,  MD 

Neuro-Ophthalmology 


Director,  Pain  Relief  Centei 
and  Neuroanesthesiologist 
P.  Prithvi  Raj,  MD 

Consultant  in  Speech 

Josephine  Simonson,  MA 


Peter  R.  Bringewald,  MD 

7777  Forest  Lane,  MCD-2,  Suite  2420,  Dallas,  Texas  75230;  214  661-7656 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  "Texas  Physicians'  Directory." 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 


Ophthalmology 

John  J.  Alpar,  MD 
Coleman  Taylor,  MD 
J.  Franklin  Howell,  Jr,  MD 


Hugh  B.  Currie,  MD 
Bruce  L.  Weinberger,  MD 


Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  MD 
Robert  A.  Moura,  MD 
Arthur  W.  Willis,  MD 
Robert  W.  Butner,  MD 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 
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EYE  ASSOCIATES 

Dii'.#"  ' ses  and  Surgery  of  the  Eye 

Cha^ir—.  A.  Sargent,  MD 
C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
Gary  Mason.  MD 

7777  Southwest  Freeway,  St.  91G,  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 
John  W.  Lewis,  MD 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 
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EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 
Austin,  Texas  78756;  512  451-8484 


Edward  J.  Petrus,  MD 
Richard  E.  Nieman,  MD 


RETINA  LIMITED  OF  SAN  ANTONIO 
Diseases  and  Surgery  of  the  Retina  and  Vitreous 

John  Y.  Harper,  Jr,  MD 
Darrell  Willerson,  Jr,  MD 

311  Camden,  Suite  GOl,  San  Antonio,  Texas  78215;  512  22G-2448 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

G43G  Fannin,  Houston,  Texas  77030;  713  797-1531 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N,  Main, 
San  Antonio,  Texas  78205;  512  22G-5191 


DAVID  H.  SAUNDERS.  MD 

Procedures  limited  to  Ophthalmic  Plastic  and 
Lacrimal  Surgery 

Medical  City  Dallas-2,  7777  Forest  Lane,  Suite  2214 
Dallas,  Texas  75230;  214  GGl-7337 


LOUIS  M.  ALPERN,  MD.  MPH 
Diseases  and  Surgery  of  the  Eye 


1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


PETER  R.  BRINGEWALD.  MD 
Neuro-Ophthalmology 

Texas  Neurological  Institute  at  Dallas,  PA 
7777  Forest  Lane,  MCD-2,  Suite  2420, 
Dallas,  Texas  75230;  214  G61-7G7G 

By  appointment  only 


Orthopedic  Surgery 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas.  Texas 


FORT  WORTH  BONE  <S  JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth.  Texas 

Louis  J.  Levy,  MD 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD 


Ralph  E.  Donnell,  MD 

F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz.  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  ISO  West  Parker  Road, 
Houston,  Texas  77076;  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CUNIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 

G.  S.  Gill,  MD 
Dilip  K.  Pal,  MD,  PA 
Prem  K.  Das,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  80G  795-82G1 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 
E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin.  MD 
Frank  R.  Vincenti.  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD 
Dan  R.  Sutherland,  MD 
John  B.  Gunn,  MD 
Richard  A.  Shirley,  MD 
R.  Dan  Loyd,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303 
Dallas.  Texas  75246;  214  823-7090 


HOUSTON  ORTHOPEDIC  CUNIC 

Joseph  Barnhart,  MD 

5G20  Greenbriar,  Houston,  Texas  77005 
Telephone  713  52G-G2G2 


Texas  Medical  Liability  Trust 


TMA  International  Travel  Program 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail.  Send 

old  and  new  address  to  Membership  Department,  Texas  Medical  Asso- 
ciation, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  MEDICINE 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


F.  Leon  Ware,  MD 
Dan  R.  Sutherland,  MD 
John  B,  Gunn,  MD 


Richard  A,  Shirley,  MD 
R,  Dan  Loyd,  MD 
Hunlly  G.  Chapman,  MD 


Announce  the  opening  of  an  additional  oHice 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2UG 
Dallas,  Texas  75230;  214  661-7010 


ARTHUR  L.  RAINES,  MD  AND  ASSOCIATES 

Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 
P.O.  Box  118,  Cleburne,  Texas  76031 
817  645-9181,  Ext,  360 

Mailing  Containers  on  Request 


Otolaryngology 


JACK  BLUM,  MD 
LLOYD  F.  RITCHEY,  MD 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


EL  PASO  EAR,  NOSE  AND  THROAT  ASSOCIATES 

Otolaryngology,  Audiology  and 

Electronystagmography 

Mark  I.  Wegleilner,  MD 

Lyle  D.  Weeks,  MD 

Sarah  Daniel,  MA-Audiologist 

First  American  Title  Bldg.,  Suite  160,  5959  Gateway  West 
El  Paso.  Texas  79925;  915  779-5866 


Physical  Medicine  & Rehabilitation 

WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  lor  Physical  Restoration 

Physical  Therapy.  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 
E.  Hernandez,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology. 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 

BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 

George  V.  Miller,  MD 

Walter  G.  Olin,  Jr,  MD 

John  R.  Thomas,  MD 

S.  Joseph  Skinner,  MD 

Joe  B.  Haden,  MD 

Enrique  van  Santen,  MD 

Elaine  V.  Shalek,  MD 

Robert  H.  McNeely,  MD 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  MD,  FCAP 
Walter  Krohn,  MD,  FCAP 
Robert  Wayne  Walter,  MD,  FACP 

Dane  Barber,  MD,  Diplomate  American  Board  of  Pathology 

Clinical  Pathology,  Surgical  Pathology,  Exfoliative  Cytology,  Medico- 
legal Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707;  756-7226 

I.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD  Ena  E.  Mocega,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD.  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

1103  Medical  Tower,  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
335-4751 


VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 
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WILLIAM  E.  BARNES.  MD 

Diplomat©  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <S  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7859 


JOHN  E.  CARTER.  MD.  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 
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JOSEPH  C.  FORD,  MD,  PA,  FACS 

Diplomat©  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215;  224-5509 


BROMLEY  S.  FREEMAN,  MD,  FACS 
D.  ROBERT  WIEMER,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77030 
713  795-5584 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi.  Texas;  855-7359 


Psychiatry 


Perry  C.  Talkington,  MD 
Howard  M.  Burkett,  MD 
Jerry  M.  Lewis,  MD 
James  K.  Peden,  MD 
Dode  M.  Hanke,  MD 
Doyle  I.  Carson,  MD 
Joe  W.  King,  MD 
Keith  H.  Johansen,  MD 
Charles  G.  Markward,  MD 


Larry  E.  Tripp,  MD 
Gregory  G.  Dimijian,  MD 
Linda  R.  Hughes,  MD 
Roy  H.  Fanoni,  MD 
Byron  Howard,  MD 
Madeline  W.  Harford,  MD 
John  G.  Looney,  MD 
Carol  A.  Lewis,  MD 
Mark  J.  Blotcky,  MD 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 

Frank  H.  Chesky,  MD 
Jose  A.  Gutierrez,  MD 
Harris  M.  Hauser,  MD 
Linda  S.  Blume,  ACSW 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


HENRY  A.  BAER,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive,  and  Hand  Surgery 
Cosmetic  Surgery 

1211  S.  Beckham,  Tyler,  Texas  75701;  214  592-3838 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 


CHARLES  B.  COVERT,  MD,  PA 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Individual,  Group,  Marital 
and  Family  Therapy 

1900  Yorktown,  Suite  314 
Houston.  Texas  77056;  713  627-9988 


ALCOHOUSM  TREATMENT  PROGRAM 

Comprehensive  Inpatient/Outpafienf  Rehabilitation 

Department  of  Psychiatry 

Texas  Tech  University  School  of  Medicine. 

Lubbock.  Texas  79430;  805  743-2804 


BARRY  M.  BROWN,  MD 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood,  Suite  187A,  Houston,  Texas  77024;  713-461-6160 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


TMA  Legislative  Representation  and 
TMA  Action/TMA  Legislative  Bulletin 


. . . Another  service  of  your  association 


TEXAS  MEDICINE 


Psychiatry  & Neurology 


Rheumatology 


PASADENA  NEUROPSYCHIATRIC  CUNIC  ASSOC. 

1001  E.  Soulhmore,  Suite  1103,  Pasadena,  Texas  77502;  713  473-7646 


R.  E.  Hazlewood,  MD,  J.  I.  Leyva,  MD,  PA,  T.  P.  Wallace,  MD,  PA 
Department  of  Psychology  and  Counseling  Center 
Paul  Rothaus,  PhD,  Becky  Britton.  MA 


Counseling  Center 

Marital.  Family  Counseling,  and  Drug  Abuse 

901  E.  Curtis.  Suite  15.  Pasadena.  Texas  77502;  713  473-6289 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

CARLOS  M.  KIER,  MD 

Diplomate  American  Board  of  Internal  Medicine 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <S  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151  


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building.  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235;  214  688-0344 


lOEL  E.  RUTSTEIN,  MD 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 
Arthritis  Diagnostic  and  Treatment  Center 

8042  Wurzbach.  Suite  440.  San  Antonio,  Texas  78229;  512  690-8067 
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HAUSER  CUNIC 
Psychiatry  and  Neurology 

Section  of  Psychiatry 
*Abe  Hauser.  MD 
•Robert  I.  Hauser.  MD 
*H.  James  Stuart.  MD 
•Javier  A.  Zapata.  MD 
•Susan  B.  Darsey.  MD 
•Harvey  A.  Rosenstock.  MD 
•Cal  K.  Cohn,  MD 

Section  of  Neurology 
•Gerald  Ratinov,  MD 
Diane  S.  Gelfand,  MD 

Section  of  Social  Work 
Pamela  Plimmer,  ACSW 
Marguerite  Papademitriou,  ACSW 
Wendy  Smolins,  MSSW 

Administrator 
Richard  J.  Kurzenberger 

7777  Southwest  Freeway/  Suite  1036/  Houston/  Texas  77074 
Telephone  713  776-8600 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


Radiology 


Harvey  M.  Lowry,  MD,  FACR  James  P.  Wills,  MD,  DABR 

James  R.  Gish,  MD,  DABR  Robert  Jacobs,  MD,  DABR 

Edward  A.  Sheldon,  MD,  DABR  Daniel  Karnicki,  MD,  DABR 

RADIOLOGY 

109  Doctors  Bldg..  838-4543 

502  Goodhue  Bldg..  838-2224 

Baptist  Hospital,  833-6421 

Beaumont  Neurological  Center,  835-4921 

Beaumont  Medical  and  Surgical  Hospital,  838-1411 

Beaumont.  Texas 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 
A clinical  library  designed  to  assist  the  practicing  physician 
50,000  bound  volumes  • extensive  reprint  and  periodical  collection 

• 400  lay  and  professional  films  • pathological  slide  sets 

• cassette  and  reel-to-reel  tapes  from  AMA,  Audio  Digest 

• MEDLINE  computer  data  service 

. . . Another  service  of  your  association 


Thoracic  Surgery 


Harold  C.  Urschel,  Jr,  MD 
Maruf  A.  Razzuk,  MD 


DRS.  URSCHEL,  RAZZUK  AND  ASSOCIATES 


Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower  -cm 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  824-2503 


JOHN  L.  KEE,  JR,  MD 
Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas.  Texas  75246;  826-5184 


ALLAN  L.  GRAHAM,  MD,  FACS 
K ARAM  AT  U.  CHOUDHRY,  MD,  F ACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY,  MD 

Diplomate  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 


HECTOR  O.  YANES,  MD,  PA,  FACS,  FACC 
Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104;  332-1947 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 


:ardiac.  Thoracic  and  Vascular  Surgery 

aylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

.J.  ^ ..  .r. 'TCO.IC.  Olyl  QO'T-^RQn 


Hours  By  Appointment 


DONALD  L.  PAULSON,  MD,  FACS 


Thoracic  Surgery 


653  Wadley  Tower,  Dallas,  Texas;  824-3660 


TMA  Continuing  Education  Directory 

. . . Another  service  of  your  association 
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ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue,  Dallas.  Texas  75246 


THE  UROLOGY  CUNIC 


Dolphus  £.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf,  MD,  FACS 
Sidney  A.  Worsham,  III,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336*5711 


H.  M.  GIBSON,  JR,  MD,  FACS 
ABEL  GARDUNO,  MD 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


DONALD  J.  NEESE,  MD 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Proiessional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

400  Medical  Center  Blvd.,  Suite  207,  Webster,  Texas  77598;  713  332-2466 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 
Donald  J.  Logan,  MD 
Allen  S.  Ploticin,  MD 
Donald  L.  McKay,  MD 

Diplomates  American  Board  of  Urology 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


NOKAMILY 
IS  SAFE 
FROM 
CHILD 
ABUSE. 

NOT EVEN 
YOURS. 


Let’s  say  you're  lucky.  Your  fam- 
ily isn’t  one  in  which  child  abuse 
occurs.  But,  because  it  is  esti- 
mated that  there  are  at  least  one 
million  cases  of  child  abuse  in 
America  each  year,  chances  are 
that  someone  you  know,  or 
someone  your  child  knows,  is  a 
victim  of  child  abuse.  Abused 
children  learn  abuse  as  a way  of 
life.  When  they  become  parents 
they  pass  that  learning  on  to  their 
own  children.  If  your  child  were 
to  marry  an  abused  child,  you 
probably  wouldn't  know  about  it 
until  your  first  grandchild  was 
born.  And  then  it  might  be  too 
late  — unless  those  parents  re- 
ceive help.  Child  abusers  can  be 
helped.  Find  out  how. 


HELP  DESTROY 
A FAMILY  TRADITION. 

write: 


National  Committee  for 
Prevention  of  Child  Abuse, 
Box  2866,  Chicago,  III.  60690. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 


TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  mullispecialty  clinic  with 
lacilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as  office 
in  new  clinic  building.  Taylor  Smith,  MD  Malone  and  Hogan  Climc, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

^NTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic  Many  bpefits  that  °nly  a 
arouD  practice  can  provide  Taylor  Smith,  MD,  Mal^one  and  Hogan 
Clinic  ^501  West  lltS  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361.  

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  arid  clinic,  laylor 
Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas' 79720;  telephone  915-267-6361. 

WANTED-  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  f 

Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED-  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospitah 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
qy,  pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Taylor  Smith,  MD  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

PHYSICIANS  AND  PSYCHIATRISTS— general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  ond  state  schools 
for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 

NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with  ex- 
cellent facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Taylor  Smith, 
MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  915-267-6361. 


PHYSICIANS  WANTED— progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator  Gladewater  Municipal  30°  West 

Upshur,  Gladewater,  Texas  75647.  Telephone  214-845-2281. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 

GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon  do- 
ing GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  with  salary  of  $45,000  per  year  negotiable.  City 
has  population  of  9,000  with  trade  area  of  25,000  to  30,000.  Contact 
Chris  S Cruzcosa,  MD,  300  S.  5th  Street,  Carrizo  Springs,  Texas  78834, 
512-876-5236. 

TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MUs. 
Additional  tiaining  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance.  Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850, 

EMERGENCY  DEPARTMENT  DIRECTOR  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD  with  ER  and  administrative  experience.  Malpractice  insur- 
ance supplied.  Fee  for  service  compensation.  Jim  Houser,  Emergency 
Health  Service  Associates,  3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas 
75246;  214-823-6850.  

EXPANDING  GROUP  NEEDS  SPECIALISTS  in  obstetrics,  pediatrics 
and  family  practice.  Enjoy  practicing  medicine  with  our  28-man 
multispecialty  group  located  in  a friendly  city  of  100,000  people 
in  north  central  Texas.  Close  to  everything,  but  away  from  big  citv 
problems.  If  you  want  to  know  more  about  this  long  established 
group  (1919)  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817-766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls.  Texas  76302. 

PSYCHIATRIC  RESIDENCY  IN  APPROVED  three-year  _ program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  with 
Texas  license  are  $17,000,  $18,000  and  $19,000  per  year  with  additional 
fringe  benefits.  For  full  information,  write  to:  Anthony  P.  Rousos,  MD, 
Director  of  Residency  Training,  Austin  State  Hospital,  4110  Guadalupe 
Street,  Austin,  Texas  78751. 

LOCUM  TENENS— EMERGENCY  MEDICINE— available  in  our  Dallas 
area  hospitals;  monthly  scheduling  is  flexible  and  according  to  your 
preferences;  malpractice  is  paid,  excellent  hourly  income  according  to 
your  flexibility  and  hours  worked.  Call  214-522-5481  for  details. 

MEDINA  COUNTY  AND  HONDO,  TEXAS.  An  excellent  opportunity  for 
a young  physician  to  establish  a practice.  The  local  physicians  will 
make  you  an  outstanding  offer.  Contact:  John  W.  Meyer,  MD,  Medina 
Medical  Management  Corporation,  602  31st  Street,  Hondo,  Texas  78861; 
telephone  512-426-3054. 


THUD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after  Adult 
Psychiatry  training.  Academic  program  in  child  development, 
thprnnv  aenetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy'  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  with  intensive  individual  supervision  m psy- 
choanalytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  chiW 
linauistic  anthropology,  community  services,  and  other  lields  Excel 
lem  opportunities  in  teaching  administration,  inpatient 
clinicaVprograms.  New  60-bed  inpatient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  community  programs  Stipends 
first  year  $17,000;  second  year,  $18,000;  third  year,  $19j^000,  fourth 
year, ^ $20,000  with  additional  Hinge  benefits.  Contact  Anthony  P. 
Rousosi'^  MD,  Director  ot  Residency  Training,  Austin  State  Hospital, 
4110  Guadalupe,  Austin,  Texas  78751.  

LIVE  AND  WORK  WHERE  OTHERS  VACATION:  Port  Aransas,  Mustang 
Island.  Developing  tourist  and  recreational  area  needs  physician. 
5,300  permanent  population;  50,000  transient  population.  Offers  u - 
limited  potential.  Excellent  quality  of  life,  leisurely  pace,  unmatched 
recreational  opportunities.  Hospital  within  7 miles,  major  metropolitan 
area  36  miles^  Reply  to  W.  L Gavit,  Box  188,  Port  Aransas,  Texas 
78373.  

SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Pediatrician, 

internist,  psychiatrist,  lamily  practitioner,  solo  practice.  Horne  Exxon 
Steel  Gulf.  High  income.  Bay  area  near  Houston.  Ou^tanding 
schools  colleges.  Contact  Administrator,  1101  Decker  Drive,  Baytown, 
Texas  77520;  713-422-3405. 

FAMILY  PRACTITIONER  OR  GENERAL  INTERNIST  for  primary  care 
group  Excellent  compensation/benefits:  continuing  education,^  malprac- 
hce  health,  life,  and  disability  insurance,  vacation,  pension/profR- 
sharing  plan,  potential  shareholdership.  Contact  L.  N.  Dotin,  MD, 
Southwest  Medical  Group,  PA,  4499  Medical  Drive,  Suite  270,  San  An- 
tonio, Texas  78229;  512-690-2010. 

TEXAS  PHYSICIAN  PLACEMENT.  Professionally  and  personally  satis- 

fying general  family  practices  in  all  sized  Texas  towns.  Some  specialty 
practices.  Good  cross-coverage  with  other  physicians  in  town.  P'eas® 
send  CV-resume  with  lifestyle  preferences  to  W Sariford  Smith,  Profes- 
sional Practice  Management,  Inc.,  1102  Kingwood  Drive,  Humble,  Texas 
77339. 

OPHTHALMOLOGIST  WANTED;  To  take  over  an  established  general 
ophthalmology  practice  in  a predominantly  Spamsh-speakirig  area  ot 
sSn  Antonio®  Texas.  Ability  to  speak  Spanish  helpfuL  ^ut  not  essential 
No  investment  required.  Any  arrangement  negotiable.  Contact  James 
W.  Speights,  MD,  700  S.  Zarzamora,  Suite  302,  San  Antonio,  Texas 
78207;  telephone  512-432-0979. 

WANTED'  GP  FP  NEEDED  to  join  4 man  group  to  dp  general  practice 

and  OB.  Population  5,000;  trade  area  15  000  pli^.  437^ 

group  of  3 GPs  and  1 board  surgeon.  Lovett  Meredith  Clinic,  Box  48/, 
Olney,  Texas  76374;  817-564-5543. 

UNIVERSITY  AFFILIATED  CHILDRENS  HOSPITAL  with  109  beds-one 
pediatric,  level  2 and  one  pediatric,  level  3 position  ayailable  for  July  1, 
r979  Contact  Benjamin  Suchoff,  MD,  Director  of  Medical  Education 
DriLoll  Childrens  Hospital,  3533  South  Alameda,  Corpus  Christi,  Texas 
78411.  

PSYCHIATRIST  II.  Three  positions  available,  one  position  part-time  in 

deaf  psychiatric  unit.  Must  be  licensed  to  practice  in  Texas.  $38,000- 
$41,000  depending  on  qualifications  plus  $1000/year  for  board  certifica- 
tion. Please  submit  resume  including  at  least  three  references  to. 
LaDair  Wright,  Personnel  Director,  Austin  State  Hospital,  4110  Guada- 
lupe, Austin,  Texas  78751. 

WANTED:  PEDIATRICIAN,  board  certified  or  eligible  to  join  solo 
pediatrician  in  Dallas  suburb  of  120,000.  Medical  school  affiliation 
available.  Any  reasonable  financial  c.°"S>Hered  mcludi^ 

salary  plus  incentive.  Please  reply  to  Ad-890,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  7870L 

EMERGENCY  MEDICINE  OR  FAMILY  PRACTICE  opportunities  available 
in  Texas.  Emergency  medicine  positions  offer  flexible  scheduling,  at- 
tractive salaries,  and  malpractice  coverage.  Family  practice  positions 
located  in  growing  communities  with  varied  geographic  locations^ 
Background  in  surgery  preferred  For  additional  mforrnatiori 
Vicki  Hay  P O.  Box  45148,  Dallas,  Texas  75245  or  call  collect  214- 
350-4991  or' 214-358-4486^ 

EMERGENCY  DEPARTMENT— part-time  opportunities  iri  the  Dallas, 
Texas  area.  Scheduling  flexible,  paid  malpractice,  weekdays  nights 
and  or  weekends.  Contact  Texas  Emergency  Room  Services,  PA,  3603 
Hall  Street,  Suite  102,  Dallas,  TX  75219,  or  call  214-522-5481. 

NORTH  DALLAS— Collin  County  Hospital  Emergency  Department.  Phy- 
sician needed  for  weekday/evening  staffing.  Flexible  scheduling;  out- 
standing  malpractice  insurance  coverage.  Contact  Texas  Lmergency 
Room  Services,  P.A.,  3603  Hall  Street,  Dallas,  Texas  75219,  or  call 
214-522-5481. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $15.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Txas  78701. 
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ORTHOPEDIC  SURGEON,  board  eligible  or  certified,  needed  to  asso- 
ciate with  established  3-man  orthopedic  clinic  in  Northeast  Texas 
community  of  25,000,  with  referral  area  of  130,000.  Incorporated  practice 
with  aliiactive  fringe  benefit  program.  Send  curriculum  vitae,  name  and 
addr.:-3s  to  Ad-895,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

vVANTED:  BOARD  CERTIFIED  OR  ELIGIBLE  PEDIATRICIAN  to  join  four 
other  pediatricians  in  pleasant,  well-established,  group  practice. 
Guaranteed  salary  with  rapid  advancement.  Associated  with  teaching 
hospital  on  Gulf  Coast;  pop.  250,000.  Contact  Joseph  Oshman,  MD 
3435  S.  Alameda,  Corpus  Christi,  Texas  78411;  512-855-7346, 

SEEKING  OB-GYN  to  join  expanding  practice;  solo  or  associate  in 
rapidly  growing  West  Texas  community.  Contact  Dr.  A.  Diaz,  2300 
West  Michigan,  Midland,  Texas  79701;  915-683-5568. 

FAMILY  OR  GENERAL  PRACTITIONER  NEEDED  in  rapidly  growing 
East  Texas  community  8 miles  from  Longview  which  has  expanding  250 
bed  hospital  and  another  approved  hospital  site  6 miles  from  halls- 
ville.  School  district  population  16,000.  Primary  income  business  and 
industry.  Contact  Mike  Buchanan,  Hallsville  Drug,  Hallsville  Texas 
75650;  telephone  214-668-2012. 

UNIVERSITY  PHYSICIAN — New  modern  clinic.  East  Texas  recreational 
area.  Liberal  time  off,  competitive  salary  and  benefits.  Contact  Capt. 
t'iS  ?69 ^008^^'  (RET),  Box  3058  SFA,  Nacogdoches,  Texas  75962; 

EIGHT  DOCTOR  GROUP  SEEKING  to  add  a family  practitioner.  Group 
consists  of  one  general  surgeon,  internist,  general  practitioner  and 
five  (5)  board  certified  family  practitioners.  New  clinic  and  hospital 
facilities  located  30  miles  northeast  of  Austin.  Population  approximately 
14,000;  trade  area  50,000-t-.  Salary  and  benefits  negotiable.  The  Johns 
Clinic,  403  Mallard  Lane,  Taylor,  Texas  76574. 


DALLAS,  TEXAS— EMERGENCY  DEPARTMENT  DIRECTOR  of  teaching 
hospital  and  satellite  hospital.  Guaranteed  income  plus  revenue  per- 
centage.  Approximately  3U%  administrative  and  development  of  "out- 
reach ' program.  Experience  and  ACLS  certification  helpful  Texas 
license  required.  Send  qualifications  to  3603  Hall  Street,  #102  Dallas 
Texas  75219,  or  call  collect  214-522-5481  for  details. 

FAMILY  PRACTITIONER — Central  Texas  (Ft.  Worth-Dallas  Metroplex 
area)  13  physician  multispecialty  group  would  like  to  add  one  or 
two  family  practitioners.  Excellent  hospital  and  community  facilities 
Salary  open.  For  details,  write  to  Ad-804,  TEXAS  MEDICINE  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  Family  practitioner  or  GP  for  the  Westheimer-Highway  6 
area  of  Houston.  No  other  MDs.  Contact  713-467-4191. 


FAMILY  PRACTICE  OPPORTUNITY  in  community  of  over  5 000  with 
modern  well  equipped  hospital.  Low  overhead  clinic  space  available 
Contact  Chamber  of  Commerce,  512-875-3214 


EXCELLENT  OPPORTUNITY;  General  (family)  practice  available  in 
Austin,  lexas.  Assume  office  equipment  and  furnishings.  Excellent  cen- 
tral location  with  all  specialties  represented  in  immediate  vicinity, 
brief  resume  of  education  and  experience.  Available  June 
1979.  Contact  Ad-906,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd 
Austin,  Texas  78701. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  a four  physician 
group  in  a well  established  clinic  in  West  Texas  town  of  30  000  popu- 
latiom  Salary  is  negotiable.  Contact  Charles  A,  Weeg,  Administrator, 
“I's  267^74fl’  Hospital,  Big  Spring,  Texas  79720;  telephone 


FAMILY  PRACTICE — DALLAS,  TEXAS.  Unusual  opportunities  for  hospital 
oriented  practice.  Solo  or  group  practice  locations.  Guaranteed  in- 
come,  btaii  membe^hip  available  at  117  bed  teaching  hospital  ai- 
iihated  with  Texas  College  of  Osteopathic  Medicine.  Call  collect  John 
^bell,  Administrator,  Stevens  Park  Osteopathic  Hospital  2120 'West 
Colorado  Blvd.,  Dallas,  Texas  75211;  214-943-4631. 

PHYSICIAN  position  available  at 
rcn  nnn  *®°'^hing  hospital,  Dallas,  Texas.  Flexible  scheduling;  $57,000- 
$bU,UUU  minimum  guarantee;  paid  professional  liability  insurance  Con- 
act  Texas  Emergency  Room  Services,  PA,  3606  Hall  Street,  #102  Dal- 
las, Texas;  214-522-5481. 


OTOLARYNGOLOGIST — Board  certified  or  eligible  to  establish  depart- 
ment in  21-rnan  multispecially  group.  Excellent  facilities  in  growing 
community  of  70,000.  Outstanding  schools  and  state  university.  Outdoor 
recreational  acUvities  abound.  Liberal  guarantee  first  year,  then  share- 
holder status.  Contact  Administrator,  120  E.  Beauregard,  San  Angelo 
lexas  76903.  ^ 


INTERNIST  Outstanding  opportunity  to  manage  diagnostic  clinic  and 
preventive  medicine  program  for  one  of  Fortune's  500  top  ten  com- 
panies. Initial  position  located  in  industrial  complex  of  3,000-f-  em- 
ployees on  Texas  Gulf  Coast.  Company  stresses  close  patient  contact 
and  medical  research.  Ultra  modern  facilities.  Starting  salary  to  $50  000 
p^lus  rUn  imited  advancement.  For  more  details,  contact  Paul  R Ray  & 
Co.,  Dallas,  collect  at  214-651-9814. 

DIAGNOSTIC  RADIOLOGIST:  Board  certified  or  eligible,  experienced 
ii^fRicine  and  angiography  to  join  three  board 
certified  radiolr^ists  in  busy  office  and  hospital  practice.  Radiology 

to‘9l5-545-1400."°^°'  '^998,  tePe" 


POSITIONS  AVAILABLE  FOR  PSYCHIATRIST  and  for  general  practi- 
honer.  Salary  range  to  $46,5(30,  based  on  experience  and  training, 
fringe  benefits  include  liability  protection  under  state  law.  Texas 
hcense  requir^.  Contact  A,  Samaniego,  MD,  Clinical  Director  Rio 

Mental  Retardation,  P.O. 

Box  2668,  Harlingen,  Texas  78550;  512-423-5077.  EOE.  M/F. 

FAMILY  PRACTITIONER.  Board  certified  or  board  eligible  to  work  in 
new  well-equi^pped  clinic  which  is  a satellite  of  a large  multispecialty 
group  in  southwest  Houston.  Excellent  benefits  and  opportunity  for  full 
partnership  in  write:  Pierre  Gendron,  Administrator, 

^ Medical  Clinic,  6630  DeMoss,  Houston,  Texas  77074-  713-774- 

oobl . 


WANTED.  ORTHOPEDIST  for  the  Katy-West  Memorial  area  of  Houston 
Booming  area.  No  other  orthopedists.  Telephone  713-465-1910, 


GENERAL  PRACTICE  in  group  or  solo.  Ex- 
cellent medical  facilities.  New  clinic  with  on-site  lab  and  x-ray.  Excel- 
lent doctor's  suite  with  space  for  business  office.  Community  is  friendly 
and  growing.  New  schools.  Plenty  of  patients.  Contact:  Paul  C Roberts 
Aidministrator,  1000  South  Main,  Shamrock,  Texas  79079. 

PRIMARY  CARE  PHYSICIANS — OB/GYN,  internist,  orthopedic  surgeon 

tamily  practice.  Moderri  progressive,  acute  care,,  general  hospital. 
Growing  community  of  12,500  population,  medical  service  area  popu- 
lation, 50  000.  Financial  assistance  available.  Send  curriculum  vitae 
S'-  CEO,  Bro^wnfield  Regional  Medical  Center,  705 

E.  Felt  Street,  Browniield,  Texas  79316;  phone  806-637-3551. 

PHYSIClANS--Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine 
pulmonary  disease  and  family  practice.  For  information  please  call 
Blaker  713-789-1550,  Medex,  5805  Richmond,  Houston,  Texas 
/7057.  From  outside  Texas  call  toll-free  800-231-7578. 

PHYSICIAN  -WANTED  for  area  of  6,000  persons.  Rent,  equipment  and 

offered.  Reply  to  Ad-909,  TEXAS  MEDICINE 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE.  Dallas,  Texas.  Unusual  opportunities  for  hospital 
oriented  practice  Solo  or  group  practice  locations.  Guaranteed  in- 
IJ?®nibe^hip  available  at  117  bed  teaching  hospital  af- 
filiated witn  Texas  College  of  Osteopathic  Medicine.  Call  collect  John 
^bell.  Administrator,  Stevens  Park  Osteophathic  Hospital,  2120  W 
Colorado  Blvd.,  Dallas,  Texas  75211;  214-943-4631 


Situations  Wanted 


CARDIOLOGIST  board  certified  in  internal  medicine,  board  eligible 
in  cardiology.  Well  trained  in  invasive  (Sones  and  Judkins)  and  non- 
invasive  cardiology.  Seeks  practice  opportunities  in  association  with 
other  cardiologist(s)  in  Dallas  or  Houston  area.  Available  July  1979. 
Contact  Ad-843,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin 
lexas  /8/Ul. 


OB/GYN— 47  year  old  FACOG  desirous  of  OB/GYN  group  pracfice  in 
Southeast  or  Southwest  Texas.  Available  3-6  months.  Good  health 
Please  reply  to  Ad-877,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd  ; 
Austin,  lexas  78701. 


SEEKING  LOCATION;  32  year  old  American  trained  physician  in  qen- 
erat  tnedicme  in  private  practice  of  six  years  in  Florida,  wanting  to 
relocate  to  lexas.  Would  prefer  associate  or  group  practice  within  a 75 
miles  radius  of  either  Houston,  San  Antonio,  Austin  or  Corpus  Christi 
P ease  contact  Allan  Weyl,  MD,  4090  Raynolds  Avenue,  Coconut  Grove' 
r lorida  33133. 

INTERNIST  AND  OBSTETRICIAN/GYNECOLOGIST-ages  38,  husband 

and  wife  Certhied  by  the  American  Board  of  Obsfetrics  and  Gyne- 
cology. Prefer  Gulf  Coast  area.  Corpus  Christi,  Freeport,  Port  Arthur 
Beaumont  Group  or  solo  practice.  Both  licensed  in  Texas.  Available 
August  1979.  Pleose  reply  to  Ad-891,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

A YOUNG  ENERGETIC  board  certified  family  physician  seeking  to 
start  solo  or  group  practice  in  Texas,  suburban  area  preferred.  Please 
reply  to  Ad-893,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin 
Texas  78701. 

ANESTHESIOLOGIST— 34  years,  trained  in  university  hospital  in  all 
lields  ol  anesthesia.  Completed  Part  I of  American  Board;  in  private 
J®”-  ^ years  in  Texas.  Available  June  1979.  Please  reply  to 
Ad-894,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

32  YEARS  OLD,  ABIM  CERTIFIED,  eligible  pulmonary  subspecialty 
board,  university  trained  in  bronchoscopy,  biopsies,  clinical  consulta- 
tions  respiratory  ICU  care,  respiratory  therapy  and  pulmonary  function 
test,  oeek  solo,  group,  or  hospital  based.  Willing  to  do  general  internal 

Please  reply  to  Ad-879,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON:  Board  eligible  July  1979 — seeks  position  with 
group  or  solo  practice.  Well  trained  in  all  aspects  of  general  ortho- 
pedics.  Please  contact  Ad-868,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

Cj^RR’l*^hOGIST/INTERNIST:  BE  ABIM  and  cardiovascular  diseases. 
Well  trained  in  invasive  (Sones  & Judkins)  and  noninvasive  cardiology 
and  insertion  of  permanent  pacemakers.  Seeks  relocation  with  group, 
associateship  or  hospital  based  practice.  Prefer  large  or  medium  sized 
region.  Available  immediately.  Contact  Ad-899,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN — 34,  passed  written  board.  FMG.  Well  trained,  com- 
pleting fellowship  in  pediatric  metabolism  in  July  1979.  Seeks  group 
partnership  or  solo  practice  in  Texas.  Available  July  1979.  Please  reply 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 

7870 1 . 

PED,  board  eligible,  33,  practicing  in  Illinois.  Wishes  to  relocate  in 
Texas.  Please  reply  to  Dr.  N.  S.  Shetty,  4006  25th  Street,  Apt.  6, 
Moline,  Illinois  61255. 

IN-TERNIST/CARDIOLOGIST — 32,  ABIM,  full  time  staff  cardiologist  at  a 
major  northeastern  university  affiliated  hospital  wishing  to  relocate  to 
Texas  in  either  group  or  solo  practice.  Expertise  and  experience  in 
invasive  and  non-invasive  cardiology,  including  pacemakers,  echos  and 
nuclear  cardiology,  etc.  Available  immediately.  Please  reply  to  Ad- 
900,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

NEUROLOGIST — Board  eligible,  EEG,  CAT  scan  experience.  Seeks  solo, 
partnership  or  group  practice  in  Houston.  Please  reply  to  Ad-901 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

SURGEON — Board  certified  general.  Extensive  thoracic,  cardiovascular 
and  open  heart  experience.  Thoracic  and  gastrointestinal  endoscopy 
experience.  Seeks  practice  in  Houston  or  (Salveston  area  Available 
any  time.  Please  reply  to  Ad-903,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

EXCELLENT  PHYSICIANS — General  and  specialty.  Inquire  through  Sun- 
belt Physician  Placement  Service,  5500  N.  Braeswood,  No.  177,  ifouston 
Texas  77096;  713-729-6068.  , i , 


TEXAS  MEDICINE 


ORTHOPEDIC  SURGEON — Board  certilied,  39  years  old,  seeks  reloca- 
tion in  Texas;  Houston  and  Corpus  Christi  area  preferred.  Spanish 
spoken.  Please  reply  to  Ad-905,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTITIONER — age  31,  with  experience  in  tropical  medicine, 
anesthesiology  and  obstetrics,  seeking  permanent  or  semi-permanent 
position  in  group  practice.  Must  be  within  commuting  distance  to 
university  or  college.  Reply  to  Dr.  Grant  Falck,  2323  Usher  Road,  Cal- 
gary, Alberta,  Canada;  telephone  403-284-2975. 

OPHTHALMOLOGIST,  34,  married,  excellent  US  army  residency,  seeks 
busy  surgical  general  ophthalmology  practice  in  Texas.  Available  July 
1980.  Any  size  community;  prefer  to  locate  in  currently  underserved 
area.  Philip  H.  White,  MD,  8bu/  Cattail  Creek,  San  Antonio,  Texas 
78239;  512-656-9333  eves. 


FP/GP — 42  with  OB  and  industrial  experience.  ECFMG,  FLEX,  Texas 
license.  Soon  fellow  AAFP.  Seeking  busy  practice  under  self  employed 
basis.  Available  9/79.  Only  seiious  oilers.  Please  reply  to  Ad-907, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


NON-INVASIVE  CARDIOLOGY  TECHNOLOGIST  presently  associated 
with  major  Dallas  hospital  wishes  to  relocate  to  small  town  in  Hill 
Country  or  East  Texas.  Hospital  or  private  lab.  Four  years  experience 
in  stress  testing,  vectorcardiography,  and  Holier  monitoring  including 
interpretation.  Registry  eligible.  Please  reply  to  Ad-908,  TEXAS  MEDI- 
CINE, 1801  North  La.nar  Blvd.,  Austin,  Texas  78701. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  search, 
evaluation  and  screening  to  supplement  your  own  independent  recruit- 
ing. (We  never  require  deposit,  retainer  or  exclusion.)  Full  informa- 
tion to  physicians  and  health  care  administrators.  Please  direct  request 
to  Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Laboratory  m building.  Generous  allowance 
for  office  improvements.  Planning  and  layout  available  without  cost. 
Contact  Ike  H.  Silver,  214-328-3578,  or  write  P.O.  Box  18237,  Dallas, 
Texas  75218. 


MEDICAL  DOCTORS  OFFICE  EQUIPMENT,  including  examining  cul- 
tures, cabinet,  sterilizer,  hyfrecator  for  sale.  Excellent  condition.  Call 
713-981-6331. 


DALLAS— WELL  ESTABLISHED  PROFESSIONAL  LOCATION.  Newly  re- 
decorated, 1200  sq.  ft.  furnished  space.  Five  minutes  Baylor  Hospital. 
Immediate  occupancy.  Lab  and  x-ray  in  building.  Free  parking  for 
physicians,  patients  and  employees.  Janitorial  service  and  all  bills  paid. 
Excellent  location  for  primary  care  physicians  (family  practitioner,  in- 
ternist, pediatrician,  obstetrician-gynecologist,  dermatologist,  etc.). 
Contact  Lakewood  Medical  Building  214-821-9161. 


LEASE  SPACE  AVAILABLE:  Ideal  NE  San  Antonio  space  available  in 
building  with  two  general  practitioners  and  one  general  dentist.  The 
medical  practices  have  been  in  the  same  location  for  ten  years.  C.  J. 
Merritt,  DDS,  10127  Sahara,  San  ntonio,  Texas  78216;  512-341-2536. 


ACTIVE  GENERAL  SOLO  PRACTICE  FOR  SALE:  Physician  wants  to 
retire  for  reasons  of  health.  Located  in  the  middle  of  the  Rio  Grande 
Valley.  Spanish  speaking  community.  Call  J.  A.  Armora,  MD,  512-464- 
2211  or  write  300  S.  10th  Street,  Donna,  Texas  78537.  Available  July. 


FOR  LEASE — Two  clinics,  ideal  for  one  doctor  each,  located  in  Mont- 
rose area  of  Houston,  one  mile  from  medical  center.  Excellent  con- 
dition. 1,300  sq.  ft.  each  with  3-4  exam  rooms,  laboratory,  consultation 
rooms,  offices.  Offstreet  patient  parking,  covered  doctor  parking.  60^ 
per  usable  sq.  ft.,  unfurnished;  all  utilities  and  services  provided.  For 
additional  information  contact  CHELPIN,  8902  Limerick,  Houston,  Texas 
77024;  713-688-6905  (evenings  & weekends),  713-241-3359  (weekdays). 


TO  SUBLET— PHYSICIAN'S  OFFICE  lor  remainder  of  lease,  running 
until  May  1,  1980.  Contents  for  sale.  Available  immediately.  Near  ex- 
cellent medical  center.  Telephone  713-471-1240,  LaPorte,  Texas  or  713- 
358-5833,  Kingwood,  Texas. 


PROFESSIONAL  SUITES  FOR  LEASE  IN  NW  HOUSTON— Modern  medi- 
cal and  dental  building  under  construction  in  fastest  growing  Klein 
district,  NW  Houston,  affluent  community,  junction  of  major  thorough- 
fares, prime  location,  no  competitors  in  close  vicinity,  flexible  floor 
plan  and  square  footage  to  suit  tenants.  Pharmacy  space  also  avail- 
able; 713-777-3304. 


OFFICE  FOR  LEASE,  Austin,  Texas.  Medical  Arts  Square,  near  hospi- 
tals. 2140  sq.  ft.  Waiting  room,  business  office,  3 examining  rooms 
treatment  room,  room  with  built-in  storage  space,  2 bathrooms,  2 
closets,  storage  room,  x-ray  and  viewing  room,  large  room  for  lab, 
physical  therapy  or  other  use.  Two  private  offices.  Dr.  Fred  Lowry, 
5300  Ridge  Oak  Drive,  Austin,  Texas  78731;  512-453-3940. 


HOUSTON,  MEDICAL  OFFICE  BUILDING.  Attractive  8,000  square  foot 
building  for  sale,  8 blocks  north  of  medical  center  and  near  Warwick 
Hotel.  26,000  square  feet  of  land  area.  Good  parking.  Contact  Kent 
Jones,  Coldwell  Banker  Commercial  Brokerage  Company,  2500  West 
Loop  South,  Houston,  Texas  7'7027;  713-629-1234. 


FOR  SALE:  Fully  equipped,  modern  clinic  in  Mart,  Texas  (20  miles 
from  Waco).  Five  treatment  rooms,  laboratory,  offices,  reception  rooms, 
x-ray,  surgery,  recovery  room.  Town  desperately  needs  family  practi- 
tioner to  handle  medical  needs  for  a growing  community  and  surround- 
ing area.  cTontact  Linda  Pope,  3723  Georgetown,  Houston,  Texas 
77005;  713-667-7934  after  5 p.m. 


FOR  SALE:  Hycel  300  and  dilutor  for  sale.  Contact  Charlene  Lee, 
512-459-4176. 


FOR  RENT:  Established  professional  building.  Southwest  Austin.  Two 
suites,  900  feet  and  1100  feet.  All  bills  paid.  Present  tenants  are  4 
physicians,  5 general  dentists,  1 orthodontist,  1 oral  surgeon,  ophthal- 
mologist, accounting  firm.  Call  512-444-7442,  444-5577  or  write  2222 
Western  Trails,  Suite  304,  Austin,  Texas  78745. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  lor  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


WANTED  TO  BUY — a 200  milliamp  x-ray  in  good  condition.  C.  H. 
Hargreaves,  MD,  Box  1535,  Lovington,  New  Mexico  88260;  phone  505- 
396-2022  or  396-5891  or  396-3281. 


Business  and  Financial  Services 


LOANS  TO  PROFESSIONALS:  Loans  now  available  to  physicians  and 
physicians-in-training.  Consolidate  debts  or  any  purpose  loans.  Also 
loans  to  executives.  Loans  to  $50,000  or  more,  unsecured,  no  collateral 
necessary.  Also  2nd  mortgages  available  to  $25,000  or  more.  For  in- 
formation call:  A.  Clayton  Rieder,  Financial  Consultant,  80  Circle  Drive, 
Syosset,  New  York  11791;  telephone  516-935-1234. 
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HYSICIANS  WANTED 

Downtown  Houston 
St.  Josephs  Medical  Plaza 

Immediate  openings  for  Family  Practi- 
tioners, Pediatricians,  General  Sur- 
geons, Internists,  etc.  Call  713  659-3440. 


Only  the 
finest  work 
with  PPG. 

Join  us. 


Emergency  Medicine  practice  with  PPG 
provides  hundreds  of  physicians  with 
a comfortable  lifestyle  — in  places  where 
they  want  to  be,  with  excellent  income 
and  time  for  personal  interests. 
Whether  you're  just  completing  your 
training  or  have  years  of  private  prac- 
tice behind  you,  we  have  an  Emergency 
Medicine  practice  tailored  to  your  needs. 
For  a free  brochure  and  more  infor- 
mation, contact  Dr.  T.  P.  Cooper's  staff, 
toll-free,  at  1-800-325-3982. 


Serving  over  500,000  emergency 
patients  annually. 

970  Executive  Parkway,  Suite  101 
St.  Louis,  Missouri  63141 


MEDICAL  PARK  TOWER 

1301  WEST  38TH  STREET 
AUSTIN,  TEXAS  78705 


PRESTIGIOUS 

An  excellent  mix  of 
medical  specialists 

CONVENIENT 

Adjacent  to  Seton  Medical  Center 
Near  many  other  medical  facilities 

LARGEST 

Sixty-eight  suites 

196  Physicians  & Dentists 

ACCESSIBLE 

Center  of  city 

Near  Interstate  35  & Mopac 

PROFESSIONALLY  MANAGED 

Vantage  Management  Company 
Full  time  on-site  manager 

Several  medical  suites  available  for  lease. 
Excellent  accommodations  for  individual  or 
group  practices.  For  further  information 
contact  ALAN  GUERIN,  454-3646,  Suite  206. 
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TEXAS  MEDICAL  CENTER  • 6624  FANNIN  STREET  • HOUSTON,  TEXAS  77030  • (713)  797-1551 


INTERNAL  MEDICINE 

Allergy 

C.  W.  Ewing,  M.D.,  F.A.C.A. 

S.  Weakley,  M.D, 

Arthritis  and  Rheumatic  Diseases 

J.  W.  Kemper,  M.D.,  F.A.C.P. 

M.  S.  Fischer,  M.D. 

J.  M.  Condit,  M.D. 

Cardiology 

E.  F.  Beard,  M.D.,  F.A.C.P. 

D.  D.  Goulden,  M.D. 

M.  J.  Mihalick,  M.D. 

J.  A.  Garcia-Gregory,  M.D. 

Endocrine  and  Metabolic  Diseases 

M.  P.  Kelsey,  M.D.,  F.A.C.P. 

A.  E.  Leiser,  M.D.,  F.A.C.P. 

P.  K.  Champion,  Jr.,  M.D.,  F.A.C.P. 

Gastrointestinal  Diseases, 
Endoscopy 

J.  R.  Kelsey,  Jr.,  M.D.,  F.A.C.P. 

P.  S.  Bentlif,  M.D.,  F.A.C.P. 

F.  S.  O’Neil,  M.D.,  F.A.C.P. 


DERMATOLOGY 

W.  M.  Fraser,  M.D.,  F.A.A.D. 

D.  W.  Owens,  M.D.,  F.A.A.D. 

GENERAL  & THORACIC  SURGERY 

Surgical  Endoscopy  & 
Colonoscopy 

W.  D.  Seybold,  M.D.,  F.A.C.S. 

J.  D.  McMurrey,  M.D.,  F.A.C.S. 

J.  L.  Doggett,  M.D.,  F.A.C.S. 

M.  F.  Appel,  M.D.,  F.A.C.S. 

C.  P.  ciericuzio,  M.D. 

NEUROLOGY 

A.  Arana,  M.D. 

OBSTETRICS  & GYNECOLOGY 

M.  L.  Cody,  M.D.,  F.A.C.S., 
F.A.C.O.G 

W.  A.  Johnson  III,  M.D.,  F.A.C.O.G. 

OCCUPATIONAL  & PREVENTIVE 
MEDICINE 


OTOLARYNGOLOGY 

J.  C.  Dickson,  M.D.,  F.A.C.S. 

J.  L.  Smith,  M.D.,  F.A.C.S. 

L.  P.  Conrad,  M.D. 

PATHOLOGY 

R.  A.  Jordan,  M.D.,  F.A.S.C.P. 

PEDIATRICS 

Rheumatology 

E.  J.  Brewer,  Jr.,  M.D.,  F.A.A.P. 

Allergy  and  Pulmonary  Diseases 

C.  W.  Ewing,  M.D.,  F.A.A.P. 

Gastroenterology 

G.  D.  Ferry,  M.D.,  F.A.A.P. 

General  Pediatrics  and 
Consultation 

F.  J.  Boland,  M.D.,  F.A.A.P. 

R.  M.  Thaller,  M.D.,  F.A.A.P. 

K.  C.  Pinckard,  M.D. 

J.  C.  Hoyle,  Jr.,  M.D.,  F.A.A.P. 

PSYCHIATRY 


C.  G.  Cochran,  M.D. 

R.  Daichman,  M.D. 

RADIOLOGY 

R.  J.  Kurth,  M.D.,  F.A.C.R. 

E.  G.  Linares,  M.D.,  D.A.B.R. 
P.  Raphael,  M.D.,  D.A.B.R. 

J.  F.  Neumann,  M.D.,  D.A.B.R. 

UROLOGY 

D.  W.  Pranke,  M.D.,  F.A.C.S. 
R.  A.  Renner,  M.D. 


General  Internal  Medicine 

G.  F.  Taboada,  M.D.,  F.A.C.P. 
N.  H.  Nauert,  Jr.,  M.D. 

G.  G.  Bourianoff,  M.D. 

G.  Crofoot,  M.D. 

J.  R.  Hoverman,  M.D. 

General  Medicine, 
Gastroenterology 

R.  D.  Eichhorn,  M.D.,  F.A.C.P. 

Hematology 

J.  B.  Bart,  M.D.,  F.A.C.P. 

Infectious  Diseases 

S.  Riggs,  M.D.,  F.A.C.P. 

Nuclear  Medicine 

D.  E.  Mouton,  M.D.,  F.A.C.N.M. 

Oncology 

E.  N.  Root,  M.D. 


W.  B.  Dye,  M.D.,  F.A.C.Pr.M. 

H.  B.  Elwell,  Jr.,  M.D. 

R.  M.  Fenno,  M.D.,  F.A.C.P. 

F.  A.  Goss,  M.D. 

W.  R.  Hawkins,  M.D.,  F.A.C.Pr.M. 
W.  R.  Hein,  M.D.,  F.A.C.Pr.M. 

L.  A.  Herrmann,  M.D. 

R.  J.  Huebner,  M.D. 

G.  F.  Kelly,  M.D.,  F.A.C.Pr.M. 

T.  K.  Lee,  M.D.,  M.P.H. 

G.  O.  Lewis,  M.D.,  F.A.C.Pr.M. 

W.  V.  Murawsky,  M.D. 

C.  A.  Owen,  M.D.,  F.A.C.S. 

B.  W.  Prior,  M.D.,  F.A.C.Pr.M. 

N.  A.  Tadros,  M.D.,  F.A.C.Pr.M. 

A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 

OPHTHALMOLOGY 

H.  E.  Wahlen,  M.D.,  D.A.B.O. 

J.  E.  Key,  II,  M.D.,  D.A.B.O. 

ORTHOPEDIC  SURGERY 


DENTISTRY 

J.  W.  Orr,  D.D.S. 

D.  L.  McClung,  D.D.S. 

SPEECH  PATHOLOGY  & AUDIOLOGY 

D.  R.  Fox,  Ph.D. 

J.  W.  Porter,  M.A. 

N.  Gotsdiner,  M.A. 


Pulmonary  Diseases, 
Bronchoscopy 

S.  P.  Fischer,  M.D.,  F.A.C.P. 
B.  D.  Walker,  M.D. 


T.  H.  Crouch,  M.D.,  F.A.C.S.  EXECUTIVE  DIRECTOR 

J.  A.  Bakken,  F.A.C.M.G.A. 


K-S  WEST 

nil  Augusta  Drive 
Houston,  Texas  77057 
(713)  780-1661 


K-S  DOWNTOWN 

Two  Houston  Center,  Suite  P-310 
909  Fannin  Street,  Hou^on,  Texas  77002 
(713)  654-4401 
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EDITORIAL 


KapwMB 


Complex  issues  face  medicine  today 

Issues  of  health  care  are  complex  and  becoming  more  so. 
This  growing  complexity  has  led  to  increased  cost,  which 
is  leading  to  investigations  and  proposals  for  control  of 
these  costs. 

What  is  responsible  for  the  complexity  we  now  see?  In 
my  view,  there  are  many  factors  including: 

1 . Greater  availability  of  funds  for  health  care  via  ex- 
panded medical  insurance  plans,  government  programs, 
and  increased  personal  affluence  which,  in  turn,  has  led  to 
increased  utilization  of  health  care  services. 

2.  Increased  public  focus  on  physical  and  emotional 
health  manifested  by  movements  to  return  to  “natural 
foods,”  diets,  and  exercise  to  “be  fit,”  concern  for 
“healthy”  leisure  activities,  etcetera. 

3.  Increased  medical  capabilities,  including  cardiac 
surgery,  intensive  care  units,  more  effective  drugs,  et- 
cetera. 

4.  Increased  public  expectations  about  the  potentials  of 
medicine — even  the  belief  that  medicine  can  solve  any 
problem. 

These  latter  two,  increased  capability  and  increased 
expectations,  are  the  direct  result  of  medical  research. 
Research  has  generated  new  medical  knowledge  at  a 
phenomenal  rate  and  this  information  is  being  translated 
into  better  patient  care.  Indeed,  it  is  the  effectiveness  of 
research  efforts  that  has  led  to  our  apparent  dilemma. 

There  are  those  who  maintain  that  medical  care  is  too 
expensive  and  the  specific  aspects  of  care  cited  by  them 
are  indeed  costly.  However,  they  are  also  effective.  The 
cost  figures  used  by  these  critics  are  the  immediate  direct 
ones,  and  other  variables  usually  are  not  considered.  It  is 
essential  that  long-term  effects  of  this  costly  care  be 
analyzed.  Immediate  direct  costs  are  not  the  only  answer, 
indeed,  they  probably  are  not  even  appropriate. 

Diphtheria,  poliomyelitis,  and  tetanus  vaccines  are  ex- 
pensive, as  are  antibiotics,  and  the  total  cost  of  health 
care  in  the  US  would  be  reduced  if  they  were  not  available 
to  generate  expenditures.  Yet  no  one  would  advocate 
their  removal  since,  on  economic  grounds  alone,  they  are 
cost  effective.  Indeed,  the  expenditure  of  funds  for  these 
materials  is  a good  investment  for  the  economy  and  for 
future  tax  revenues.  The  economic  answers  are  still  not 
available  for  coronary  bypass  surgery  and  other  more 
recent  innovations. 

Most  of  us  do  not  feel  that  issues  of  medical  care  should 


be  considered  on  economic  grounds  alone.  The  relief  of 
pain  and  suffering  must  remain  the  principal  goal,  yet 
medicine  is  being  attacked  on  economic  grounds.  I be- 
lieve the  full  story  over  the  long  term  will  justify  our 
research  investments. 

The  focus  of  negative  publicity  on  research  and  medical 
care  will  continue  and  we  must  respond  intelligently.  I 
would  recommend  the  following  actions: 

1 . Assist  in  making  public  expectations  realistic.  We  are 
not  close  to  curing  cancer  in  the  sense  that  the  public 
understands  the  words.  Much  can  be  done  for  patients 
with  malignancies,  and  indeed  some  patients  can  be 
cured.  Public  educational  efforts  are  necessary  to  inform 
them  not  only  of  successes  in  medical  care  but  also  of 
limitations.  We  must  also  make  our  priority  arguments  for 
research  efforts  rational  debates  rather  then  emotional 
appeals  for  funds,  especially  when  the  ideas  and  creative 
thoughts  are  not  there  to  justify  the  expenditures.  In  short, 
in  spite  of  our  exuberance,  we  must  not  promise  too 
much. 

2.  Emphasize  the  necessity  for  continued  basic  and 
applied  research  and  explain  the  need  for  it  in  human 
terms.  The  time  is  past  when  we  could  argue  that  new 
knowledge  need  have  no  possible  application.  Indeed,  we 
may  not  know  what  the  specific  application  may  be  and 
we  should  simply  admit  that.  At  the  same  time,  there  is 
potential  for  new  knowledge  and  we  should  understand 
that  potential,  at  least  in  generalities. 

3.  Encourage  thought  about  the  implications  of  re- 
search as  to  cost,  effectiveness,  and  societal  implications. 

In  short,  I am  asking  that  we  be  realistic,  rational,  and 
honest,  recognizing  that  medicine  and  medical  research 
are  creatures  of  society  and  are  tolerated  by  society. 
Hence,  our  responsibility  is  to  them. 

The  future  of  medical  care  lies  in  research  accomplish- 
ments. The  future  is  now  and  we  are  capable  of  managing 
it.  Education  of  the  public  is  the  key. 

Edward  N.  Brandt,  Jr,  MD,  PhD,  Austin, 

Vice  Chancellor  for  Health  Affairs, 

The  University  of  Texas  System. 
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322  Coleman  Street  Marlin,  S^exas  7EG61  Telephone:  883-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S.* 
D.  R.  Swetland,  M.D.,  I'.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE.  EAR,  NOSE  AND  THROAT 
S.  W.  Huphes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A,C.S. 


ALLERGY 

S.  W.  Hughes,  M,D. 

CARDIOLOGY 
W.  F.  McKinley,  Jr,,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D,,  F,A.C.S.* 
Howard  L.  Smith,  M.D.,  F.A.C..S. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes.  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee.  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

•Expired  May  17th,  1977. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4 105  Live  Oak  Street  DALLAS,  TEXAS  752  1 1 Telephone  823-4 1 5 1 


INTERNAL  MEDICINE 
John  B Allen,  M.D  . D A B I M 
Morris  E Makers,  M D , D A B I M 
Channini;  Woods.  M D 
Rithard  C.  Scone,  M D , Gastroenteroloicy 
Landon  W.  Stewart.  M D , D.A  B I M 
Cloyte  L Stetson,  Jr  , M D , D A B I M 
Davids  Sowell,  HI,  M D , D A B.I  M , Cardiolocy 
Don  E Cheaciim,  M D , D A B I M . and  DAB  Rhti 
FACE,  Rheumatology 
W Math  Armseton^,  M D . D A B 1 M 
Sam  W Waters.  M D 
Georye  E Thomas,  M D. , D A,B  EM 
Steven  P,  Bowers,  M D , D A B 1 M 

ORTHOPEDIC  SURGERY 

Gcorjte  S Phalen,  M D , D A BOS,  F A C S 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller.  Ill,  M D , D A B O G 
Vcrnic  D Bodden,  M D 

PEDIATRICS 

Haltuit  Moore,  M.D  , D A BP.  F A A P 
P E Luetke,  Jr  . M D , D A B P , F A A P 
Richard  J Gugclinann,  M D , D A B P 

GENERAL  SURGERY 

George  P Fosmire,  M D . D A B S , F A C S 
Stanley  O Snyder.  Jr  . M D. 

UROLOGY 

Henry  M Spence,  M.D,.  D A B.U  , E A C S. 

William  H Hoffman,  M.D.,  D A B U, , F A C S 
Richard  B,  Dulany,  M D , D.A  B U.,  F A C S. 


RADIOLOGY 

Raymond  W Biirford,  M.D  , D A B R 
Joe  B Caldwell.  M D , D A B R 
James  B Evans,  M D , DA  B R 

DERMATtfLOCiY 

William  N,  New,  M D , F A A D , F.A.C.P 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M D , D A B O 

OPHTHALMOLOGY 

James  M Copps,  M D , D A B.O 
R Roy  Whitaker,  M D , D ABO 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is,  more  than 
4 months,  has  not  been  assessed  by  systematic  clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient, 

Contraindications:  Tablets  in  children  under  6 months  of  age,  known 
hypersensitivity;  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness  (e  g . operating  machinery, 
driving)  Wthdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal/muscle  cramps,  vomiting,  sweating).  Keep  addiction-prone  indi- 
viduals (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants. 

Not  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in 
lieu  of  appropriate  treatment.  When  using  oral  form  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of  Seizures 
INJECTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and.  rarely,  vascular  impairment  when  used  I.V.:  inject 
slowly,  taking  at  least  one  minute  lor  each  5 mg  (1  ml)  given:  do  not  use 
small  veins,  i.e  . dorsum  of  hand  or  wrist:  use  extreme  care  to  avoid  intra- 
arterial administration  or  extravasation.  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to 
administer  Valium  directly  I.V.  it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
nary reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  con- 
comitant use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
able. When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
age at  least  1/3,  administer  m small  increments  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
vital  signs. 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminister 
it  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures;  use  topical  anesthetic,  have  necessary  coun- 
termeasures available  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
laundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity  syn- 
cope. bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion, coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures,  I V fluids,  adequate  airway.  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500, 
Tel-E-Dose*  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10,  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10  Ampuls,  2 ml,  boxes  of  10, 
Vials,  10  ml.  boxes  of  1,  Tel-E-Ject*  (disposable  syringes),  2 ml.  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers,  and  1 5%  benzyl  alcohol  as  preservative 


Rcx;he  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


ONLYVALIUM*(diazepam) 


Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status. 

Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
curred following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
muscle  cramps,  vomiting,  sweating).  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  predisposition  to  habituation/ 
dependence  Not  recommended  for  OB  use 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  pro- 
longed CNS  depression  observed.  In  children,  give  slowly  (up  to  0.25 
mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence;  can  be 
repeated  after  15  to  30  minutes.  If  no  relief  after  third  administration, 
appropriate  adjunctive  therapy  is  recommended 
Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam),  i.e.. 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
sants. Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
companying depression  who  may  have  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2V'2  mg  once  or  twice  daily,  increasing  gradually  as  needed  or 
tolerated) 


2-MG,  5-MG, 

lO-MG  SCORED 

TABLETS 

TEL-E-DOSE® 

REVERSE- 

NUMBER  PACKS 

2-MLTEL-E-JECT® 

DISPOSABLE 

SYRINGES 

2-ML  AMPULS 

lO-ML  VIALS 


5 MG/ML 


GIVES  YOU  THIS  CHOCE  OF  DOSAGE 
FORMS  AND  FLEKBUTY 


PSYCHOTIHERAPEljnC 

SKELETAL  MUSCLE 
RELAXAlsrr 


VAUUM 


ONLY 


^iazepam) 


HAS  THESE  TWO 
DISHNCT  EFFECTS 


Please  see  preceding  page  for  a summary  of  product  information 


ion. 


Texas  Medicine 

Volume  75  JUNE  1979 


Devoted  to  the  interest  ot  the  medical 
profession  and  public  health  in  Texas 

BOARD  OF  PUBLICATION 
Don  G Harrel,  MD,  Dallas 
Chairman 

Sam  N Key,  MD,  Austin 
Vice-Chairman 

George  G,  Alexander,  MD,  Pasadena 
Secretary 

Walter  A.  Brooks,  MD,  Ouanah 
R Harvey  Bell,  MD,  Palestine 
Merle  W Delmer,  MD,  San  Antonio 
Paul  R Meyer,  MD,  Port  Arthur 
TMA  OFFICERS 

Mylie  E,  Durham,  Jr,  MD,  Houston 
President 

Charles  H.  Wilson,  MD,  Wichita  Falls 
Vice-President 

Mario  E Ramirez,  MD,  Rio  Grande  City 
President-Elect 

James  G Morris,  MD,  Lubbock 
Secretary 

F Warren  Tingley,  Jr,  MD,  Arlington 
Treasurer 

C.  Lincoln  Williston,  Austin 
Executive  Director 

EDITORIAL  STAFF 

1905  N Lamar  Blvd,  Austin  78705 

Telephone  512-477-6704 

Marilyn  Baker,  Executive  Editor 

Rae  Vajgert.  Assistant  Executive 

Editor 

Jim  Busby,  Assistant  Editor 

Mary  Lange,  Assistant  Editor 

Patty  lllich.  Secretary 

ADVERTISING  STAFF 

1801  N Lamar  Blvd,  Austin  78701 

Jon  R.  Hornaday,  Advertising  Director 

Anne  Shelnutt,  Advertising  Manager 

SCIENTIFIC  PUBLICATION 
COMMITTEE 

C W.  Daeschner,  MD,  Galveston 
Chairman 

Robert  Askew,  MD,  Austin 
Vice-Chairman 
Ernest  C,  Butler,  MD,  Austin 
Jesse  D.  Cone,  MD,  Odessa 
Richard  D,  Cunningham,  MD,  Temple 
George  A.  Gates,  MD,  San  Antonio 
Tracy  R,  Gordy,  MD,  Austin 
David  P,  Green,  MD,  San  Antonio 
R Maurice  Hood,  MD,  Austin 
Paxton  H,  Howard,  Jr,  MD,  Temple 
Joseph  Lancaster,  MD,  Austin 
Francis  E.  McIntyre,  MD.  Austin 
H.  Irving  Schweppe,  Jr.  MD,  Houston 
Karen  W,  Teel.  MU.  Austin 
Theodore  P.  Votteler.  MD,  Dallas 
James  D.  McMurrey,  MD,  Houston 
William  H.  Snyder,  III.  MD,  Dallas 

PRINTING  OFFICES 
c/o  Stafford-Lowdon  Company 
1114  West  Daggett,  Fort  Worth  76104 
SUBSCRIPTIONS 
1801  N Lamar  Blvd,  Austin  78701 
c/o  Business  Office 
Texas  Medicine  (ISSN  0040-4470)  is 
published  monthly  for  $13  per  year  for 
members.  $17  for  nonmembers  and 
institutions,  $20  for  foreign,  and  $1 ,75 
for  a single  copy,  by  the  Texas  Medical 
Association,  1801  North  Lamar  Boule- 
vard, Austin,  TX  78701  Second  class 
postage  paid  at  Austin,  Texas,  and 
additional  mailing  office.  Postmaster 
Send  address  changes  to  Texas  Medi- 
cal Association,  c/o  Membership 
Department,  1801  North  Lamar  Boule- 
vard, Austin.  TX  78701 
Copyright  ® 1 979  by  the  Texas  Medical 
Association.  Owned  and  issued  month- 
ly by  the  Association, 

Publication  number  796660, 
Postmaster:  Please  direct 
correspondence  to  Marilyn  Baker, 
Executive  Editor,  1905  N Lamar  Blvd, 
Austin.  TX  78705 


Contents 


Scientific  articles 

36  Ethical,  legal,  and  medical  aspects  of  brain  death:  a review  and  proposal 
Richard  W.  Homan,  MD 
46  Sexuality  in  the  aged 

James  M.  Turnbull,  MD 
54  A study  of  UTMB  graduates:  1967-1976 

Edward  N.  Brandt,  Jr,  MD,  PhD:  Frances  Holmstrom;  Elizabeth  L.  Fitzsimmons 
63  Reducing  the  costs  of  emergency  medical  care 
J.  H.  U.  Brown,  PhD 


Editorial 


102  Physician  involvement  is  essential  if  audits  improve  quality  of  care 
Franklin  C.  Redmond,  MD 


Feature 

31  Drug  abuse  is  still  a problem  in  Texas 

Sara  B.  May 


News 

7 Priorities  conference  shows  voluntary  cost  controls  work 

8 Tornadoes  strike  Wichita  Falls;  physicians’  homes  devastated 
8 Nursing  home  patients  screened  for  therapy  needs 

10  HOE  programs  provide  an  untapped  resource 

11  AMA-ERF  awards  monies  to  Texas  medical  schools 
15  Coming  next  month 


Departments 

6 Newsbriefs 
20  Debate 

15  Medical  Newsmakers 
25  Medicine  and  the  Law 
29  Capital  Comments 
35  What’s  New 

68  Meetings  and  Continuing  Education  Courses 
75  Medicine  in  Literature 
77  Deaths 


On  the  cover 

The  chasm  between  death  and  life  has  grown 
more  subtle  with  changing  legal  definitions  and 
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transfer  is  not  uncommon,  the  question,  "What 
constitutes  biological  death?"  draws  even  more 


intense  consideration.  That,  and  other  issues  in 
determining  death,  are  considered  in  “Ethical, 
legal,  and  medical  aspects  of  brain  death:  a re- 
view and  proposal,"  p.  36. 
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V-CILLIN  K 

C29 


penicillin  V potassium 

is  the  most 
widely  prescribed 
brand  of  oral  penicillin 


Tablets 

12’5,  250,  and  500  mg 


V-Cillin  K® 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 

penicillin.  11021751 

*Equivalent  to  penicillin  V. 


Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


For  hemorrhoids 
and  other 

anorectal  conditions 

External  hemorrhoids 


Internal  Pruritus  ani 

hemorrhoids 


Proctitis 


Anal  fissures 


Easy  to  handle.  Easy  to  apply, 

easy  to  insert,  nonstaining— 

oomfortably  shaped—  Rx  only 
Rxonly 


Prescribe 

Anusol-HC" 

Suppositori  es  /Crea  m 

for  symptomatic  relief 

Effectively  reduces  inflammation  and  edema 
Rapidly  relieves  pain  and  itching 


ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC’  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

CAUTION:  Federal  law  prohibits  dispensing  without 

prescription. 

Descriphon:  Each  Anusol-HC  Suppository  contains 
hydrocortisone  ocetate,  10  0 mg,  bismuth  subgolldle, 

2 25%,  bismuth  resorcin  compound,  1 75%;  benzyl 
benzoate,  1 2%,  Peruvian  bolsom,  1 8%,  zinc  oxide, 

1 1 0%,  also  contains  thetollowing  Inactive  Ingredients, 
bismuth  subiodide,  calcium  phosphole,  and  certitied 
coloring  in  a hydrogenated  vegetable  oil  base 
Eoch  gram  of  Anusol-HC  Creom  contains 
hydrocortisone  acetate,  5 0 mg,  bismuth  subgollote, 

22  5 mg,  bismuth  resorcin  compound,  17  5 mg,  benzyl 
benzoate,  12  0 mg,  Peruvian  balsam,  18  0 mg;  zinc 
oxide,  1 1 0 0 mg,  also  contains  the  following  Inactive 
ingredients  propylene  glycol,  bismuth  subiodide, 
propylparaben,  methylporoben,  polysorbote  60  and 
sorbiton  monosteorote  in  o woter-misclble  base  of 
mineral  oil,  glyceryl  stearate  and  water 
Indications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  ore  adjunctive  therapy  for  the  symptomatic  relief  of 
pom  ond  discomfort  in  external  and  internal 
hemorrhoids,  proctitis,  papillitis,  cryptitis,  anal  fissures, 
incomplete  fistulas  and  relief  of  local  pain  and  discomfort 
following  anorectal  surgery 


Anusol-HC  Cream  is  also  indicated  for  pruritus  oni 
Anusol-HC  IS  especially  indicated  when  inflammation 
Is  present  After  acute  symptoms  subside,  most  patients 
con  be  maintained  on  regular  Anusot*  Suppositories  or 
Ointment 

Contraindications:  Anusol-HC*  Suppositones  and 
Anusol-HC*  Cream  ore  contraindicated  in  those  patients 
with  0 nistoryof  hypersensitivity  to  any  of  the  components 
of  the  preparation 

fWornings:  The  safe  use  ot  topical  steroids  dunng 
pregnancy  has  not  been  fully  established  Therefore, 
during  pregnancy,  they  should  not  be  used  unnecessarily 
on  extensive  areas,  in  large  amounts,  or  lor  prolonged 
periods  of  lime 

PrecouHons:  Symptomatic  relief  should  not  delay 
definitive  diagnoses  or  treatment  It  irritation  develops, 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  should 
be  discontinued  and  appropriate  therapy  instituted 
In  the  presence  ot  on  infection  the  use  of  an  appropriate 
antifungal  or  onlibocteriol  agent  should  be  instituted  If  o 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection 
has  been  odeguotely  controlled 
Core  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  mfonts 
Anusol-HC  is  not  for  ophthoimic  use 
Dosage  and  Administration:  Anusol-HC 
Supposilories-Adults:  Remove  foil  wrapper  and  insert 
suppository  into  the  onus  One  suppository  in  the  morning 


and  one  at  bedtime,  tor  3 to  6 days  or  until  inflammation 
subsides  Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories 

Anusol-HC  Cream— Adults:  After  gentle  bathing  and 
drying  of  the  anal  orea,  remove  lube  cop  and  apply  to  the 
exterior  surface  and  gently  rub  m For  inlemol  use,  attach 
the  plastic  applicator  and  insert  into  the  onus  by  oppiying 
gentle  continuous  pressure  Then  sgueeze  the  tube  to 
deliver  medication  Cream  should  be  applied  3 or  4 times 
0 day  for  3 to  6 days  until  intlommotion  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Ointment 
NOTE  It  staining  from  either  of  the  above  products 
occurs,  the  stain  may  be  removed  from  fabric  by  hand  or 
machine  washing  with  household  detergent 
How  Supplied:  Anusol-HC  Suppositories— boxes  of  12 
(N  0047-0089-12)  and  24  (N  0047-0089-24),  in  silver 
toil  strips  with  Anusol-HC  W C printed  in  black 
Anusol-HC  Cream— one-ounce  lube  (N  0047-0090-01), 
with  plastic  applicator,  detachable  label 
Store  between  1 5°-30°  C (59‘-86°  F, ) 

Full  inlormotion  is  available  on  request 
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Spring  medical  school  graduates 

Approximately  767  students  are  expected  to  graduate 
with  MD  degrees  this  spring  from  Texas’  medical  schools. 
The  highest  number  of  students  receiving  their  fourth  year 
medical  degree  comes  from  The  University  of  Texas  Med- 
ical Branch  at  Galveston  with  an  estimated  199  gradu- 
ates. The  UT-Dallas  estimates  having  186  graduates; 
UT-San  Antonio  anticipates  129  graduates;  112  gradu- 
ates are  expected  from  Baylor  College  of  Medicine;  100 
students  are  expected  to  receive  degrees  from  UT- 
Houston;  and  41  degrees  should  be  conferred  at  Texas 
Tech. 

HCFA  limits  Medicare  payment 

The  Health  Care  Financing  Administration  now  limits 
Medicare  payment  for  custodial  care  services  and  other 
services  deemed  not  medically  necessary.  Payment  is 
limited  to  one  day  following  notice  given  to  the  beneficiary 
or  provider  that  the  services  in  question  are  excluded  from 
Medicare  reimbursement.  The  old  rule  permitted  payment 
for  up  to  three  days.  In  the  March  23,  1979  Federal 
Register,  the  HCFA  stated,  “The  primary  effect  of  this 
change  will  be  to  prevent  payment  for  more  than  one  day 
in  those  situations  where  additional  time  is  not  needed  to 
arrange  for  postdischarge  care.” 

PSRO  causes  changes  in  Medicare-Medicaid  payment 

Medicare-Medicaid  payment  for  inpatient  hospital  or  post- 
hospital extended  care  services  disapproved  by  a PSRO 
has  been  limited  in  a provision  to  the  recently  enacted 
Medicare-Medicaid  Antifraud  and  Abuse  Amendments 
(PL  95-142).  Payment  for  these  services  is  limited  to  one 
day  following  the  date  the  provider  receives  notice  of 
PSRO  disapproval.  Payment  may  be  continued  for  a total 
of  three  days  only  when  the  PSRO  determines  that  more 
time  is  necessary  to  arrange  for  the  postdischarge  care  of 
the  beneficiary. 

Texas  controlled  substances  schedules  amended 

The  following  change  in  the  Texas  Controlled  Substances 
Schedules  went  into  effect  April  6,  1979. 

Schedule  IV,  subparagraph  (2)  of  paragraph  (e)  of 
Section  2.06  was  amended  by  adding  the  substance 
“Pentazocine.” 


Home  health  insurance 

In  another  effort  to  keep  rising  medical  costs  down,  the 
American  Medical  Association  has  drafted  model  state 
legislation  allowing  for  insurance  coverage  for  home 
health  care.  Many  patient  days  in  hospitals  could  be  elim- 
inated through  early  discharge  to  home  care.  The  pro- 
posed law  would  require  health  insurers  in  the  state  and 
nonprofit  hospital  and  medical  service  plans  to  make 
available  home  health  care  benefits  for  services  rendered 
by  a licensed  home  health  agency.  Seven  states  already 
have  enacted  legislation  to  encourage  home  health  care. 
They  are  Arizona,  California,  Connecticut,  New  Mexico, 
New  York,  Vermont,  and  Wisconsin. 
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Priorities  conference  shows 
voluntary  cost  controls  work 

The  message  in  Houston  was  clear — the  voluntary  effort 
to  hold  down  costs  of  health  care  is  working,  but  physi- 
cians and  hospitals  must  keep  up  the  effort  to  assure 
success  in  1979. 

Approximately  280  Texas  physicians  and  hospital  ad- 
ministrators participated  in  the  special  conference  in  late 
March  to  support  and  enhance  the  Texas  voluntary  cost 
containment  effort.  Texas  Medical  Association  and  Texas 
Hospital  Association  cosponsored  the  one-day  confer- 
ence, entitled  “Priorities  ’79,”  at  the  Shamrock  Hilton 
Hotel  in  Houston. 

James  H.  Sammons,  MD,  executive  vice  president  of 
the  American  Medical  Association  and  former  TMA  presi- 
dent, told  the  group,  that  “what  we  are  doing  is  more 
important  than  what  has  happened  to  date,”  and  hospital 
administrators  and  medical  staff  must  keep  their  shoul- 
ders together  to  protect  the  public  “that  both  are  entrusted 
to  protect.” 

He  reported  that  a recent  AMA  survey  had  shown  that 
the  American  public  feels  the  greatest  problem  facing 
health  care  today  is  cost.  Further,  he  said,  “If  Americans 
talk  about  relief  long  enough.  Congress  responds  and 
gives  the  public  what  it  wants  whether  it  is  good,  bad,  or 
indifferent.” 

Dr  Sammons  commended  the  Texas  Voluntary  Effort 
highly,  pointing  out  that  the  Texas  program  is  unexcelled 
anywhere  in  the  nation,  and  that  the  Council  on  Wage  and 
Price  Stability  had  endorsed  only  two  state  voluntary 
effort  plans,  those  of  Georgia  and  Texas.  Models  of  those 
plans  have  been  distributed  to  all  50  states. 

Another  conference  speaker,  Alex  McMahon,  president 
of  the  American  Hospital  Association,  attributed  today’s 
cost  problems  to  the  success  of  the  1960s  which  saw  bet- 
ter care  provided  for  more  people  than  before.  More  phy- 
sicians, more  facilities  and  services,  and  more  technology 
were  made  available  during  that  decade,  resulting  in  the 
health  care  sector  assuming  a larger  part  of  the  gross  na- 
tional product.  Thus  the  message  of  the  1970s  became 
“Watch  those  costs,”  said  McMahon. 

Today’s  message,  he  declared,  is  that  costs  must  be 
changed  and  that  the  voluntary  effort  must  work  if  hospi- 
tals and  medicine  are  to  maintain  credibility. 

McMahon  condemned  HR  2626,  The  Hospital  Cost 
Containment  Act  of  1979,  and  said  that  the  proposed  law 


is  both  inequitable  and  unworkable.  It  is  inequitable,  he  7 

said,  because  it  treats  all  hospitals  the  same,  without 
recognizing  regional  differences,  length  of  stay,  and  other 
factors.  It  is  unworkable,  he  said,  simply  because  the 
proposed  9.7%  cap  is  unrealistic.  “One  can't  turn  a 
leviathan  around  on  a dime.” 

Congressman  Phil  Gramm,  PhD,  Texas  member  of  the 
House  of  Representatives  and  a former  professor  of 
economics  at  Texas  A&M  University,  challenged  the 
belief  that  government  intervention  could  help  resolve  the 
health  care  cost  problem  and  suggested  that  government 
demonstrate  where  it  had  ever  improved  the  marketplace. 

Said  Gramm,  “Government  edict  can’t  heal  the  sick,  and 
national  health  insurance  only  means  that  somebody 
pays  someone  else’s  bill.”  He  pointed  out  that  the  market 
incentives  in  the  health  care  sector  do  not  work  as  well  as 
the  rest  of  the  market  because  so  many  people  do  not  pay 
directly  for  their  own  health  care.  Most  hospitals,  for 
example,  he  said,  are  not  profit  motivated,  and  further- 
more, insurance  by  third-party  payers  often  takes  the 
incentive  from  the  employee  to  be  mindful  of  cost.  Under 
a national  health  insurance  program,  Gramm  observed, 
medical  care  will  become  cheaper  for  unemployed  and 
retired  persons,  and  those  who  pull  the  wagon  will  bear 
the  greater  expense. 

Paul  Earle,  executive  director.  Voluntary  Effort,  Ameri- 
can Hospital  Association,  explained  that  the  goal  of  the 
cost  containment  program  is  to  bring  the  spending  gap  in 
hospitals  in  line  with  the  rate  of  increase  of  the  gross  na- 
tional product.  Hospital  spending,  he  said,  more  than 
achieved  its  1978  target,  a two  percentage  point  reduction 
over  1977.  In  1978,  hospital  costs  actually  rose  only 
12.8%,  whereas  they  had  risen  15.6%  during  the  previous 
year.  Earle  also  reported  that  the  total  stock  of  hospital 
beds  in  1978  had  increased  by  only  1%,  the  lowest  in  30 
years. 

“Tighten  up  on  capital  spending,  but  don’t  compromise 
the  quality  of  care  or  needed  service  level,”  is  the  volun- 
tary effort  message,  said  Earle.  “But,”  he  added,  “We  can 
afford  to  tighten  up.” 

To  achieve  the  1 1.6%  target  decrease  for  1979,  Earle 
emphasized  physicians  and  hospitals  must  work  together 
to  achieve  the  goal.  He  reminded  his  audience  that  the 
1 1 .6%  target  goal  is  not  for  each  hospital  or  each  state, 
but  is  an  aggregate  figure  for  the  whole  nation.  “The 
bottom  line  for  the  whole  industry,”  he  said,  “is  to  continue 
to  tighten  up  and  make  the  commitment  at  the  local  level.” 
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‘‘The  spirit  of  cooperation  between  doctors  and  hospitals 
is  the  real  hope  for  the  future.” 

Tornadoes  strike  Wichita  Falls; 
physicians’  homes  devastated 

Bethania  and  Wichita  General  Hospitals  in  Wichita  Falls 
were  ready  for  the  overflow  of  injured  from  a tornado 
which  hit  neighboring  Vernon;  then  Wichita  Fails  itself 
fell  victim  to  two  tornadoes  which  joined  forces  and 
snaked  through  the  town  of  100,000.  Yet  the  tornadoes 
could  not  have  struck  a better  prepared  city.  According 
to  a spokesman  at  the  Texas  Department  of  Public  Safety 
in  Austin,  Wichita  Falls  has  been  a leader  in  disaster 
planning  in  the  state  since  the  Cold  War. 

‘‘They  have  maintained  their  emergency  plans  con- 
scientiously,” said  Larry  Skiles,  a state  planning  and 
operations  officer  with  DPS.  ‘‘The  fact  that  we  (DPS)  have 
not  heard  from  them  for  more  than  supplementary  help, 
such  as  activating  the  National  Guard  and  state  police  to 
help  seal  off  the  damaged  area,  is  a good  sign.”  Some 
cities,  Skiles  said,  call  for  emergency  water  and  sewer 
systems. 

DPS  figures  show  that  54  were  killed  in  Vernon  and 
Wichita  Falls  with  some  188  hospitalized  from  tornadoes 
which  struck  in  the  early  evening,  April  10.  Many  physi- 
cians were  making  their  evening  hospital  rounds  or  were 
still  at  their  offices  when  the  alarm  sounded  25  minutes 
before  the  city  was  hit.  At  Bethania  Hospital  patients  were 
moved  into  the  hallways  as  a precaution. 

When  the  storm  actually  struck  Wichita  Falls,  physi- 
cians went  to  the  hospitals  and  manned  their  disaster  plan 
stations,  meeting  every  incoming  casualty  and  sending 
them  to  areas  where  care  was  given.  ”1  am  really  im- 
pressed that  the  disaster  plan  worked  so  smoothly,”  said 
Eleanor  Irvine,  MD,  President  of  the  Wichita-Young-Jack- 
Archer  County  Medical  Society.  “Patients  were  not 
screaming;  there  was  no  mass  hysteria  or  panic.”  Dr 
Irvine  noted  that  most  of  the  injuries  were  cuts  and 
broken  limbs  caused  by  flying  debris.  Some  of  the  more 
badly  injured  or  dead  were  caught  in  their  automobiles 
trying  to  outrun  the  tornado,  she  said. 

Physicians  were  also  under  another  strain  as  they  rec- 
ognized their  neighbors  as  incoming  patients  and  realized 
the  tornado  struck  an  area  where  many  physicians  had 
homes.  Yet  the  physicians  worked  on  through  the  night 
not  knowing  whether  or  not  their  families  and  homes  were 


safe.  Charles  Wilson,  MD,  TMA  vice  president,  was  one  of 
many  physicians  giving  extraordinary  service;  some  of 
them  worked  in  the  operating  rooms  for  48  hours  straight. 

When  the  emergency  had  peaked,  however,  many  phy- 
sicians saw  that  their  homes  and  businesses  had  been 
damaged  extensively.  Clifford  Burross,  MD,  vice  speaker, 
TMA  House  of  Delegates,  lost  not  only  his  home,  but  also 
his  clinic  to  the  storm.  The  homes  of  George  LeBeau,  MD, 
delegate  to  the  house  and  chairman  to  the  Committee  on 
Liaison  with  Medical  Students,  Interns  and  Residents; 
TMA  past  president  Charles  B.  Dryden,  MD;  and  Eleanor 
Irvine,  MD,  president  of  the  Wichita-Young-Jack-Archer 
County  Medical  Society,  were  also  damaged. 

Other  physicians  whose  homes  or  offices  were  torn  by 
the  storm  include:  Saeed  Ahmed  Beg,  MD;  K.  Thomas 
Bose,  MD;  Clark  W.  Brazil,  MD;  Ashok  A,  Chitale,  MD; 
John  Scott,  MD;  Kenneth  H.  Deets,  MD;  Robert  Delizio, 
MD;  Philip  S.  Fuller,  MD;  Lowell  Harvey,  MD;  Farid  G. 
Khoury,  MD;  Ralph  W.  Knight,  MD;  William  Menzies,  MD; 
V.  C.  Saied,  MD;  Julian  Sleeper,  MD;  Richard  Sutton,  MD; 
James  William  Terrell,  MD;  Donald  F.  Terry,  MD;  Phay  Tu, 
MD;  John  Worthen,  MD;  and  J.  C.  Wurster,  MD.  The 
Wichita  Falls  Clinic  lost  its  upper  floor  and  was  closed  for 
repairs. 

Nursing  home  patients 
screened  for  therapy  needs 

A system  which  better  provides  specialized  rehabilitative 
services  for  Medicare-Medicaid  patients  in  nursing  homes 
has  been  designed  by  the  Texas  Department  of  Human 
Resources.  These  services  include  physical  therapy, 
occupational  therapy,  and  speech  pathology,  and  must  be 
prescribed  by  the  attending  physician. 

Nursing  homes  participating  in  the  Medicaid  program 
are  required  to  furnish  such  services  either  as  Title  XVIII 
(concerning  federally  funded  Medicare  coverage)  pro- 
viders or  by  having  written  agreements  with  Title  XVIII 
providers  which  are  within  a 50-mile  radius.  If  the  facility 
is  unable  to  contract  such  services  with  Title  XVIII  pro- 
viders and  has  documentation  to  that  effect,  this  require- 
ment may  be  waived. 

Medicare/Medicaid  patients  will  be  screened  whenever 
they  enter  a nursing  facility  to  determine  whether  or  not 
they  need  therapy.  If  such  treatment  is  indicated,  the 
screening  nurse  will  discuss  his/her  findings  with  the 
treating  physician.  An  appropriate  therapist  is  contacted 
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First  aid 


The  group  insurance  program  of  the  Texas  Medical  Associa- 
tion is  designed  to  take  the  sting  out  of  the  bumps  and 
bruises  of  life;  illness,  accident,  disability,  and  death.  It's 
financial  first  aid  to  help  you  and  your  family  past  the  prob- 
lem — and  back  on  the  road  to  economic  recovery. 

The  TMA  group  insurance  package  includes  term  life 
insurance,  disability  income  insurance,  office  overhead 
expense  insurance,  personal  accident  coverage,  and  major 
medical  expense  insurance,  available  through  an  organiza- 
tion you  can  trust  — at  a price  you  can  afford. 

Texas  Medical  Association  Insurance  Trust 

1901  N.  Lamar  Blvd.,  Austin,  Texas  78705 
or  caU  ToU  Free,  1-800-252-9318 


Tell  me  more  about  the  TMA  first  aid  kit. 

Name 

Address 

City Zip 


Underwritten  by 

Pnidential 


should  the  doctor  so  order. 

If  a nursing  home  patient  is  covered  by  both  Medicare 
and  Medicaid,  Medicare  benefits  and  services  are  to  be 
used  following  Medicare  guidelines.  For  the  patient  en- 
titled to  Medicaid  coverage  only,  the  therapy  services  are 
limited  to  those  which  will  improve  the  patient’s  ambula- 
tion, transferring  activities,  activities  of  daily  living,  and/or 
communication. 

For  a patient  to  qualify  for  Medicaid  coverage,  the  ser- 
vices provided  must  be  (1)  prescribed  by  the  attending 
physician,  (2)  authorized  earlier  by  the  Rehabilitative 
Therapy  Unit  of  the  Texas  Department  of  Human  Re- 
sources, (3)  offered  with  the  expectation  that  there  will 
be  measurable  improvement  over  a period  of  30  days, 
and  (4)  reasonable  and  necessary  to  the  treatment  of  the 
patient’s  disability. 

The  program  has  been  developed  through  consultation 
with  members  of  the  Texas  Society  of  Physical  Medicine 
and  Rehabilitation.  Additional  information  may  be  ob- 
tained by  calling  or  writing:  Pam  Farley,  OTR,  Texas 
Department  of  Human  Resources,  Long  Term  Care  Divi- 
sion, John  H.  Reagan  Building,  Austin,  TX  78701,  (512) 
475-6341 . 


HOE  programs  provide 
an  untapped  resource 

An  estimated  4,300  Texas  high  school  students  are  partic- 
ipating in  health  occupations  education  (HOE)  programs 
across  the  state  with  approximately  1 ,450  students  gradu- 
ating this  spring. 

These  graduates  have  received  three  years  of  training 
in  health  related  occupations  and  are  prepared  to  take  on 
entry  level  positions  in  the  medical  field.  James  Keeton, 
director  of  the  Health  Occupations  Program  at  the  Texas 
Education  Agency,  said  the  students  leave  qualified  to 
assist  such  licensed  personnel  as  pharmacists,  physical 
therapists,  nurses,  ECG  technicians,  and  medical  labora- 
tory technicians. 

High  school  students  may  opt  for  health  occupations 
training  in  grade  10  by  selecting  a school  and  qualifying 
for  such  a program.  Dallas  and  Houston  each  offer  a 
separate  high  school  for  health  professions.  However, 
there  are  120  school  districts  throughout  the  state  which 
offer  health  programs  within  traditional  vocational  schools. 
During  their  first  year  at  the  Houston  High  School  for 
Health  Professions,  students  are  introduced  to  many 
health  occupations  and  learn  such  basic  skills  as  taking 
blood  pressure,  in  addition  to  carrying  their  regular  aca- 
demic course  load.  In  grade  1 1 , students  choose  an  area 
of  particular  interest  and  for  one  to  two  hours  a day  visit  a 
health  facility  for  on-the-job  observation.  In  grade  12, 
students  continue  their  classroom  academic  and  medical 
training,  and  work  a minimum  of  15  hours  in  a health 
facility. 

Mr  Keeton  said  that  of  those  students  graduating,  43% 
go  on  to  further  education  in  health,  and  35%  immediately 


Investment  performance 

for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling  in  the  program,  comparative  perfor- 
mances for  investments  are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  news- 
papers list  up-to-the  minute  values  on  mutual  funds.) 


Investment  Media^ 

1979 

through 

4/30/79 

3 Years 

Ended 

12/31/78 

5 Years 

Ended 

12/31/78 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-r2.7 

+ 39.5 

+ 7.6 

2.0 

Loomis-Sayles  Mutual  Fund 

-(-1.6 

+ 3.1 

- 9.7 

5.0 

Mercantile  Bank  HR-10  Equity  Fund 

+ 7.1 

+ 24.9 

+ 17.8 

b 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

+ 2.3 

+ 22.9 

+28.1 

8.1 

T.  Rowe  Price  Growth  Stock  Fund 

-0.3 

+ 9.1 

- 3.8 

4.0 

T.  Rowe  Price  New  Income  Fund 

-2.3 

+ 0.2 

- 2.9 

Stein,  Roe  & Farnham  Balanced  Fund 

+ 4.0 

+ 3.6 

- 7.4 

Standard  & Poor  500  Stock  Average 

+ 5.9 

+ 6.6 

- 1.3 

Dow  Jones  Industrial  Average 

+6.2 

- 5.6 

- 5.4 

a.  Mutual  Fund  performances  include  reinvested  capital  gain  distributions. 

b.  Mercantile  HR-10  Equity  and  Fixed  Income  Funds  make  no  distributions.  All  earnings  are  retained  in  the  respective  funds. 
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Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


y^sodilan-compatible  with  coexisting  diseases 
(e.g.,  giaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

Vasodiian-compatibie  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  is  compatible  with  such  drugsas  hypoglycemicsand  miotics. 

Vasodiian-compatibie  with  your  totai  regimen  for 
vascuiar  insufficiency 

Vasodilan  can  be  a valuable  adjunct  in  planning  a total  therapeutic  program  for 
vascular  insufficiency. 


’Indications;  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 
2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger’s  Disease)  and  Raynaud's  disease 
Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 

Vasodilan  iniection,  isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular:  5 to  10  mg.(l  or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 
20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls 

U S Pat  No  3,056,836 


Vasodilan  20-mg  tablets 

(ISOXSUPRINE  HCI) 


20  mg  q.i.(l.  recommended  dosage 


PHARMACEUTICAL  DIVISION 
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his  aslhmallc 
Isn’t  worried  about  his  next  breath... 


he’s  active 
he’s  effectively 
maintained  on 

QUIBRON 

Eoch  capsule  or  roblespoonful  ( 1 5 ml)  liquid 
conroins  rheophylline  (anhydrous)  1 50  mg 
and  glyceryl  guoiocolafe  (guoifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indicotions:  For  rhe  symptomoric  relief  of  branchosposric 
conditions  such  as  bronchiol  asthma,  chronic  bronchitis, 
ond  pulmonary  emphysema 

Wornings:  Da  not  administer  more  frequently  then  every 
6 hours,  ot  within  12  hours  ofter  reaol  dose  of  ony  prepara- 
tion contolning  rheophylline  or  ominophylline  Do  not 
give  other  compounds  contoining  xonrhine  derivotives 
concurrently, 

Precoutions:  Use  with  coution  in  patients  with  cordioc 
diseose,  hepatic  or  renal  impairment  Concurrent  adminls- 
rrotion  with  certain  ontibiotics,  i,e  clindomycin,  erythro- 
mycin, troleandomycin,  moy  result  in  higher  serum  levels 
of  theophylline  Plosmo  prothrombin  ond  factor  V may 
increose  bur  ony  clinicol  effect  is  likely  to  be  small.  Metab- 
olites 'of  guaifenesin  may  contribute  to  increosed  urinary 
5-hydroxyindoleoceric  ocid  reodings,  when  determined 
with  nitrosonophrhol  reagent  Sofe  use  in  pregnancy  has 
not  been  esroblished  Use  in  cose  of  pregnoncy  only  when 
cleorly  needed 

Adverse  Reooions:  Theophylline  moy  exert  some  stimu- 
loting  effeo  on  rhe  centrol  nervous  system,  its  odministro- 
tion  may  cause  locol  irritotion  of  the  gostric  mucoso.  with 
possible  gostric  discomfort,  nauseo.  and  vomiting  The 
frequency  of  odverse  reoctions  is  relored  to  the  serum 
theophylline  level  and  is  nor  usuolly  a problem  ot  serum 
theophylline  levels  below  20  mcg/ml 
How  Supplied:  Copsules  in  bottles  of  100  ond  1000  ond 
unit-dose  pocks  of  100,  Liquid  in  bottles  of  1 pint  ond  1 
gollon. 

See  package  insert  for  complete  prescribing  information. 
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MEDICAL  NEWSMAKERS 


enter  the  job  market  in  the  health  area  they  trained  in. 

While  the  HOE  program  aims  at  educating  students 
through  hands-on  experience,  it  also  strives  to  establish  a 
cooperative  relationship  with  an  area's  health  community. 
The  local  health  community  can  aid  the  program  in  an 
advisory  capacity  by  providing  input  to  curriculum  and  by 
assisting  new  trainees  in  their  work  experience. 

AMA-ERF  awards  monies 
to  Texas  medical  schools 

Texas  medical  schools  have  recently  received  more  than 
$49,000  in  unrestricted  grants  from  the  American  Medical 
Association  Education  and  Research  Foundation  (AMA- 
ERF)  in  Chicago.  The  University  of  Texas  (UT)  South- 
western Medical  School  at  Dallas  received  $18,770.93; 
UT  Medical  School  at  Galveston,  $9,040.42;  UT  Medical 
School  at  San  Antonio,  $8,033.09;  Baylor  College  of 
Medicine,  $5,838.87;  Texas  Tech  University  School  of 
Medicine,  $3,982.76;  UT  Medical  School  at  Houston, 
$2,292.95;  and  A&M  University  College  of  Medicine, 
$1,186.62. 

The  AMA-ERF  is  supported  largely  through  the  initiative 
of  the  AMA  Auxiliary,  which  conducts  a nationwide  fund- 
raising venture  each  year.  The  Texas  Medical  Association 
Auxiliary  takes  the  national  venture  into  the  grass  roots 
regions  of  Texas  to  gather  support  for  medical  education. 

Grant  amounts  are  dependent  upon  contributions  by 
physicians,  the  AMA  Auxiliary,  various  foundations, 
pharmaceutical  companies,  county  and  state  medical 
societies,  businesses,  and  the  public.  These  contributors 
may  specify  which  school  is  to  receive  their  donation,  or 
may  ask  that  their  monies  be  placed  in  an  undesignated 
fund  which  is  later  divided  equally  among  AMA-approved 
medical  schools.  Donations  may  also  be  allocated  to 
AMA-ERF  medical  educational  loan  guarantee  programs 
which  assist  medical  students  in  financing  their  edu- 
cations. 


Coming  next  month 

Articles  scheduled  for  July  will  be  on  anticholinergics  and 
psychiatric  practice,  basilar  impression — mimic  of  neuro- 
logical disease,  vaginal  smears  for  estrogenic  effect, 
and  reducing  the  costs  of  medical  care  in  the  clinical 
laboratory. 


ROBERT  L.  ROCK,  MD,  Austin,  has  been  named  1979 
Distinguished  Alumnus  of  The  University  of  Texas  Medi- 
cal Branch.  Dr  Rock  is  a member  of  the  Board  of  Trustees 
of  the  American  Association  of  Ophthalmology  and  a past 
president  of  the  Texas  Ophthalmological  Association. 

O.  BRANDON  HULL,  MD,  Lubbock,  has  been  selected 
Doctor  of  the  Year  by  the  Lubbock-Crosby-Garza  County 
Medical  Society.  Honored  for  his  contributions  to  medicine 
and  the  community.  Dr  Hull  has  served  as  president  of  the 
Lubbock  County  Heart  Association,  City-County  Board  of 
Health,  Lubbock  Rotary  Club,  and  the  Chamber  of  Com- 
merce— Board  of  City  Development. 

HEINZ  EICHENWALD,  MD,  chairman  of  the  department 
of  pediatrics  at  The  University  of  Texas  Health  Science 
Center  at  Dallas,  has  been  chosen  to  receive  the  Von 
Humboldt  Prize  of  the  West  German  Republic  for  his  “sig- 
nificant and  continuing  contributions  to  Pediatric  Infec- 
tious Disease.”  Dr  Eichenwald  is  chief  of  pediatrics  at 
Parkland  Memorial  Hospital  and  chief  of  staff  at  Children's 
Medical  Center  of  Dallas. 

RENILDA  HILKEMEYER,  RN,  assistant  to  the  president 
for  nursing  resources  at  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute,  has  been  named 
“Nurse  of  the  Year”  for  1979  by  the  Texas  Nurses  Asso- 
ciation. Formerly  director  of  nursing  at  M.  D.  Anderson  for 
22  years.  Miss  Hilkemeyer  was  honored  for  “achieve- 
ments in  and  contributions  to  the  field  of  oncology  nursing 
and  oncology  health  care,  not  only  in  Texas,  but  nationally 
and  internationally.  ” 

JAY  P.  SACKLER,  MD,  has  been  appointed  chairperson 
of  the  department  of  radiology  of  the  Texas  Tech  Univer- 
sity School  of  Medicine  (TTUSM).  Before  joining  the 
TTUSM  faculty  in  1977,  Dr  Sackler  was  associate  profes- 
sor of  clinical  radiology  at  New  York  University  College  of 
Medicine  and  director  of  diagnostic  radiology  and  ultra- 
sound at  University  Hospital.  He  is  a past  president  of  the 
New  York  State  Chapter  of  the  American  College  of  Radi- 
ology, a fellow  of  the  American  College  of  Angiology,  and 
a member  of  the  Radiological  Society  of  North  America, 
the  American  Heart  Association  Council  on  Cardiovas- 
cular Radiology,  and  the  American  Institute  of  Ultrasound 
in  Medicine. 

ROGER  ROSENBERG,  MD,  professor  and  chairman  of 
neurology  at  The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  has  been  invited  by  the  Office  of 


Volume  75  June  1979 


This  remarkable  computer  system 
can  cure  your  office's  ills. 


And  at  an  easy-to-swallow  price:  $25/950. 


HBC-10  can: 

• Take  care  of  your  insurance  billing  automat- 
ically and  cope  with  a variety  of  forms. 

• Process  your  statements  promptly,  improve 
your  collections,  and  keep  track  of  overdue 
accounts. 

• Produce  practice  analyses,  by  each  physi- 
cian. 

• Keep  your  appointment  schedules  for  six 
months  in  advance. 

• Generate  patient  histories  quickly  and  allow 
your  staff  to  enter  more  information  in  one 
operation. 

• Perform  a wide  variety  of  word  processing 
activities,  such  as  operations  reports  and  patient 
reminder  letters. 

• Permit  instant  retrieval  of  patient  history, 
balances  due,  payments  received,  etc. 

• Perhaps  most  important,  take  a good  deal  of 
pressure  off  your  office  staff. 

HBC- 1 0 is  now  being  used  with  great  success  in 
physician's  offices  and  is  proving  its  cost- 
effectiveness.  It's  a fact  — no  matter  how  many 
office  employees  you  have,  this  system  can  put 
their  time  to  better  use.  Patient  work  — not  paper 


work  — will  become  the  top  priority. 

Because  it  is  so  easy  to  learn  — by  people  with 
no  prior  data  processing  experience  — it  can  be 
improving  your  efficiency  in  a matter  of  days.  We 
have  the  references  to  prove  it. 

In  case  you're  familiar  with  computers,  here's 
some  vital  information  for  you  about  HBC-10.  It's 
a complete  hardware-software  system,  including 
an  Interdata  processor  by  Perkin-Elmer  Corpora- 
tion, one  of  the  world's  largest  and  most  respected 
mini-computer  manufacturers.  It  has  a 65  K mem- 
ory, expandable  to  256  K.  You  get  a video  termi- 
nal and  a bi-directional,  programmable  printer 
that  prints  1 80  characters  per  second.  The  disk 
drive  has  32  megabytes  of  storage  (16  mega- 
bytes removable).  You  can  expand  the  system  to 
virtually  any  size  you  want  just  by  adding  more 
disk  drives.  If  you  have  been  comparing  compu- 
ter systems,  you'll  have  to  agree  that's  plenty  of 
power  — especially  at  this  price. 

You're  invited  to  contact  us  soon  and  let  us 
know  how  we  can  help.  The  sooner  you  get  to- 
gether with  HBC-10,  the  sooner  your  office 
situation  will  be  on  the  road  to  improvement. 


DATA  SYSTEMS  INC. 

Our  products  ore  100%  American  designed  and  built. 

Corporate  headquarters:  Branch  Office: 

5511  Parkcrest,  Austin,  Texas  78731  P.O.  Box  297 1 1 

(512)  454-2585  Atlanta,  Ga.  30329 


TEXAS  MEDICINE 


Science  and  Technology,  Executive  Office  of  the  Presi- 
dent of  the  United  States,  to  represent  the  US  at  the  Inter- 
national Neuroscience  Meeting  to  be  held  in  August  at  the 
University  of  Patras,  Greece.  Dr  Rosenberg  will  lecture  on 
“Glia-Neuronal  Reciprocal  Genetic  Regulation.” 

VERNON  L.  MEDLIN,  MD,  Corpus  Christi,  has  been 
elected  president  of  the  Texas  Radiological  Society.  Other 
officers  elected  include:  WAYNE  PERRIN,  MD,  Dallas, 
president-elect;  DALE  E.  FULLER,  MD,  Dallas,  first 
vice  president;  GERALD  D.  DODD,  MD,  Houston,  second 
vice  president;  and  DONALD  N.  DYSART,  MD,  Temple, 
secretary-treasurer. 

RUTH  BAIN,  MD,  Austin,  was  honored  by  the  Travis 
County  Medical  Society  (TOMS)  and  the  TOMS  Auxiliary 
with  the  designation  of  March  20  as  Ruth  Bain  Day.  A past 
president  of  Travis  County  Medical  Society  and  the  local 
chapter  of  the  Texas  Academy  of  Family  Physicians,  Dr 
Bain  has  been  a member  of  the  Board  of  Directors  of  the 
Texas  Medical  Foundation,  the  Board  of  Directors  of  the 
Travis  County  Medical  Society  Foundation,  and  the  Dis- 
trict Review  Committee  of  the  Texas  State  Board  of  Medi- 
cal Examiners.  She  presently  serves  on  the  Texas  Medi- 
cal Association’s  Board  of  Councilors  (Seventh  District). 

GEORGIA  LEGETT,  MD,  Austin,  is  the  new  president 
of  the  Texas  Association  of  Obstetricians  & Gynecolo- 
gists. Other  newly  elected  officers  include:  WILLIAM  H. 
NASH,  MD,  San  Antonio,  president-elect;  ALVIN  L. 
LeBLANC,  MD,  Galveston,  vice  president;  and  GEORGE 
B.  COALE,  MD,  Houston,  secretary-treasurer. 

JOHN  HUFFMEYER,  MD,  has  been  elected  president  of 
the  San  Antonio  Dermatologic  Society.  Other  officers 
elected  were  FAUSTINO  GOMEZ,  MD,  president-elect; 
and  PHILIP  S.  H.  HUGHES,  MD,  secretary-treasurer. 


Robert  L.  Rock,  MD 


Roger  N Rosenberg,  MD 


Renilda  Hilkemeyer,  RN 

The  Medical  Newsmakers  section  is  prepared  by  Ms  Shari  Wortham, 
editorial  assistant. 
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UBORATORiES  INC 


New  York,  New  York  10017  , 

DEDICATED  TO  IMPROVING  THE  QUALITY  OEllFE  THROUGH  MEDICINE* 

tUS.  ea<.,Nos.  3883647  and  0224591  TEHBIDS«-TRADEMARK  FOR  SUSTAINED^/5GTK)^ftAPSULES 


PS  THE  HEART 
IH  THE  COHTROl  OF 
AHGIHA  PECTORIS* 


The  established  use  of  Isordii  in  the  manage- 
ment of  angina  pectoris  for  more  than  two 
decades  has  often  been  ascribed  only  to  the  vaso- 
dilatation it  produces  in  the  coronary  arteries. 
Recent  investigations,  however,  suggest  that  an 
even  more  important  effect  of  this  agent  is  to 
dilate  peripheral  arteries  and  veins.  Arterial  dila- 
tation lowers  impedance  to  left  ventricular  ejec- 
tion, reducing  afterload.  Venous  dilatation  leads 
to  venous  pooling  and  a fall  in  right  and  left  ven- 
tricular filling  pressure,  thus  reducing  preload. 

With  afterload  and  preload  reduced,  the 
amount  of  energy  expended  and  oxygen  con- 
sumed by  the  heart  should  be  decreased.  Isordii 
canthus  reduce  myocardial  oxygen  requirements 
and  relieve  or  prevent  attacks  of  angina  pectoris. 


tlndiicat^ns^ased  onj  ^ew  of  this  drug  by  the  National  ics^emyjjf 
Scieft^sl-Nafbnat  ReS^rchCouncil  and/or  other  informatwn,  FfiChas 
cHts|i^ci|he  ipications  as  follows: 

“Pr^b!y\effeetive:  When  taken  by  the  sublingual  or  chewable  route, 
lsorMSilb!iB|uaj  and  Chewable  Tablets  are  indicated  for  the  treatment  of 
acutei%gi‘nai78t{acks  and  for  prophylpww'mruations  likely  to  provoke 
such  aftack^;; 

'TossiblfUffectwp;  Wh'er*?t8ft^'n  byM  oral  route,  Isordii  is  indicated  for 
the  relief  of  ahgipa  pectoris  (paiPsEftfeorarfatlef^isease),  It  is  not  in- 
tended to  abort  tbe-acuig  :an^^episqd&.  but  i§''wijdelyreg:Srded  as 
useful  in  the  prdpliyiactic  treatment  m-angina  pectoris. 

Final  classificatiohii^f  the  less-than-effective  indications  requires  further 
investigation.  \ 

Contraindication:  Idiosynctisy  to  this  drug/  \j.: 

Warnings:  Data  supporting  the  u1#ofjjitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  fmd'jSerjbd  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficieftt  to  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  differ  nitrites  and 
nitrates  may  occur. 


THE  REAL 


STANDS  UP 

TO  SET  THE  RECORD  STRAIGHT! 


The  TEXAS  MEDICAL  LIABILITY  TRUST  stands  up  as  a viable  insurance  entity. 
The  Trust  began  issuing  coverage  to  TMA  members  on  January  1, 1979,  and  con- 
tinues to  issue  coverage  on  a daily  basis. 

Available  to  TMA  members: 

— Non-assessable  occurrence  professional  liability  policies 
— Prior  Acts  Coverage 
— Excess  Coverage 

TMLT  has  reinsurance  with  Lloyd’s  of  London.  The  Trust  has  surplus  sufficient  to 
cover  claims  under  $200,000.  Reinsurance  is  less  costly  if  only  higher  levels  of  risk 
are  insured.  TMLT  is  reinsuring  all  claims  in  excess  of  $200,000  to  their  policy 
limits  of  $750,000.  There  is  no  aggregate  limit  on  the  amount  of  risk  taken  by  the 
reinsurer. 

TMLT  provides  the  opportunity  for  its  policyholders  to  purchase  excess  coverage 
through  its  reinsurance  broker,  since  the  JUA  provides  excess  coverage  only  to  its 
member  companies. 

TMLT  has  three  members  serving  on  the  Texas  State  Board  of  Insurance  nine- 
member  Advisory  Committee. 

TMLT  STANDS  UP  TO  BE  COUNTED  AS  A VIABLE  INSURANCE  ENTITY 

FOR  TMA  PHYSICIANS 


For  Information  Contact 

“A  health  care  liability  ciaim  trust 
created  by  the  Texas  Medical  Association” 

MT 
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TEXAS  MEDICAL  LIABILITY  TRUST 
21 1 East  7th  • Austin.  Texas  78701  • (512)  472-3322 


DEBATE 


i 

i 


DEBATE  presents  opinions  from  varying  individuals  along 
with  policy  stands  to  illustrate  the  many  considerations 
present  on  given  issues.  This  month,  our  subject  is 
whether  or  not  there  should  be  a statutory  definition  of 
death  which  includes  the  irreversible  cessation  of  spon- 
taneous brain  functions. 

THE  ISSUE 

The  concept  of  brain  death  is  a result  of  improved  medi- 
cal technology  which  allows  continued  mechanical  sup- 
port of  vital  systems  which  have  lost  the  capacity  to 
function  independently  of  that  support.  Because  of  this, 
biological  death  is  no  longer  a single  event  but  rather  a 
process  of  dissolution  which  may  be  delayed  for  pro- 
longed periods.  It  has  become  pertinent  to  think  of  death 
in  terms  of  death  of  the  person  rather  than  death  of  the 
biologic  organism.  Permanent  loss  of  brain  function  more 
closely  approximates  death  of  a person  than  permanent 
loss  of  function  of  any  other  vital  organ. 

POLICY  STANDS 

Texas  Medical  Association  supports  an  expanded  legal 
definition  of  death  recognizing  that  present  law  (April  16, 
1979)  mainly  accepts  circulatory-respiratory  criteria. 
Formal  recognition  of  brain  death  would  help  avoid  legal 
problems  in  cases  where  physicians  decided  to  stop  using 
artificial  life  support  equipment.  The  Association  does  not 
want  a statute  definition  explicit  in  detail,  but  rather  one 
that  would  simply  establish  the  legality  in  the  concept  of 
brain  death. 

The  American  Medical  Association  supports  the  con- 
cept of  a statutory  definition  of  death  and  has  developed 
model  state  legislation  providing  civil  and  criminal  im- 
munity for  physicians  who  make  a determination  of  death 
in  accordance  with  accepted  medical  standards.  The 
model  bill  recognizes  that  irreversible  cessation  of  brain 
function  is  one  of  the  accepted  standards.  It  states  as 
follows:  “A  physician,  in  the  exercise  of  his  professional 
judgment,  may  declare  an  individual  dead  in  accordance 
with  accepted  medical  standards.  Such  declaration  may 
be  based  solely  on  an  irreversible  cessation  of  brain 
function.” 

INDIVIDUALS  COMMENT 

“There  needs  to  be  a very  thorough  definition  of  death  to 
make  the  present  situation  more  understandable.  At  pres- 
ent, there  is  no  provision  for  legal  procedures  in  stopping 


life  support  systems  or  in  the  use  of  organs.  Death  is  only 
defined  by  the  stopping  of  heart  and  lungs.  I definitely  feel 
there  should  be  a very  detailed  and  involved  definition  of 
death  to  cover  those  situations  of  when  to  stop  life  support 
systems  and  when  to  turn  them  on  to  sustain  the  organs 
until  ready  to  transplant;  specifically,  to  cover  the  pos- 
sibility of  cessation  of  brain  function  but  to  continue  to 
support  areas  for  organ  transplant.”  James  D.  Harvey, 
MD,  internal  medicine,  Denton . 

“I  feel  there  should  be  a statutory  definition  equating  brain 
death  with  the  customary  methods  of  pronouncing  a per- 
son dead  because  of  the  advancements  made  in  medical 
support  systems.  The  usual  vital  sign  criteria  of  heart  beat, 
blood  pressure  and  respiration  may  be  maintained  artifi- 
cially, making  the  pronouncement  of  death  difficult.  A 
statute  allowing  the  use  of  brain  defining  criteria  would 
obviate  that  dilemma.  Such  a definition  would  be  most 
helpful  when  dealing  with  patients  considered  as  tissue 
donors.”  Jerry  R.  Tindel,  MD,  neurologist,  Austin. 

“There  should  be  a legal  definition  of  death  with  cerebral 
functions  included  in  such  a definition.  Brain  death  indi- 
cates that  a person  is  functionally  dead.  Right  now,  a suit 
could  be  brought  against  a physician  for  murder  if  he 
declares  a person  dead  based  on  the  total  and  irreversible 
cessation  of  cerebral  function.  . . . Brain  death  occurs 
when  a patient  becomes  and  remains  incapable  of  breath- 
ing on  his  own,  shows  no  defensive  functions,  and  exhib- 
its no  cerebral  response  to  any  stimuli.  . . . Brain  death 
should  not  be  confused  with  a persistent  vegetative  state 
wherein  a person  is  able  to  breathe  on  his  own  and  ex- 
hibits some  crude  cerebral  responses.  Such  a patient 
could  go  on  breathing  for  a period  of  years.  ...  A statutory 
definition  of  brain  death  would  not  stop  vital  support  for 
people  who  are  not  brain  dead.”  Bruce  H.  Peters,  MD, 
president,  Texas  Neurological  Society,  Galveston . 

“Physicians  in  Texas  have  little  problem  with  determining 
the  moment  of  death  in  instances  where  respiration  and 
pulse  are  reliable  indicators.  It  is  when  the  artificial  sup- 
port of  these  functions  preclude  their  use  that  the  physi- 
cian, especially  those  in  neurology  and  neurosurgery,  is 
faced  with  a dilemma.  Although  sound  medical  judge- 
ment would  allow  for  the  determination  of  death  based  on 
the  cessation  of  brain  function,  the  physicians  in  Texas 
may  not  do  so  under  the  law. 
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The  proposed  bill  would  provide  for  the  legal  recogni- 
tion of  brain  death,  making  it  an  optional  means  of  deter- 
mining death  in  cases  where  the  usual  parameters  of 
respiration  and  pulse  cannot  be  used  due  to  artificial  sup- 
port. Physicians  in  Texas  should  no  longer  be  forced  to 
function  in  an  environment  in  which  best  medical  judge- 
ment and  humanitarian  instincts  are  in  direct  conflict  with 
the  letter  of  the  law.  ” Harold  Skaggs,  MD,  neurologist, 
Austin . 

“There  needs  to  be  a very  thorough  definition  of  death  to 
make  the  present  situation  more  understandable.  At  pres- 
ent, there  is  no  statutory  definition  of  death.  I definitely 
feel  there  should  be  a very  detailed  and  involved  definition 
to  cover  those  situations  such  as  stopping  life  support 
systems  when  death  is  obvious  without  them  or  continuing 
them  to  sustain  the  viability  of  organs  after  death  for 
transplanting  purposes.”  J.  Dan  Harvey,  MD,  internal 
medicine,  Denton. 
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Tenuate^® 

(diethylproplon  hydrochloride  NF) 

Tenuate  Dospan^ 

(diethylproplon  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  lew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction 
The  iimited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic' 
apines  glaucoma.  Agitated  states.  Patients  with  a history  ol  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect;  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylproplon.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  anf  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolongeri  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  KG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pfepnarrcy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recomrnended  for  use  in  children  under  12  years  ol  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
(or  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  ol  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  oe 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  putk 
lished  report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylproplon  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reponed.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allermc  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  cnanges  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous:  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increaserf  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylproplon  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger  Tenuate 
Dospan  (diethylproplon  hydrochloride)  controllerf-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended (or  use  in  children  under  12  years  of  age. 

OVERDOSAGE;  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  Includes  lavage  and  sedationwith  a barbitu- 
rate. Experience  with  hemodiaiysis  or  peritoneai  dialysis  is  inade- 
quate to  permit  recommendation  In  this  regard.  Intravenous 
phentolamine  (Regitine®)  has  been  suggesterf  on  pharmacologic 
grounds  (or  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


'fenuate  Dospan  ^ 

(diethylpropion  hydrocnloricle  NF) 


75  mg.  controlled-release  tablets 


The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
Well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


A useful  short-term  acUunct 
in  an  indicated  weight  loss  program^ 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has,;: 
been  reported  useful  in  obese  patients  with  hypertension,  symp^ 
tomatic  cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 


In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no  ■ 
disease.  While  this  condition  is  often  termed  uncomplicated  ■ , 
obesity,  complications  of  both  a social  and  a psychologic  nature^;  y:; 
may  be  distressingly  real  for  the  patients.  I n these  cases,  a - y "A  '■ 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness.  ^ 
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MEDICINE  AND  THE  ANTITRUST  LAW 

Part  2.  An  Antitrust  Overview:  Federal  Law 

This  is  the  second  of  a multipart  article  addressing  the 
current  clash  between  organized  medicine  and  federal 
antitrust  law  intrusions. 

Federal  Antitrust  Statutes  and  Their  Background. 

In  the  late  1800s  and  early  1900s  the  commercial  busi- 
ness environment  of  this  country  was  threatened  by 
monopolistic,  anticompetitive  trends.  In  that  context  the 
Congress  enacted  (a)  the  Sherman  Act,  which  declares 
illegal  all  contracts  or  conspiracies  in  restraint  of  interstate 
trade  or  commerce  and  all  monopolies  of  any  part  of  such 
trade  or  commerce,  including  attempts  and  conspiracies 
to  monopolize;  and  (b)  the  Clayton  Act,  which  declares  as 
unlawful  price  discrimination,  exclusive  dealing  and  tying 
arrangements  involving  sales  of  commodities  where  the 
effect  may  be  substantially  to  lessen  competition. 

Violations  of  these  federal  antitrust  laws  are  subject  to 
civil  (ie,  damages  and  injunctions)  and  criminal  (ie,  im- 
prisonment and  fines)  penalties,  and  the  Antitrust  Division 
of  the  Department  of  Justice  has  responsibility  for  investi- 
gation and  enforcement.  Additionally,  private  parties  may 
also  bring  suit  to  recover  threefold  the  damages  suffered 
and/or  for  injunctive  relief. 

To  these  early  antitrust  statutes  Congress  has  added 
the  Federal  Trade  Commission  (FTC)  Act,  wherein  “unfair 
methods  of  competition  in  commerce  and  unfair  or  decep- 
tive acts  or  practices  in  commerce”  are  declared  unlawful. 
The  only  type  of  association  to  which  this  act  jurisdiction- 
ally  applies  is  one  which  is  “organized  to  carry  on  busi- 
ness for  its  own  profit  or  that  of  its  members.” 

Responsibility  for  enforcement  of  the  FTC  Act  lies  with 
the  Commission  under  administrative  agency-type  pro- 
ceedings subject  to  judicial  review  in  the  federal  court 
system.  Potential  sanctions  include  cease  and  desist 
and/or  affirmative  actions  orders,  and  violations  of  such 
orders  are  punishable  by  monetary  penalties. 

The  FTC  also  has  statutory  authority  to  promulgate 
“trade”  rules  declaring  various  acts  or  practices  to  be  un- 
fair methods  of  competition  or  otherwise  unfair  or  decep- 
tive. Knowing  violators  of  such  rules  may,  under  certain 
circumstances,  be  liable  for  monetary  penalties. 

Accordingly,  these  basic  antitrust  statutes  and  their 
background  manifest  legislative  intent  to  foster  free  com- 


petition in  the  marketplace  of  interstate  trade  or  com- 
merce and  provide  a formidable  array  of  enforcement  and 
deterrent  provisions. 

Intent  of  Sherman  Antitrust  Act 

The  United  States  Supreme  Court  recently  has  written: 

"Congress,  however,  did  not  intend  the  text  of  the 
Sherman  Act  to  delineate  the  full  meaning  of  the  statute 
or  its  application  in  concrete  situations.  The  legislative 
history  makes  it  perfectly  clear  that  it  expected  the 
courts  to  give  shape  to  the  statute’s  broad  mandate  by 
drawing  on  common-law  tradition  (ie,  case-by-case  de- 
velopment). 

“The  Sherman  Act  reflects  a legislative  judgment  that 
ultimately  competition  will  not  only  produce  lower 
prices,  but  also  better  goods  and  services.  The  heart  of 
our  national  economic  policy  long  has  been  faith  in  the 
value  of  competition.’ . . . The  assumption  that  compe- 
tition is  the  best  method  of  allocating  resources  in  a 
free  market  recognizes  that  all  elements  of  a bargain — 
quality,  service,  safety,  and  durability — and  not  just  the 
immediate  cost,  are  favorably  affected  by  the  free 
opportunity  to  select  among  alternative  offers.  Even 
assuming  occasional  exceptions  to  the  presumed  con- 
sequences of  competition,  the  statutory  policy  pre- 
cludes inquiry  into  the  question  whether  competition  is 
good  or  bad.”’ 

Are  “Learned  Professions”  Subject  to  the  Sherman  Act? 
The  Pre-1975  Answer 

With  respect  to  whether  “learned  professions”  are  subject 
to  federal  antitrust  laws,  the  following  answer  was,  until 
1975,  considered  by  knowledgeable  authorities  to  be 
sound: 

“Throughout  the  development  of  federal  antitrust  law 
there  has  been  judicial  recognition  of  a limited  exclusion 
of  ‘learned  professions’  from  the  scope  of  the  antitrust 
laws.  This  exclusion  is  not  a favor  bestowed  upon 
professionals  by  the  courts  as  a 'professional  courtesy.’ 
The  exclusion  arises  from  the  language  of  the  statutes 
and  the  peculiar  nature  of  the  services  rendered. 

“The  Sherman  Act  declares  that  every  'restraint  of 
trade  or  commerce  among  the  several  States’  is  illegal. 
Restraints  upon  the  practice  of  law  are  not  illegal  per  se 
because  that  which  is  restrained  (ie,  the  practice  of  a 
'learned  profession’)  is  neither  trade  nor  commerce  . . . 

“It  is  not  difficult  to  understand  why  the  learned  pro- 
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fessions  have  been  treated  differently  than  other  occu- 
pations by  the  courts  with  respect  to  the  antitrust  laws 
. . . ‘forms  of  competition  usual  in  the  business  world 
may  be  demoralizing  to  the  ethical  standards  of  a pro- 
fession.’ . . . 

“If  a group  of  doctors  conspire  to  restrain  the  practice 
of  another  doctor  there  is  no  Sherman  Act  violation  be- 
cause that  which  is  restrained  (ie,  the  practice  of  a 
learned  profession,  medicine)  is  neither  trade  nor  com- 
merce. . . . 

“We  do  not  intend  to  suggest  that  any  learned  pro- 
fession is  above  the  law.  The  learned  profession’ 
exemption  is  a defense  to  a Sherman  Act  violation  only 
where  the  restraint  is  upon  the  learned  profession  itself. 
That  exemption  is  applicable  only  to  those  matters  with 
respect  to  which  an  accord  must  be  reached  between 
the  necessities  of  professional  regulation  and  the  dic- 
tates of  the  antitrust  laws. . 

The  Post-1975  Answer 

In  1975  the  United  States  Supreme  Court,  in  Goldfarb  v 
Virginia  State  Bar,^  overturned  the  “learned  profession’’ 
exemption,  holding  that  state  and  county  bar  associations 
had  violated  the  Sherman  Act  by  publishing  a minimum 
fee  schedule  and  enforcing  it  through  the  prospect  of 
professional  discipline  and  attorneys’  desire  to  comply 
with  announced  professional  norms. 

The  Supreme  Court’s  opinion  reasons: 

“The  County  Bar  argues  that  Congress  never  in- 
tended to  include  the  learned  professions  within  the 
terms  trade  or  commerce’  in  . . . the  Sherman  Act,  and 
therefore  the  sale  of  professional  services  is  exempt 
from  the  Act.  . . . Also  the  County  Bar  maintains  that 
competition  is  inconsistent  with  the  practice  of  a profes- 
sion because  enhancing  profit  is  not  the  goal  of  pro- 
fessional activities;  the  goal  is  to  provide  services 
necessary  to  the  community.  That,  indeed,  is  the  classic 
basis  traditionally  advanced  to  distinguish  professions 
from  trades,  businesses,  and  other  occupations,  but  it 
loses  some  of  its  force  when  used  to  support  the  fee 
control  activities  involved  here. 

“In  arguing  that  learned  professions  are  not  ‘trade  or 
commerce’  the  County  Bar  seeks  a total  exclusion  from 
antitrust  regulation.  . . . We  cannot  find  support  for  the 
proposition  that  Congress  intended  any  such  sweeping 
exclusion.  The  nature  of  an  occupation,  standing  alone. 


does  not  provide  sanctuary  from  the  Sherman  Act, . . . 
nor  is  the  public-service  aspect  of  professional  practice 
controlling  in  determining  whether  [the  Sherman  Act] 
includes  professions.  . . . Congress  intended  to  strike 
as  broadly  as  it  could  in  Section  1 of  the  Sherman  Act, 
and  to  read  into  it  so  wide  an  exemption  as  that  urged 
on  us  would  be  at  odds  with  that  purpose.” 

“The  language  of . . . the  Sherman  Act,  of  course, 
contains  no  exception.  ‘Language  more  comprehensive 
is  difficult  to  conceive.’  . . . And  our  cases  have  repeat- 
edly established  that  there  is  a heavy  presumption 
against  implicit  exemptions.  . . . 

“In  the  modern  world  it  cannot  be  denied  that  the 
activities  of  lawyers  play  an  important  part  in  commer- 
cial intercourse,  and  that  anticompetitive  activities  by 
lawyers  may  exert  a restraint  on  commerce.”^ 

Is  “Learned  Profession  ” a Relevant  Factor  for  Sherman 
Act  Purposes? 

In  what  came  to  be  commonly  called  the  Goldfarb  Foot- 
note 17,  the  Supreme  Court  reserved  for  subsequent 
consideration  the  extent  to  which  ““learned  profession” 
may  be  a relevant  factor  in  determining  whether  a par- 
ticular professional  restraint  violates  the  Sherman  Act. 
That  footnote  reads; 

“17.  The  fact  that  a restraint  operates  upon  a profes- 
sion as  distinguished  from  a business  is,  of  course, 
relevant  in  determining  whether  that  particular  restraint 
violates  the  Sherman  Act.  It  would  be  unrealistic  to  view 
the  practice  of  professions  as  interchangeable  with 
other  business  activities,  and  automatically  to  apply  to 
the  professions  antitrust  concepts  which  originated  in 
other  areas.  The  public  service  aspect,  and  other  fea- 
tures of  the  professions,  may  require  that  a particular 
practice,  which  would  properly  be  viewed  as  a violation 
of  the  Sherman  Act  in  another  context,  be  treated  differ- 
ently. We  intimate  no  view  on  any  other  situation  than 
the  one  with  which  we  are  confronted  today.”  ^ 

Part  3.  Antitrust  Aftermath 

In  the  next  “Medicine  and  the  Law”  we  will  discuss  the 
United  States  Supreme  Court’s  1978  sequel  to  Goldfarb 
Footnote  1 7 and  survey  various  asserted  applications  of 
federal  antitrust  laws  to  the  practice  of  the  learned  pro- 
fession of  medicine. 

Jack  D.  Maroney 
Will  G.  Barber 

Brown,  Maroney,  Rose,  Baker  & Barber 
TMA  Legal  Counsel 
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TEXAS  MEDICINE 


Hemoccult 

The  world’s  leading  full-range  test  for 
fecal  occult  blood. 


Routine  digital  examinatior 
explores  only  8 cm.  of  the  colon. 

Sigmoidoscopy  reveals  an  additional 
1 7 cm.  But  colorectal  cancer  can  occur 
throughout  the  colon.  And  it’s  often 
asymptomatic. 

That’s  why  the  ‘Hemoccult’  guaiac 
method  is  so  valuable  as  a preliminary 
diagnostic  screen.  ‘Hemoccult’  is  a 
reliable  detector  of  blood  throughout 
the  colon. 

In  addition,  it’s  accurate,  inexpensive, 
simple  to  use  and  easy  to  read.  The  test 
can  be  done  in  your  office  in  minutes,  or 
given  to  your  patient  to  take  home  and 
return  by  mail. 

More  than  100,000  cases  of  colorectal  cancer 
will  occur  in  the  United  States  this  year. 

The  earlier  they  are  diagnosed,  the  greater 
the  chances  for  successful  treatment.  Send  for 
your  free  Hemoccult’  starter  package,  today. 

‘Hemoccult’  is  available  through  local  distributors,  nationwide. 


SmithKIme  Diagnostics 

880  West  Maude  Ave  , PO.  Box  1947 
Sunnyvale,  CA  94086 

Please  send  me  the  Hemoccult  H'  Physician's 

LJ  Complimentary  Starter  Package. 


Name 

rity 

The  new  addition  is  the  only  hospital- 
operated,  long  distance  air  ambulance 
based  in  Texas. 

We  call  it  Life  Flight  LD. 

Some  day  your  patient  may  call  it 
a life  saver.  Here’s  when. 

Your  patient  becomes  seriously 
ill  hundreds  of  miles  away.  He 
wants  to  return  to  you  for  care, 
but  in  your  opinion,  he’s  too  ill  to 
travel  on  a commercial  airline,  or 
you’ve  arranged  for  his  treatment 
elsewhere. 

What  do  you  do  then? 

Call  Hermann  Hospital’s  Life 
Flight  LD  in  the  Texas  Medical  Center. 


We  go  the  distance  to  save  lives. 

Life  Flight  LD  will  fly  your  patient 
anywhere  for  medical  treatment  in  the 
U.  S.,  Canada,  Mexico,  Central  and 
South  America.  All  we  need  is  an 
available  landing  site. 

We  give  your  patient  topflight 
medical  care. 

From  lift-off  to  landing,  your  patient 
is  cared  for  by  a specially  trained  RN 
who  maintains  ground  communication 
with  you  or  another  physician  at  the 
point  of  destination.  If  required,  an  in- 
flight physician  can  accompany  your 
patient  on  the  trip.  The  plane,  piloted 


by  a flight  crew  with  over  13,000 
hours’  flight  experience,  has  a pres- 
surized cabin  for  cardiac  patients  and 
carries  the  latest  emergency  room 
equipment  to  provide  life  support  for 
as  many  as  three  patients. 

So  if  your  patients  need  us,  it’s 
good  to  know  we’re  waiting  in  the 
wings.  For  more  information,  call 
1-800-231-HELP  outside  Texas, 
1-800-392-HELP  in  Texas, 
713-797-HELP  in  Houston;  or 
write  Bill  Graham  for  our  brochure  at 
Life  Flight  LD,  Hermann  Hospital, 
1203  Ross  Sterling  Avenue,  Houston, 
Texas  77030. 


UFE  FLIGHT  LD 

LIFE  IS  OLIR  LI FE’S  WORK. 


CAPITAL  COMMENTS 


AUSTIN  RULES  ON  FOREIGN  MEDICAL  SCHOOL 
GRADUATES  AMENDED  The  Texas  State  Board  of 
Medical  Examiners  has  proposed  to  amend  Rule 
386.04.001  by  establishing  and  clarifying  eligibility  re- 
quirements for  those  foreign  medical  graduates  who  wish 
to  apply  for  licensure  to  practice  medicine  in  Texas.  The 
amendment  outlines  specific  criteria  for  licensure  and 
qualifications  needed  in  this  state.  The  amendment  also 
states  that  an  applicant  must  prove  his/her  eligibility  for 
licensure  to  practice  medicine  in  the  nation  where  the 
applicant’s  school  of  graduation  is  located.  The  proposed 
rule  was  published  in  vol  4,  no  19  of  the  March  13,  1979 
edition  of  the  Texas  Registry. 

AUSTIN  GOVERNOR'S  APPOINTMENTS  Governor 
Bill  Clements  has  appointed  Laurance  N.  Nickey,  MD,  of 
El  Paso  to  the  Texas  Board  of  Health.  Dr  Nickey  replaces 
Ray  E.  Santos,  MD,  of  Lubbock  whose  term  had  expired. 
Also  appointed  to  the  Board  of  Health  are  Sister  Bernard 
Marie  Borgmeyer  of  Corpus  Christi,  who  replaces  Maria 
LaMantia  of  Weslaco;  and  Isadora  Roosth  of  Tyler,  who 
replaces  Donald  A.  Horn  of  Houston.  Mr  Roosth  will  be 
the  citizen  representative  on  the  board.  Also  appointed 
was  Joe  N.  Pyle,  a professional  engineer  of  San  Antonio 
replacing  Jack  E.  Brown. 

Appointed  to  the  Board  of  Medical  Examiners  is  John  A. 
Welty,  MD,  of  Harlingen.  Dr  Welty  will  serve  a six-year 
term  replacing  Nicholas  Palmarozzi. 

Gov  Clements  has  designated  Mr  L.  Gray  Beck  of  San 
Angelo  chairman  of  the  Board  of  Mental  Health  and 
Mental  Retardation. 

AUSTIN  FEDERAL  HOSPITAL  COST  CONTAINMENT 
BILL  Rep  Mike  Ezzell,  D-Snyder,  chairman  of  the  House 
Committee  on  Health  Services,  met  with  President  Carter 
and  the  Secretary  of  HEW,  Joseph  Califano.  The  Carter 
Administration’s  views  on  federal  hospital  cost  contain- 
ment legislation  and  its  impact  on  Texas  were  presented. 
Rep  Ezzell  had  the  following  to  say:  “On  April  4 I had  the 
opportunity  to  meet  with  President  Carter  and  HEW  Sec- 
retary Joseph  Califano  to  discuss  hospital  cost  contain- 
ment. The  cost  of  health  care  and  hospitalization  in  this 
country  is  increasing  at  an  alarming  rate.  Texas  hospitals 
have  nevertheless  taken  the  initiative  to  curb  those  costs. 
Since  1975,  Texas  has  voluntarily  reduced  increasing 
hospital  care  costs  from  15%  in  1977  to  12.4%  in  1978, 
with  a goal  of  9.8%  in  1979.  This  has  been  accomplished 
in  spite  of  the  fact  that  on  the  average  it  costs  30%  more 


Editor's  note:  "Capital  Comments"  is  prepared  by  Brown,  Maroney, 
Rose,  Baker  & Barber,  TMA  Legal  Counsel,  and  highlights  current  items 
of  interest  relating  to  health  matters  in  the  US  Congress,  federal  agen- 
cies, state  legislatures,  and  Texas  administrative  agencies. 


to  be  hospitalized  |in  other  states]. 

“Current  proposed  federal  legislation,  namely  HR  2626 
and  S-507,  would  allow  hospitals  to  voluntarily  bring  their 
rate  of  cost  increase  down  to  about  9.7%  annually  by  the 
end  of  1979.  Failure  to  meet  the  9.7%  guideline  would 
trigger  standby  controls  on  individual  hospitals’  total  in- 
patient revenues  for  admission,  effective  Jan  1,  1980. 

“This  federal  legislation  is  detrimental  to  Texas  for  two 
reasons:  (1)  Texas  has  taken  prior  initiative  in  hospital 
cost  containment,  our  allowable  increase  in  dollar  rate  per 
admission  will  actually  be  less  than  other  states  who  have 
a much  greater  cost  per  admission  upon  which  to  base 
that  9.7%  rate;  and  (2)  the  population  of  Texas  continues 
to  increase  at  a rate  of  2.1%  per  year  which  is  far  above 
that  of  northeastern  states.  This  is  a situation  with  which 
other  hospitals  will  have  to  contend  as  their  state  popula- 
tion increases  as  well. 

"HR  2626  and  S 507  is  a power  grab  on  the  part  of  the 
Secretary  of  HEW  and  the  Administration  to  gain  com- 
plete financial  control  of  America's  hospitals.  The  Secre- 
tary would  have  a wide  range  of  powers  in  the  implemen- 
tation of  hospital  cost  containment.  For  example,  (1)  the 
Secretary  would  have  the  power  to  define  which  classes 
of  goods  and  services  are  to  be  included  in  expenses  of 
hospitals  on  the  average  percentage  of  increase;  (2)  the 
Secretary  would  be  directed  to  establish  on  a yearly  basis 
a national  volume  percentage  limit  for  each  state  retroac- 
tively; (3)  the  Secretary  would  control  wage  pass  throughs 
via  the  power  of  definition;  and  (4)  the  Secretary  would 
have  the  power  to  determine  which  hospitals  would  be 
exempted  from  mandatory  controls. 

‘‘I  had  the  opportunity  to  visit  with  Congressman  Phil 
Gramm,  a member  of  the  House  Committee  on  Interstate 
and  Foreign  Commerce,  which  has  HR  2626  before  it  for 
consideration.  He  shares  the  concerns  that  I have  regard- 
ing this  legislation  and  the  negative  impact  it  could  have 
on  health  care  delivery  in  Texas  and  in  the  nation. 

“I  would  encourage  the  people  of  Texas  to  write,  as  I 
am  doing,  to  their  congressman  expressing  their  concerns 
with  HR  2626  and  S-507  and  their  possible  impact  on 
health  care  in  this  state. 

“The  present  language  of  this  legislation  is  moving  our 
country  one  step  closer  to  nationalization  of  health  care. 
Government  may,  in  fact,  be  adding  to  the  cost  of  health 
care  by  regulating.  There  is  no  reason  to  assume  the 
hospitals  are  immune  from  the  same  overregulation  that 
plagues  business  and  industry  today.’’ 
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TABLETS, 1 mg 

Each  1 mg  Hydergine  tablet  contains  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha- 
ergocryptine  and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate 
0 333  mg,  representing  a total  of  1 mg 


an  improvement  that  s 
easy  to  swallow 

• no  waiting  for  tablets  to  dissolve  under  the  tongue 

• easier  dose  administration  for  increased  patient 
compliance— less  need  for  supervision 


• human  bioavailability  demonstrated 


for  many 
elderly  patients 
with  selected 
symptoms 
such  as... 


• confusion 

•mood-depression 

•dizziness 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology, 
careful  diagnosis  should  be  attempted  before  prescribing  Hydergine 
tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  effects  have  not  been  found.  Some 
sublingual  irritation,  transient  nausea,  and  gastric  disturbances  have  been 
reported,  Hydergine  tablets  and  sublingual  tablets  do  not  possess  the 
vasoconstrictor  properties  of  natural  ergot  alkaloids 
Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symp- 
toms IS  usually  gradual  and  results  may  not  be  observed  for  3-4  weeks. 
How  Supplied:  Hydergine  tablets  {for  oral  use)  1 mg,  packages  of  100 
and  500  Hydergine  sublingual  tablets  1 mg,  containing  dihydro- 
ergocornine  mesylate  0 333  mg,  dihydroergocristine  mesylate  0,333  mg, 
and  dihydroergocryptine  (dihydro-alpha-ergocryptine  and  dihydro-beta- 
ergocryptine  in  the  proportion  of  2:1)  mesylate  0 333  mg.  representing  a 
total  of  1 mg,  packages  of  100.  500,  and  1000  Hydergine  sublingual 
tablets  0.5  mg,  containing  dihydroergocornine  mesylate  0.167  mg. 
dihydroergocristine  mesylate  0,167  mg.  and  dihydroergocryptine 
(dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine  in  the 
proportion  of  2 1)  mesylate  0,167  mg,  representing  a total  of  0 5 mg: 
packages  of  100  and  1000 

Before  prescribing,  see  package  insert  for  full  product  information 


SPECIFY  "ORAL" 
HYDEROINEnABLEm  I mg 

[1  tab.  t.i.d.] 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER.  N.J.  07936 


SANDOZ 


SDZ  9-357 


Drug  abuse  is  still  a problem  in  Texas 


Drug  abuse  can  be  defined  as  the  nonmedical  use  of  any 
drug  in  such  a way  that  it  adversely  affects  some  aspect 
of  the  user's  life.  Besides  having  a number  of  harmful 
consequences  for  the  individual,  drug  abuse  also  affects 
society  as  a whole.  It  is  society  that  bears  the  burden  of 
various  costs  attributable  to  drug  abuse,  including  health 
care  expenses,  property  loss  as  a result  of  drug-related 
thefts,  and  lost  productivity. 

We  have  not  turned  the  corner  on  drug  abuse.  Instead, 
the  number  of  people  in  Texas  becoming  involved  with 
drugs  is  increasing  at  an  alarming  rate.  Many  do  not  real- 
ize the  extent  of  the  problem  because  of  the  large  num- 
ber of  unrecognized  drug  abusers  and  misusers  of  legally 
prescribed  drugs  who  are  not  arrested  and  do  not  die  from 
their  drug-related  activities. 

In  1977,  prescription  drugs  accounted  for  61%  of  all 
drug-related  deaths  in  Texas,  an  increase  of  almost  9% 
over  the  previous  year.  The  major  types  of  prescription 
drugs  that  were  misused  were  antidepressants  and  bar- 
biturates. Using  drugs  in  an  improper  manner,  for  ex- 
ample, taking  them  in  combination  with  others  or  with 
alcohol,  was  also  responsible  for  a large  number  of 
drug-related  deaths. 

Even  though  it  represents  a small  proportion  of  these 
deaths,  the  tranquilizer  diazepam  was  the  drug  most 
frequently  reported  as  taken  by  persons  admitted  to 
emergency  rooms  for  overdoses  in  selected  Texas  cities. 

A 1977  North  Central  Texas  survey  indicates  that  62% 
of  patients  with  drug-related  emergencies  are  women. 
The  majority  of  drugs  involved  in  these  episodes  were 
prescription  medications,  primarily  tranquilizers  (29%).’ 
However,  women  constitute  less  than  one  fourth  of  ad- 
missions to  public  drug  abuse  treatment  programs,  per- 
haps because  they  consider  these  programs  to  be  geared 
to  users  of  street  drugs.  Of  women  receiving  treatment 
in  the  public  facilities  in  the  state,  most  are  involved 
with  narcotics. 

Most  women  abusing  drugs  are  between  1 5 and  40 
years  old,  and  97%  of  the  women  admitted  to  drug  treat- 
ment programs  in  Texas  are  in  this  age  group.  Recent 
scientific  evidence  has  shown  that  even  moderate  use  of 
drugs,  whether  they  be  therapeutically  prescribed  or  not, 
can  harm  an  unborn  baby.^ 

Prescription  medications  were  involved  in  virtually  all 
drug-related  deaths  among  Texans  age  55  and  older  dur- 
ing 1 977.  Of  these  53  fatalities,  the  major  causes  were 


sleeping  pills,  combinations  of  drugs,  and  painkillers. 

Older  persons  have  a higher  than  average  incidence  of 
illness  and  need  for  medical  treatment,  and  consume 
more  legal  drugs  than  any  segment  of  society.  Treatment 
for  a variety  of  ailments  common  among  the  elderly 
increases  the  potential  for  overmedication  and  hazardous 
drug  combinations.  (One  study  has  shown  that  nursing 
home  residents  are  given  an  average  of  four  prescrip- 
tion drugs  a day.)’’ 

Narcotics  remain  a substantial  problem  for  society. 

More  people  are  admitted  to  public  treatment  programs 
in  Texas  for  abuse  of  these  drugs  than  any  other  type. 
However,  narcotic-related  deaths  and  treatment  admis- 
sions have  dropped  dramatically  in  recent  years  because 
of  increased  curtailment  of  the  supply  of  heroin. 

Narcotic-related  deaths  in  the  state  dropped  from  144 
in  1976  to  67  in  1977.  The  number  of  heroin  addicts 
entering  drug  treatment  programs  in  Texas  constituted 
approximately  60%  of  all  admissions  in  1977,  while  in 
1978  the  figure  had  dropped  to  49%. 

Cocaine  can  cause  nervousness,  irritability,  and  para- 
noia in  addition  to  euphoria.  While  physical  dependence 
on  cocaine  does  not  occur,  psychological  dependence  is 
very  strong. 

Although  the  number  of  users  in  Texas  is  not  known, 
cocaine  abusers  are  being  admitted  to  drug  treatment 
programs  more  frequently.  In  1976,  90  Texans  were  ad- 
mitted for  abuse  of  this  drug,  and  the  figure  had  jumped  to 
148  by  1978.  Four  Texans  died  in  1977  and  two  in  the 
first  nine  months  of  1978  from  cocaine  abuse. 

Hallucinogenic  or  psychedelic  experimentation,  es- 
pecially with  the  animal  tranquilizer  phencyclidine  (PCP), 
continues  to  be  a focus  of  media  attention.  While  the 
number  of  Texans  admitted  to  treatment  for  hallucinogen 
abuse  has  leveled  off  at  about  1%  of  total  admissions, 
the  number  admitted  for  the  abuse  of  PCP  increased 
from  1 in  1977  to  31  in  1978. 

PCP,  also  known  as  angel  dust,  is  particularly  danger- 
ous because  even  with  infrequent  use  it  produces  a sense 
of  numbness,  often  causes  paranoia,  and  can  produce 
strange  and  violent  behavior  leading  to  serious  and  some- 
times fatal  accidents."' 

Marijuana,  the  most  widely  used  drug  in  this  country 
after  alcohol  and  tobacco,  accounted  for  83%  of  the  drug 


This  article  was  prepared  by  Ms  Sara  B.  May  during  her  tenure  as 
coordinator  of  the  Texas  Clearinghouse  for  Drug  Information. 
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arrests  In  Texas  during  the  first  nine  months  of  1978. 

Of  these  37,276  marijuana  arrests,  58%  involved  persons 
below  age  22.  Recent  studies  show  that  marijuana  users 
tend  to  consume  both  alcohol  and  tobacco  more  than 
nonusers  do.  Nothing  in  the  hemp  weed  causes  a user  to 
go  on  to  harder  drugs;  the  motivation  lies  in  the  person- 
ality of  the  individual  experimenter.® 

Inhalants  are  becoming  increasingly  abused.  These 
substances  are  cheap  and  readily  available  to  the  young 
and  poor,  their  primary  users. 

Abuse  of  inhalants  has  resulted  in  seven  to  ten  deaths 
a year  in  Texas  since  1972.  The  average  age  of  the 
deceased  has  been  16.  The  number  of  persons  admitted 
for  drug  treatment  in  Texas  with  a primary  problem  with 
inhalants  during  1978  showed  a 41%  increase  over  the 
1976  figure. 

Chronic  aerosol  sniffers  risk  damage  to  nerves,  kid- 
neys, liver,  and  chromosomes  that  may  require  an  ex- 
tended recovery  period  or,  in  some  cases,  remains  ir- 
reparable.® 

Young  people  are  at  special  risk  with  regard  to  drug 
abuse  because  much  of  their  exposure  to  drugs  begins 
at  an  age  when  life  patterns  and  attitudes  are  forming. 

In  1977,  41  Texans  age  19  and  under  died  from  drug- 
related  causes.  Narcotics  and  combinations  of  drugs  with 
alcohol  were  the  two  primary  killers  of  the  15-  to  19-year- 
olds.  Youths  under  age  15  died  primarily  from  inhalants. 

More  than  1,900  youths  were  admitted  to  Texas  drug 
treatment  facilities  during  1978,  constituting  22%  of  the 
total  admissions.  Adolescents  comprised  38%  of  the 
drug-related  arrests  in  Texas  that  year. 

Although  urban  youth  have  always  had  a higher  preva- 
lence of  drug  abuse,  the  rate  of  abuse  among  rural  Texas 
adolescents  has  been  increasing  rapidly.  Marijuana  con- 
tinues to  be  the  most  popular  drug  among  young  people 
in  both  locales. 

Blacks  and  Spanish-surnamed  persons,  who  together 
constitute  29%  of  the  state’s  population,  accounted  for 
60%  of  its  drug  incarcerations  during  1977.  Blacks  com- 
prised 12%  of  the  population  but  31%  of  the  drug  abuse 
imprisonments  and  22%  of  all  admissions  to  drug  treat- 

Drug-Related  Deaths:  Distribution  by  Drug  Type.  1976-1977 


1976  1977 


Drug  Type 

No. 

% 

No. 

% 

Antidepressants 

28 

6 

48 

12 

Barbiturates 

48 

10 

46 

1 1 

Drugs  and  alcohol 

59 

12 

48 

12 

Inhalants 

7 

1 

8 

2 

Miscellaneous  drugs 

27 

6 

17 

4 

Miscellaneous  chemicals 

25 

5 

35 

8 

Mixture  of  drugs 

41 

8 

46 

11 

Narcotics 

144 

29 

67 

16 

Painkillers 

43 

9 

32 

8 

Stimulants 

4 

1 

1 1 

3 

Tranquilizers/ Sedatives 

25 

5 

24 

6 

Unknown 

38 

8 

32 

8 

Totals 

489 

100 

414 

100 

ment  programs  in  1977.  Spanish-surnamed  persons 
made  up  1 7%  of  the  state’s  residents,  but  29%  of  drug 
abuse  incarcerations  and  33%  of  treatment  admissions 
in  1977. 

The  Texas  Department  of  Community  Affairs’  Drug 
Abuse  Prevention  Division  is  responsible  for  planning, 
coordinating,  and  implementing  a system  of  services  to 
prevent  or  decrease  the  negative  consequences  of  drug 
abuse.  It  prepares  a statewide  plan  annually  that  pro- 
vides an  overview  of  the  drug  abuse  problem  in  Texas 
based  on  data  reflecting  the  incidence  and  prevalence 
of  drug  abuse  in  the  state.  These  data  include  statistics 
on  drug-related  arrests,  drug  thefts,  drug-related  over- 
dose deaths,  commitments  to  prison  for  drug  convictions, 
serum  hepatitis  cases,  and  admissions  to  public  drug 
treatment  programs.  Utilizing  regional  drug  abuse  and 
health  systems  agencies  plans  plus  input  from  other 
state  agencies,  the  state  plan  includes  overall  goals  for 
Texas  and  priorities  for  allocating  funds  for  drug  abuse 
efforts. 

TDCA/DAPD  funds  a wide  range  of  services  and  set- 
tings for  drug  abuse  treatment  in  33  programs  around 
the  state  and  for  prevention  efforts  in  nine  programs. 

A list  of  all  public  drug  abuse  programs  in  Texas  is 
available  from  the  division  upon  request. 

Maintaining  cooperative  relationships  with  other  agen- 
cies that  may  offer  employment  assistance,  training,  men- 
tal health  counseling,  and  other  supportive  services  to 
drug  abusers  is  another  important  TDCA/DAPD  function. 

The  agency  also  works  to  educate  the  public  about  the 
dangers  of  drug  abuse  and  prescription  drug  misuse 
through  its  Texas  Clearinghouse  for  Drug  Information, 
which  provided  more  than  200,000  pieces  of  free  materi- 
als to  Texans  in  1978. 

For  a listing  of  the  186  different  publications  and  post- 
ers available  from  the  Clearinghouse,  contact  Ms  June 
Martinez,  its  coordinator,  at  TDCA/DAPD,  210  Barton 
Springs  Road,  Austin,  TX  78704  (512/475-5566). 
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TEXAS  MEDICINE 


r: 


Saluron  • Salutensin  • Salutensin- 


hydroflumCthiOZidBSOmQ  ) (t<y(J''oflumethiazide  50mg./reserpine0.12Smg.)  (hydroflumethiozide  25mg./reserpine  0.125 mg.) 

Demi 


the  family  of 
antihypertensives 
completing  the 
therapeutic  pyramid 


G>st 


According  to  a recent  study, ^ Salutensin®  (hydroflumethiazide 
50  mg./reserpine  0.125  mg.)  was  the  most  economical 
"step  two"  therapy... about  ^ the  cost  of  a day's  supply  of 
thiazide  + methyidopa  or  thiazide  + propranolol.^ 


Dosage  titration 


' Salutensin  contains  the  recommended  effective  doses 
' of  both  its  components,  requiring  minimal  titration. 


Duration  of  action 


: Salutensin  contains  Saluron  (hydroflumethiazide), 
an  intermediate-acting  thiazide  diuretic,  which 
works  over  an  18-24  hour  period,  ideal  for 
! once-daily  therapy. 


Compliance 


The  total  daily  dose  can  be  given  once  a day. 
Compared  with  multiple-daily-dosage 
medications,  the  chance  of  a missed  dose 
is  greatly  reduced. 


Volume/ 


At  the  foundation  of  "step  two"  hypertension 
therapy,  control  of  both  circulating  volume 
and  peripheral  resistance  can  be  effectively 
achieved  with  the  combination  tablet 
Salutensin  one  day  at  a time. 


References:  1.  Finnerty,  F.A.  et  al.:  Step  2 Regimens 
in  Hypertension,  J.A.M.A.  241:579,  1979. 

2.  Red  Book  1979. 
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Saliiron' 


Saluteiisin* 

(hydroflumethiazide  SOmg./reserpine  0.125 mg.) 

SaMtensin-Demi 

(hydroflumethiazide  25mg./reserpine  0.125 mg.) 

structured  for  the 
long  run  in"steptwo” 
hypertension 

Sa  I uron^(  hydroflumethiazide) 

For  complete  information  consult  Official  Package  Circular. 
CONTRAINDICATIONS:  Patients  with  anuria,  oliguria,  or  hypersensitivity 
to  this  or  other  sulfonamide  derived  drugs. 

WARNINGS:  Saluron  should  be  used  with  caution  in  severe  renal  disease. 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired 
renal  function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. Thiazides  may  be 
additive  or  potentiative  of  the  action  of  other  antihypertensive  drugs. 
Potentiationoccurs  with  gang  I ionic  or  peripheral  adrenergic  blocking  drugs. 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or 
bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported. 

Usage  in  pregnancy:  Usage  of  thiazides  In  women  of  childbearing  age 
requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its 
possible  hazards  to  the  fetus. These  hazards  include  fetal  or  neonatal 
laundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  v^hich 
have  occurred  in  the  adult. 

Nursing  mothers:  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  and  breast  milk. 

PRECAUTIONS:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate 
intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance;  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte 
determinations  are  particularly  important  when  the  patient  is  vomiting 
excessively  or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are:  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting. 

Hypokalemia  may  develop  with  thiazides  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or  during 
concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to 
hypokalemia.  Digitalis  therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial  activity. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific 
treatment  except  under  extraordinary  circumstances  (as  in  liver  disease 
or  renal  disease).  Dilutional  hyponatremia  may  occur  in  edematous 
patients  in  hot  weather;  appropriate  therapy  is  water  restriction,  rather 
than  administration  of  salt  except  in  rare  instances  when  the  hypo- 
natremia is  life  threatening.  In  actual  salt  depletion,  appropriate  replace- 
ment is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  trank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or 
unchanged.  Latent  diabetes  mellitus  may  become  manifested  during 
thiazide  administration. 

Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the 
postsympathectomy  patient. 

Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine. This 
diminution  is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent 
for  therapeutic  use. 

If  progressive  renal  impairment  becomes  evident,  as  indicated  by  a rising 
nonprotein  nitrogen  or  blood  urea  nitrogen,  a careful  reappraisal  of 
therapy  is  necessary  with  consideration  given  to  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance. 

ADVERSE  REACTIONS: 

A.  Gastrointestinal  system  reactions:  Anorexia,  gastric  irritation,  nausea. 


vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  pancreatitis. 

B.  Central  nervous  system  reactions:  Dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia. 

C.  Hematologic  react  ions:  Leukopenia,  agranulocytosis,  thrombocytopenia, 
aplastic  anemia. 

D.  Dermatologic-Hypersensitivity  reactions:  Purpura,  photosensitivity, 
rash,  urticaria,  necrotizing  angiitis  (vasculitis)  (cutaneous  vasculitis). 

E.  Cardiovascular  reaction:  Orthostatic  hypotension  may  occur  and  may 
be  aggravated  by  alcohol,  barbiturates,  or  narcotics. 

F.  Other:  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm, 
weakness,  restlessness. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
should  be  reduced  or  therapy  withdrawn. 

USUAL  DOSE:  The  average  adult  diuretic  dose  is  25  to  200  mg.  per  day. 

The  average  adult  antihypertensive  dose  is  50  to  100  mg.  per  day. 

Therapy  should  be  individualized  according  to  patient  response. This 
therapy  should  be  titrated  to  gain  maximal  therapeutic  response  as  well 
as  the  minimal  dose  possible  to  maintain  that  therapeutic  response. 

HOW  SUPPLIED:  Saluron  (hydroflumethiazide  50  mg.);  Bottles  of  100. 

Salutensin®«  Salutensin-Demi™  (12)10/2?  78 

(hydroflumethiazide,  reserpine  antihypertensive  formulation) 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy 
of  hypertension.  Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  represents  the  dos- 
age so  determined,  its  use  may  be  more  convenient  in  patient 
management.  The  treatment  of  hypertension  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient  worrant. 

CONTRAINDICATIONS:  Anuria,  olig  uria,  active  peptic  ulceration, 
ulcerative  colitis,  severe  depression  or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 

WARNINGS:  Small-bowel  lesions  (obstruction,  hemorrhage,  perforation 
and  death)  have  occurred  during  therapy  with  enteric-coated  formulations 
containing  potassium,  with  or  without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only  when  indicated  and  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  pregnancy:  Thiazides  cross  the  placenta  and  can  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy:  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS:  Azotemia,  hypochloremia,  hyponatremia,  hypochloremic 
alkalosis  and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corti- 
costeroid therapy)  may  occur,  particularly  with  pre-existing  vomiting  and 
diarrhea.  Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium  chloride  or,  if  necessary, 
discontinuation  of  therapy  Serum  ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks 
before  surgery  or  if  myocardial  irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic  ulcera- 
tion or  bronchial  asthma:  in  postsympathectomy  patients:  in  patients  on 
quinidine:  and  in  patients  with  gallstones,  in  whom  biliary  colic  may  occur. 
Patients  who  have  diabetes  mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observation  it  treated  with  this  agent. 
ADVERSE  REACTIONS:  Hydroflumethiazide:  Skin-rashes  (including 
exfoliative  dermatitis),  skin  photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic  anemia,  orthostatic  hypotension 
(potentiated  with  alcohol,  barbiturates  or  narcotics),  allergic  glomerulo- 
nephritis, acute  pancreatitis,  liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  thrombocytopenia,  hyperuricemia, 
hyperglycemia,  glycosuria,  malaise,  weakness,  dizziness,  fatigue, 
paresthesias,  muscle  cramps,  skin  rash,  epigastric  distress,  vomiting, 
diarrhea  and  constipation.  Reserpine:  Depression,  peptic  ulceration, 
diarrhea.  Parkinsonism,  nasal  stuffiness,  dryness  of  the  mouth,  weight 
gain,  impotence  or  decreased  libido,  conjunctival  injection,  dull  sensorium, 
deafness,  glaucoma,  uveitis,  optic  atrophy,  and,  with  overdosage,  agita- 
tion, insomnia  and  nightmares. 

USUAL  DOSE:  1 tablet  b.i.d. 

HOW  SUPPLIED:  Salutensin  (hydroflumethiazide  50  mg.,  reserpine  0.125 
mg.);  Bottles  of  100  and  1000. 

Salutensin-Demi  (hydroflumethiazide  25  mq.,  reserpine  0.125  mg.): 

Bottles  of  100. 
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WHAT’S  NEW 


What’s  new  in  pathology: 
acute  promyelocytic  leukemia 

Abdus  Saleem,  MD  Jack  L.  Titus,  MD,  PhD 

Acute  promyelocytic  leukemia  (APL)  is  a form  of  acute 
myeloblastic  leukemia  (AML)  that  should  be  distinguished 
from  other  forms  of  leukemia  because  of  the  frequent 
association  with  hemorrhagic  episodes  and  disseminated 
intravascular  coagulation  (DIG).  APL  is  characterized  by 
infiltration  of  atypical  “hypergranular”  promyelocytes  in 
the  peripheral  blood  and  bone  marrow.  Since  the  descrip- 
tion of  the  first  case  by  Hillestad'  in  1957,  more  than  214 
cases  have  been  reported,  establishing  APL  as  a distinct 
clinical  and  morphological  variant  of  AML.^ 

APL  accounts  for  approximately  6%-7%  of  all  acute 
leukemias  and  nearly  13%  of  all  cases  of  AML.  The  male- 
to-female  ratio  appears  to  be  equal.  The  mean  age  at 
diagnosis  is  the  fourth  decade;  the  reported  age  range  is 
from  2 to  82  years.  Although  there  are  no  strict  clinical 
criteria  for  the  diagnosis  of  APL,  many  patients  present 
with  petechiae,  purpura,  epistaxis,  and  gingival,  gastro- 
intestinal, and  genitourinary  bleeding. ^ ^ Bleeding  from 
venipuncture  sites  is  common.  Often  there  is  no  lymph- 
adenopathy  or  hepatosplenomegaly.  Anemia  is  frequent 
and  often  severe.  Leukopenia  is  present  in  about  50%  of 
the  cases;  only  in  about  24%  of  cases  does  the  leukocyte 
count  exceed  10,000/cu  mm.  Thrombocytopenia  is  se- 
vere and  almost  always  present. 

The  bone  marrow  is  hypercellular  and  the  predominant 
cell  type  is  the  atypical  promyelocyte.  The  striking  feature 
of  these  cells  Is  their  cytoplasmic  hypergranularity.  Multi- 
ple Auer  rods  are  common.  The  promyelocytes  may  con- 
stitute 36%-93%  of  all  cells  in  the  marrow.  In  contrast  to 
these  cells,  the  promyelocytes  in  AML  have  fewer  and 
more  uniform  cytoplasmic  granulations,  and  Auer  rods  are 
only  rarely  seen.  The  number  of  promyelocytes  in  bone 
marrow  in  AML  rarely  exceeds  26%.''  Electron  microscopy 
confirms  the  presence  of  hypergranularity  and  multiple 
Auer  rods  in  the  promyelocytes  of  APL.  Abnormal  karyo- 
types have  been  reported  in  APL.  These  include  pseudo- 
diploidy,  partial  deletion  of  the  long  arm  of  chromosome 
17,  and  hypodiploidy  (44  chromosomes). 

More  than  half  of  the  patients  with  APL  initially  manifest 
hemorrhagic  phenomena.  Additional  patients  may  be  ex- 
pected to  have  significant  bleeding  during  the  course  of 
the  disease.  Most  observers  believe  that  the  hemorrhagic 


tendency  is  due  to  disseminated  intravascular  coagula- 
tion.'' The  atypical  promyelocyte  has  been  implicated  as 
the  causative  agent  in  the  hemorrhagic  diathesis  through 
the  demonstration  of  its  increased  thromboplastic  and 
fibrinolytic  activity.  The  extent  of  coagulopathy  may  vary 
greatly  from  patient  to  patient.  The  laboratory  tests  most 
consistently  found  to  be  abnormal  include  prolonged  pro- 
thrombin time  and  thrombin  time,  and  elevation  of  fibrin 
degradation  products.  Primary  fibrinolysis  has  also  been 
suggested  as  a cause  of  the  bleeding,  but  more  data  are 
necessary  to  confirm  this  observation. 

Early  recognition  and  aggressive  chemotherapy  com- 
bined with  anticoagulation  has  greatly  improved  the  prog- 
nosis of  APL.  A combination  of  Adriamycin  and  vincristine 
together  with  low-dose  heparin  administration  (50  U/kg 
body  weight)  has  proved  effective.  The  average  duration 
of  remission  in  one  series  was  26  months  as  compared 
with  a median  duration  of  7 months  achieved  in  patients 
with  AML.® 

Acute  promyelocytic  leukemia  presents  a diagnostic 
and  therapeutic  challenge  to  the  clinician  and  pathologist. 
The  diagnosis  of  APL  should  be  considered  in  a bleeding 
patient  with  acute  leukemia.  Examination  of  bone  marrow 
often  establishes  the  diagnosis.  Exceptionally  long  re- 
mission may  be  expected  with  proper  therapy.  Failure  to 
recognize  this  type  of  acute  leukemia  may  be  disastrous. 
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Ethical,  legal,  and  medical  aspects 
of  brain  death:  a review  and  proposal 

Richard  W.  Homan,  MD 


Brain  death  has  become  an  important  medicolegal  issue 
in  Texas  as  well  as  nationally.  Legal  precedents  relating 
to  acceptance  of  brain  death  are  reviewed,  and  the  need 
for  a statutory  recognition  of  brain  death  is  emphasized. 
Criteria  for  determination  of  brain  death  are  evaluated, 
and  techniques  for  laboratory  confirmation  are  discussed. 
A proposal  is  made  in  which  the  diagnosis  of  brain  death 
is  based  on  clinical  criteria,  with  reduction  of  the  observa- 
tion period  according  to  the  extent  and  sophistication  of 
available  laboratory  evaluation. 


Brain  Death 

The  concept  of  brain  death  is  a direct  result  of  advances 
in  medical  technology  which  allow  continued  mechanical 
support  of  vital  systems  which  have  lost  the  capacity  to 
function  independently  of  that  support.  Utilization  of  res- 
pirators, cardiac  pacemakers,  and  hemodialysis  equip- 
ment has  become  standard  medical  therapy.  Because  of 
the  widespread  use  of  this  equipment,  biological  death 
is  often  no  longer  a single  event,  fixed  unequivocally  in 
time,  but  rather  a process  of  dissolution  which  may  be 
delayed  for  prolonged  periods.  It  has  therefore  become 
pertinent  to  think  of  death  in  terms  of  death  of  the  per- 
son rather  than  death  of  the  biologic  organism.  Perma- 
nent loss  of  function  more  closely  approximates  death  of 
the  person  than  permanent  loss  of  function  of  any  other 
vital  organ. 

Acceptance  of  brain  death  as  an  indicator  of  death  of 
the  person  has  occurred  in  many  states.  At  this  time,  how- 
ever, this  acceptance  has  not  occurred  in  Texas. f 

The  purpose  of  this  article  is  to  facilitate  the  utilization 
of  brain  death  as  a reliable  indicator  of  clinical  and  legal 
death. 

Ethical  Aspects 

Five  levels  of  decision  making  have  been  described  with 
respect  to  the  death  of  a human:  (1)  establishing  a con- 
cept of  death;  (2)  selecting  criteria  for  determining  that 
a person  has  died;  (3)  determining  that  a person  meets 
the  criteria;  (4)  pronouncing  the  person  dead;  and  (5)  cer- 


tln  Texas,  state  lawmakers  have  considered  legislation  that  would 
accept  "an  irreversible  cessation  of  brain  functions"  to  be  an  indicator 
of  death  when  artificial  support  measures  make  it  impossible  to  deter- 
mine whether  the  patient  has  undergone  an  irreversible  loss  of  spon- 
taneous respiratory  and  circulatory  functions.  As  TEXAS  MEDICINE 
was  prepared  for  press,  that  bill — and  other  death  definition  bills — had 
not  seen  floor  votes  in  both  houses. 


tifying  death.'  Traditionally,  levels  two  through  five  have 
been  the  responsibility  of  the  medical  community,  while 
level  one  requires  participation  of  society  as  a whole. 
Superficially,  then,  it  would  appear  simple  for  physicians 
to  incorporate  brain  death  as  a criterion  for  death  of  the 
person.  However,  brain  death  represents  such  a radical 
departure  from  currently  accepted  criteria  that,  for  some 
people,  it  represents  an  alteration  of  the  concept  of  death. 
I believe  that  while  it  is  logically  more  accurate  to  per- 
ceive brain  death  as  merely  an  additional  criterion  for  rec- 
ognizing a person’s  death,  it  is  ethically  preferable  to  deal 
with  brain  death  as  if  it  were  a new  concept  of  death  of 
the  person.  The  implication  of  this  position  is  that  the  defi- 
nition of  brain  death  must  be  subject  to  appraisal  by 
society.^ 

The  “economics”  of  brain  death  is  an  area  of  substan- 
tial concern  to  ethicists  as  well  as  the  theme  of  a popular 
novel.  Coma,  by  Robin  Cook,^  dramatically  emphasizes 
the  value  of  donor  organs.  Ethicists  have  long  recognized 
this  value,  and  have  repeatedly  warned  that  selection  of 
criteria  for  determination  of  brain  death  must  be  complete- 
ly independent  of  the  potential  for  organ  donation,  and 
that  application  of  these  criteria  “must  not  be  contaminat- 
ed with  the  needs  of  others.” ' 

Intensive  care  beds,  important  for  the  management  of 
the  seriously  ill  patient,  are  in  short  supply  and  extremely 
expensive  to  maintain.  They  should  not  be  used  for  the 
care  of  a patient  who  is  no  longer  capable  of  benefiting 
from  them.  A recently  published  formula"'  would  exclude 
brain-death  patients  from  such  beds.  As  with  the  poten- 
tial organ  donor,  the  decision  to  classify  an  individual  as 
ineligible  for  intensive  care  must  be  made  on  the  basis 
of  the  patient’s  medical  condition  alone,  without  regard 
to  other  patients’  need  of  the  bed. 

Declaring  a patient  brain-dead  is  a difficult  moral  de- 
cision for  some  physicians,  for  the  decision  implies  a re- 
sponsibility to  discontinue  artificial  respiration.  This  may 
be  viewed  as  an  interference  with  the  patient’s  life.  Prot- 
estant theologian  Paul  Ramsey  has  pointed  ouF  that  this 
view  derives  from  the  erroneous  perception  of  the  patient 
and  the  supportive  machinery  as  a single  entity.  If  one 
accepts  brain  death  as  equivalent  to  death  of  the  person, 
then  discontinuation  of  the  respirator  should  not  be 
viewed  as  interference  with  the  patient’s  life,  but  rather 
as  interference  with  that  which  is  preventing  a natural 
death. 
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Legal  Aspects 

Black’s  Law  Dictionary  defines  death  as  "the  cessation 
of  life,  the  ceasing  to  exist,  defined  by  physicians  as  a 
total  stoppage  of  the  circulation  of  blood,  and  a cessation 
of  the  animal  and  vital  functions  consequent  thereon  such 
as  respiration,  pulsation,  etc.”  This  is  a common  legal 
definition,  derived  from  judicial  decisions  pertinent  to  spe- 
cific court  cases,  and  is  the  definition  legally  applicable 
at  this  time  in  the  state  of  Texas.  In  contrast,  18  states 
have  enacted  statutory  legislation  which  recognizes  the 
validity  of  the  brain  death  concept. 

There  has  been  extensive  debate  regarding  the  desir- 
ability of  a statutory  definition  of  death.  Macdonald  and 
Meyer  have  argued  that  once  legislation  has  defined  an 
area  of  the  law,  that  area  becomes  legally  rigid  and  is 
no  longer  subject  to  a molding  by  a gradual  process  of 
judicial  decisions.®  Jeddeloh  takes  the  position  that  a 
sound  medical  determination  of  death  requires,  as  with 
any  medical  diagnosis,  substantial  flexibility.  He  asserts 
that  any  mandatory  and  exclusive  criteria  of  death  as  es- 
tablished by  statute  would  only  serve  to  restrict  the  phy- 
sician in  the  decision-making  process.^  Kennedy  believes 
that  matters  properly  within  the  competence  of  a profes- 
sion should  be  dealt  with  by  that  profession,  and  that 
legislative  interference  would  be  regrettable.®  Some  case 
law  decisions  support  those  who  feel  that  legislation  is 
unnecessary.  In  Tucker  vs  Lower  (Virginia,  1967),  the 
family  of  Bruce  Tucker  filed  suit  against  the  Medical  Col- 
lege of  Virginia,  charging  wrongful  death.  Tucker  had 
been  declared  neurologically  dead  and  his  kidneys  re- 
moved for  transplantation.  The  jury  decided  in  favor  of 
the  defendant,  and  set  a precedent  by  recognizing  the 
concept  of  brain  death.®  A similar  decision  in  California, 
in  the  case  of  People  vs  Lyons,  resulted  in  the  explicit 
acceptance  of  the  brain  death  standard.'® 

Those  who  favor  brain  death  legislation  offer  arguments 
which  are  often  contradictory  to  those  cited  above.  Jar- 
vis and  Jarvis  point  out  that,  whereas  some  juries  have 
chosen  to  recognize  brain  death,  this  is  by  no  means  a 
certainty."  Capron  and  Kass  note  that  “courts  are  not 
inclined  to  depart  from  existing  rules  because  to  do  so 
may  upset  the  societal  assumption  that  one  may  take  ac- 
tions and  rely  upon  the  actions  of  others,  without  fear 
that  the  ground  rules  will  be  changed  retroactively.”'®  This 
point  of  view  was  recently  supported  by  the  decision  of 
a Dallas  County  Juvenile  Court  judge  to  reject  medical 
arguments  that  a young  patient  was  neurologically  dead.'® 


Mills  fears  that  in  the  absence  of  legislation,  physicians 
and  hospitals  will  repeatedly  and  unreasonably  be  in- 
volved in  retrospective  litigation. Veith  and  associates 
make  several  important  points.  In  contrast  to  Jeddeloh, 
they  feel  that  the  potential  fluidity  of  case  law  is  unde- 
sirable in  this  situation.  They  point  out  that  case  law  is 
related  to  specific  circumstances,  whereas  a general  stat- 
ute would  avoid  inconsistencies.  Finally,  and  more  im- 
portantly, they  recognized  that  a statutory  definition  of 
brain  death  would  translate  medical  standard  into  public 
policy,  thereby  enhancing  its  acceptance  by  society.'® 

This  is  precisely  the  point  discussed  in  the  previous  sec- 
tion in  which  it  was  suggested  that  medical  criteria  for 
recognition  of  brain  death  be  incorporated  into  society’s 
concept  of  death. 

The  Quinlan  decision,  although  not  precisely  concerned 
with  brain  death,  deserves  consideration  here  because, 
as  Beresford  points  out,  the  case  resulted  in  some  prece- 
dents which  are  potentially  of  major  concern  to  the  medi- 
cal community.'®  First,  the  court  declared  that  it  was  pre- 
pared to  substitute  its  judgment  for  that  of  the  physician 
with  regard  to  discontinuation  of  the  respirator.  This  sug- 
gests that,  in  any  given  court  situation,  the  role  of  the 
physician  could  be  usurped  by  the  court.  Second,  by  es- 
tablishing an  ethics  committee  of  laymen  to  confer  with 
the  physician,  the  court  further  limited  the  decision-mak- 
ing capacity  of  the  physician.  This  seriously  undermines 
the  argument  (of  those  who  favor  evolution  of  a brain 
death  concept  via  case  law)  that  this  will  provide  greater 
flexibility  for  the  physician  in  his  decision  making. 

The  Uniform  Anatomical  Gift  Act  was  designed  to  obvi- 
ate a variety  of  state  laws  in  order  to  provide  universally 
applicable  guidelines  for  transplantation  procedures,  and 
has  been  officially  adopted  in  some  form  by  all  states 
except  Massachusetts.  This  law  does  not  attempt  to  pro- 
vide a definition  of  death,  but  rather  leaves  this  decision 
to  the  attending  physician.  It  does  provide  that  "no  indi- 
vidual involved  in  any  way  in  removal  or  transplantation 
of  vital  tissues  or  organs  shall  be  subject  to  civil  damages 
or  criminal  liability  so  long  as  he  acted  in  good  faith.” 

The  law  also  satisfies  the  concerns  of  the  ethicists  and 
protects  the  interest  of  the  patient  by  providing  that  the 
physician  who  certifies  death  should  not  be  part  of  the 
transplant  team.^ 

Kansas  was  the  first  state  to  adopt  a statutory  defini- 
tion of  death  which  includes  brain  death.  The  Kansas 
statute  provides  for  two  separate  and  alternative  criteria 
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of  death — the  common  legal  definition,  and  brain  death. 
The  choice  of  which  definition  is  applicable  is  left  to  the 
physician.  Furthermore,  the  Kansas  law  recognizes  the 
principle  of  brain  death,  but  does  not  attempt  to  define 
it,  again  leaving  this  to  the  medical  community. 

In  balance,  experience  during  the  past  decade  sug- 
gests that  case  law  decisions  relative  to  brain  death  have 
been  erratic.  Moreover,  recent  decisions  have  resulted  in 
precedents  which  undermine  the  physician's  role  in  deter- 
mining appropriate  care.  In  contrast,  a well  constructed 
statutory  definition  of  death,  such  as  the  Kansas  law,  ap- 
pears to  provide  both  flexibility  and  structure  to  the  phy- 
sician's decision-making  process. 

Medical  Aspects 
Definition 

The  recognition  of  the  problem  of  brain  death  began  with 
Mollaret  and  Goulon  in  1959,  when  they  described  ' coma 
depasse.”'®  Subsequently,  numerous  other  terms  have 
been  employed  to  indicate  a totally  and  irreversibly  non- 
functional state  of  the  brain.  These  terms  have  included 
brain  death,  cerebral  death,  irreversible  coma,  total  brain 
infarction,  and  deep  coma.  In  addition,  several  conditions 
have  been  described  which  resemble  brain  death  in 
some,  but  not  all  aspects.  Thus,  apallic  state,  persistent 
vegetative  state,  alpha  coma,  akinetic  mutism,  and 
locked-in  syndrome  are  terms  which  have  been  applied 
to  conditions  of  profound,  permanent,  but  less  than  com- 
plete, neurologic  deficit. 

There  has  been,  and  continues  to  be,  substantial  de- 
bate over  which  of  these  terms  should  be  used  to  indicate 
irreversible  loss  of  brain  function.  This  presentation  will 
consider  three  separate  conditions.  Cerebral  death  will 
be  considered  as  distinct  from  brain  death  as  suggested 
by  Korein.”  Cerebral  death  is  taken  to  mean  total  and 
irreversible  destruction  of  the  cortex,  white  matter,  basal 
ganglia,  and  thalamus  bilaterally.  Brain  death  includes  the 
above  plus  total,  irreversible  destruction  of  the  brain  stem. 

The  definitions  just  cited  are  somewhat  at  variance  with 
those  used  in  the  United  States  Collaborative  Study  on 
Cerebral  Survival  (Collaborative  Study).  The  Collabora- 
tive Study  report  prefers  the  term  “irreversible  coma”  for 
the  condition  defined  above  as  cerebral  death,  while  its 
definition  of  cerebral  death  includes  loss  of  brain  stem 
function,  and  is  therefore  equivalent  to  brain  death  as 
defined  above. Korein's  terminology  is  preferable  be- 
cause it  is  more  anatomically  correct,  and  because  cere- 


bral death  can  occur  in  the  absence  of  brain  death.  There- 
fore, failure  to  distinguish  between  the  two  at  this  time 
may  hinder  any  future  attempts  to  deal  with  them  as  sepa- 
rate entities. 

Other  States  of  Impaired  Brain  Function 

In  addition  to  brain  and  cerebral  death,  another  group  of 
patients  exists  in  which  the  extent  of  neurologic  impair- 
ment is  slightly  less.  As  previously  noted,  this  presenta- 
tion will  use  the  term  “persistent  vegetative  state”  to 
designate  these  patients.  This  term  was  introduced  by 
Jennett  and  Plum  to  describe  a group  of  patients  with  a 
variety  of  residual  neurologic  capacities,  but  with  the  com- 
mon findings  of  wakefulness,  absence  of  adaptive  re- 
sponse to  the  environment,  and  absence  of  evidence  of 
a functioning  mind.^°  EEG  findings  may  vary  from  electro- 
cerebral silence  at  the  onset,  to  alpha  activity  in  cases 
which  persist  many  months.  The  authors  stressed  the 
need  to  distinguish  the  vegetative  state  from  the  “locked- 
in  syndrome"  as  described  by  Plum  and  Posner.^'  De- 
tection of  this  condition  is  important  because  these  pa- 
tients are  conscious,  but  have  a capacity  for  response 
which  is  limited  to  vertical  eye  movements.  Markand  has 
described  normal  or  minimally  slow  EEGs  in  patients  with 
“locked-in  syndrome”  early  in  the  clinical  course^^  in  con- 
trast to  the  severely  abnormal  EEGs  found  in  patients 
with  persistent  vegetative  state.  Another  clinical  entity, 
"alpha  coma,"  has  been  described  in  which  the  patient 
shows  no  meaningful  responsiveness,  manifests  decere- 
bration, and  has  intact  brain  stem  functioning.  The  EEG 
reveals  alpha  activity.  Westmoreland  and  associates 
evaluated  a series  of  13  patients  with  this  entity.  All  died 
from  1 to  28  days  after  the  onset  of  the  illness. 

Criteria 

Several  sets  of  criteria  have  been  employed  by  various 
groups  to  establish  the  presence  of  brain  death.  In  this 
country,  the  most  widely  known  set  of  criteria  is  the  one 
devised  by  an  ad  hoc  committee  of  the  Harvard  Medical 
School.^"  Patients  were  excluded  from  consideration  of 
“irreversible  coma”  if  hypothermia  (temperature  below  90 
degrees  F)  or  central  nervous  system  depressants  were 
present.  (Hypothermia  may  itself  be  a manifestation  of 
brain  death,  but  this  is  not  a significant  limiting  factor, 
as  the  patient’s  temperature  may  be  raised  artificially  if 
necessary.  Exclusion  of  sedative  drugs  as  a cause  of  the 
condition  is  a definite  problem,  however.  Qualitative  toxi- 
cology screens  will  not  distinguish  the  patient  who  took 
a sedative  for  sleep  and  subsequently  had  a cardiac  ar- 
rest leading  to  brain  death  rather  than  temporary  sup- 
pression of  brain  activity  by  drugs.  Even  with  quantitative 
analysis,  the  laboratory  values  must  be  regarded  with 
caution.  Walker  and  Molinari  found  that  when  no  drug  was 
present,  the  results  were  confirmed  in  97%  of  cases  by 
Kupferberg’s  laboratory  at  the  National  Institute  of  Neuro- 
logic and  Communicative  Disorders  and  Stroke 
(NINCDS).  When  drugs  were  present  the  correlation  was 
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much  less.  For  example,  48%  of  barbiturate  determina- 
tions differed  by  5 /u.g/ml  or  more,  and  20%  by  15  /xg/ml 
or  more.  In  addition,  the  correlation  between  the  reported 
drug  level  and  the  clinical  state  was  poor.^^) 

Criteria  to  be  met  by  patients  evaluated  for  irreversible 
coma  according  to  the  Harvard  committee’s  recommen- 
dations include: 

1.  Unreceptiveness  and  unresponsiveness.  Patients 
must  be  totally  unreceptive  to  all  external  or  internal 
stimuli. 

2.  No  movements  or  breathing.  Both  spontaneous  and 
responsive  movements  must  be  absent.  The  determina- 
tion of  apnea  was  permitted  by  observation  during  a 
three-minute  period  without  assisted  ventilation, 

3.  No  reflexes.  Not  only  cephalic,  but  spinal  reflexes 
as  well,  were  required  to  be  absent.  (The  requirement 
for  absent  spinal  segmental  reflexes  subsequently  has 
been  found  to  be  unnecessary.)^® 

4.  Flat  electroencephalogram.  (The  technical  require- 
ments for  the  performance  of  the  EEG  were  not  as 
demanding  as  those  subsequently  established  by  the 
American  Electroencephalographic  Society  which  will  be 
discussed  in  a subsequent  section.) 

The  above  criteria  were  to  be  present  for  a 24-hour 
interval.  (With  increased  experience,  the  duration  of  ob- 
servation has  been  shortened.’®  ’®) 

Mohandas  and  Chou^’’  also  suggested  criteria  for  deter- 
mining brain  death,  with  the  primary  emphasis  on  clinical 
signs.  (These  are  generally  referred  to  as  the  Minnesota 
criteria.)  The  criteria  were  to  be  applied  only  to  patients 
in  whom  the  etiology  of  the  condition  was  known  and  was 
irreparable.  The  patients  reviewed  all  had  structural  dam- 
age with  one  exception — a patient  with  meningitis. 

The  criteria  included:  (1)  no  spontaneous  movement; 
(2)  no  spontaneous  respiration  for  four  minutes;  and  (3) 
absent  cephalic  reflexes.  This  included  a requirement  for 
dilated  and  fixed  pupils.  (Dilated  pupils,  5 mm  or  larger, 
have  been  found  to  be  present  in  less  than  half  of  pa- 
tients with  brain  death.’®  ’®  However,  in  the  absence  of 
glutethimide  intoxication,  the  presence  of  dilated,  fixed 
pupils  correlates  well  with  brain  death,’®  while  nonreac- 
tive pupils  show  a 97%  correlation  with  electrocerebral 
silence  on  the  EEG).  (4)  The  findings  were  to  remain  un- 
changed for  at  least  12  hours.  Electroencephalography 
was  concluded  to  be  unnecessary. 

The  Japanese  require  that  a primary  cerebral  lesion 
be  present,  and  that  the  patient  be  unresponsive,  have 
fixed,  dilated  pupils,  respiratory  arrest,  absent  corneal  re- 
flexes, a flat  EEG,  and  an  abrupt  blood  pressure  fall  of 
40  mm  Hg  followed  by  hypotension.  These  conditions 
should  persist  for  at  least  six  hours.®®  (The  Collaborative 
Study  assumed  the  opposite  point  of  view  regarding  hypo- 
tension, and  encourages  support  of  blood  pressure  In  or- 
der to  maintain  cerebral  blood  flow  whenever  possible.'®) 

The  Swedish  Medical  Society  has  emphasized  total 
Ischemia  of  the  brain.  In  addition  to  unresponsiveness, 
apnea,  and  an  isoelectric  EEG,  they  try  to  verify  non- 


filling of  the  cerebral  vasculature  via  aortocranial  angiog- 
raphy.®® (Objections  to  this  include  the  difficulty  in  per- 
forming the  study,  and  the  potential  for  harm  if  the  patient 
does  not  already  have  loss  of  intracranial  perfusion.) 

In  the  United  Kingdom,  criteria  include  exclusion  of  hy- 
pothermia and  sedative  drugs,  absent  responsiveness, 
absent  brain  stem  reflexes,  and  apnea.  Pupils  must  be 
fixed  to  light,  but  dilation  is  not  mentioned.  Spinal  re- 
flexes and  an  isoelectric  EEG  are  specifically  rejected  as 
criteria.  A procedure  for  establishing  the  presence  of  ap- 
nea is  presented  in  detail.  An  arterial  PCOj  level  of  50  mm 
Hg  is  to  be  arrived  at  by  administration  of  5%  CO2  to 
achieve  a PaCOj  of  40  to  45  mm  Hg  prior  to  disconnec- 
tion from  the  ventilator.  Oxygen  is  to  be  administered  at 
6 liters/minute  during  disconnection.  Repetition  of  the 
evaluation  is  recommended,  but  a fixed  time  interval  is 
not  established.®®  Schafer  and  Caronna  have  suggested 
that,  in  brain  damaged  patients,  a PaCOj  of  60  mm  Hg 
may  be  necessary  to  stimulate  respiration,  and  that  evalu- 
ation of  arterial  blood  gases  is  necessary  to  establish  that 
this  level  has  been  achieved.®®  Their  findings  indicate  that 
following  hyperoxygenation  the  patient  may  be  safely  ob- 
served for  spontaneous  respiration  over  a period  of  at 
least  ten  minutes  off  the  respirator. 

The  United  Kingdom  technique  for  establishing  apnea, 
plus  the  findings  of  Schafer  and  Caronna,  address  an 
issue  which  is  not  merely  critical,  but  actually  central 
to  the  determination  of  brain  death.  The  Harvard  criteria 
provided  for  a three-minute  period  of  observation  off  the 
respirator,  while  the  Collaborative  Study  allowed  obser- 
vation during  assisted  ventilation.  The  former  technique 
is  unsatisfactory  because  the  PaC02may  not  reach  a 
level  sufficient  to  produce  respiratory  drive,  while  apnea 
without  prior  hyperoxygenation  could  be  harmful  to  the 
patient.  The  latter  technique,  in  which  the  patient  is  ob- 
served for  attempts  to  override  the  respirator,  is  unsatis- 
factory, because  this  may  not  occur  without  hypoxic  or 
hypercapneic  drive.  Other  criteria  do  not  list  a procedure 
for  defining  apnea  at  all.  Thus  at  this  time,  the  only  set  of 
criteria  under  which  the  presence  of  apnea  is  adequately 
evaluated,  Is  that  employed  in  the  United  Kingdom. 

Walker  and  Molinari  applied  the  Harvard,  Japanese, 
and  Minnesota  criteria  to  503  patients,  evaluated  by  the 
Collaborative  Study,  to  determine  the  scope  (the  number 
of  patients  meeting  the  criteria),  and  accuracy  (the  num- 
ber of  patients  meeting  the  criteria  who  had  no  evidence 
of  cerebral  activity  on  EEG).  Of  these  patients,  only  19 
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and  1 1 actually  met  the  Harvard  and  Japanese  criteria. 
The  accuracy  for  each  of  the  sets  of  criteria  was  100%, 
but  the  scope  less  than  4%.  Obviously,  these  criteria  are 
too  stringent  to  be  generally  useful.  The  prerequisites  for 
application  of  the  Minnesota  criteria  were  more  restrictive 
than  those  of  the  Collaborative  Study,  and  exclude  from 
evaluation  for  brain  death  patients  in  whom  known  struc- 
tural pathology  is  not  present.  They  were  therefore  ap- 
plicable to  only  273  of  the  503  Collaborative  Study  pa- 
tients. Of  the  273  patients  considered,  182  met  the  cri- 
teria, for  a scope  of  67%.  The  accuracy  was  92%,  as 
8%  had  EEG  evidence  of  brain  activity,  although  all  of 
these  patients  also  died. 

The  Collaborative  Study  established  the  prerequisites 
that  all  diagnostic  and  therapeutic  measures  be  com- 
pleted, and  that  no  sedative  drugs  may  be  present  be- 
fore application  of  the  criteria.  Normothermia  and  the 
presence  of  a primary  brain  lesion  were  not  required.  The 
Collaborative  Study  criteria  could  therefore  be  applied  to 
patients  with  a metabolic  or  anoxic  basis  for  their  condi- 
tion. The  criteria  included  unresponsiveness,  apnea,  ab- 
sent cephalic  reflexes,  dilated  pupils,  electrocerebral  si- 
lence, and  a confirmatory  test  indicating  absent  cerebral 
blood  flow.  The  criteria  are  to  be  present  for  30  minutes 
to  one  hour,  but  should  not  be  applied  less  than  six  hours 
after  the  onset  of  the  condition.  In  evaluating  the  criteria 
they  were  found  to  be  applicable  to  439  patients  of  whom 
212  met  the  criteria  for  brain  death  for  a scope  of  48% 
and  an  accuracy  of  100%.^®  '® 

Walker  has  indicated  that  for  the  Collaborative  Study 
patients,  there  was  a low  correlation  between  vestibular 
reflexes  and  an  eventual  outcome  of  death.'®  Analysis 
of  the  clinical  findings  in  the  Collaborative  Study  patients 
by  Allen  and  associates  does  not  support  this  conclu- 
sion, as  absence  of  the  vestibular  reflexes  was  found  to 
have  a high  discrimination  coefficient  for  the  eventual  out- 
come of  brain  death.®'  This  supports  the  findings  of 
Caronna  and  associates  who  found  that  the  oculovestibu- 
lar  reflex  was  the  single  best  clinical  predictor  of  a fatal 
outcome  in  patients  with  nontraumatic  coma.®® 

The  Collaborative  Study  places  a premium  on  labora- 
tory substantiation  of  brain  death.  The  presence  of  elec- 
trocerebral silence  is  a necessary  criterion,  and  has  been 
used  to  judge  the  accuracy  of  other  sets  of  criteria.  Sur- 
prisingly, the  Collaborative  Study  report  also  has  recom- 
mended confirmation  of  absent  cerebral  blood  blow.  This 


is  remarkable  in  that  only  3%  of  the  cases  were  studied 
angiographically. 

Laboratory  Tests 
Electroencephalography 

The  diagnostic  study  most  commonly  used  in  the  evalua- 
tion of  brain  death  is  the  EEG.  A survey  done  in  1969 
revealed  that  a substantial  minority  of  neurologists  polled 
would  accept  a flat  EEG  alone  as  sufficient  evidence  of 
brain  death,  while  the  majority  accepted  it  as  an  impor- 
tant criterion  of  brain  death.®®  Indeed,  there  is  little  doubt 
that,  when  properly  performed  in  the  absence  of  sedative 
drugs,  an  isoelectric  EEG  is  powerful  evidence  of  cerebral 
death. Minimum  criteria  for  proper  EEG  technique 
for  determination  of  brain  death  were  first  outlined  by  the 
American  Electroencephalographic  Society  in  1969.®® 
These  were  updated  in  1976  and  are  available  in  detail 
from  the  American  Electroencephalographic  Society. 
Briefly,  these  criteria  are:  (1)  a minimum  of  eight  scalp 
electrodes  and  earlobe  reference  electrodes;  (2)  inter- 
electrode impedence  under  10,000  ohms  but  over  100 
ohms;  (3)  intentional  introduction  of  artifact  to  test  the 
integrity  of  the  recording  system;  (4)  interelectrode  dis- 
tances of  at  least  10  cm;  (5)  sensitivity  increased  to  2 
fxv  during  most  of  the  recording;  (6)  use  of  time  constants 
of  0.3  to  0.4  seconds  during  part  of  the  recording;  (7) 
monitoring  of  extracerebral  potentials;  (8)  test  for  EEG 
reactivity  to  external  stimuli;  (9)  recording  time  of  at  least 
30  minutes;  (10)  recording  to  be  made  only  by  a qualified 
technologist;  (11)  repeat  EEG  if  electrocerebral  silence 
is  in  question;  (12)  telephone  transmission  of  EEG  is  un- 
acceptable for  the  determination  of  electrocerebral 
silence. 

The  necessity  for  recording  at  high  sensitivity  has  been 
repeatedly  confirmed®'’  ®®  by  the  finding  of  EEG  activity 
in  a patient  whose  tracing  appeared  flat  at  normal  gain. 
Reports  of  recovery  from  an  “isoelectric  ” EEG,  except  in 
cases  of  sedative  overdose,  must  be  highly  suspect.  The 
literature  abounds  with  such  reports,  which  on  close  in- 
spection reveal  that  the  EEG  was  performed  at  normal 
gain,®®  or  that  no  EEG  data  are  provided  at  all.®® 

Conversely,  the  high  sensitivity  recording  technique 
may  result  in  substantial  biological  and  other  artifact  in 
the  tracing  which  may  make  it  difficult  or  impossible  for 
the  electroencephalographer  to  be  certain  that  no  brain 
activity  is  present.  Techniques  exist  to  eliminate  or  at 
least  separately  document  some  of  those  artifacts.  Buch- 
tal  and  associates  have  described  utilization  of  an  ac- 
celerometer to  identify  respiratory  and  pulse  vibrations.®® 

Unfortunately,  routine  EEG  equipment  is  not  available 
in  all  hospitals.  Rarer  still  are  EEG  technologists  with  ade- 
quate training  in  running  death  tracings  and  electroen- 
cephalographers  with  the  necessary  skills  to  interpret 
them.  Capability  for  computerized  filtering  is  almost  non- 
existent. For  these  reasons,  many  people  feel  that  elec- 
trocerebral silence  should  not  be  a mandatory  criterion 
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for  brain  death,  but  rather  that  the  EEG  should  be  an 
optional  confirmatory  test. 

Cerebral  Blood  Flow 

The  European  concept  of  brain  death  as  total  brain  infarc- 
tion has  led  various  workers  to  evaluate  intracranial  blood 
flow.  Greitz  and  associates  studied  42  patients  with 
clinical  and  electroencephalographic  signs  of  brain  death 
for  filling  of  the  intracranial  vessels  following  injection  of 
contrast  media  into  the  aorta  or  directly  into  the  internal 
carotid  and  vertebral  arteries.  The  aortic  injections  pro- 
vided the  same  information  as  direct  injection  in  patients 
in  whom  both  techniques  were  employed.  Of  the  42 
patients,  all  but  one  revealed  arrested  intracranial  blood 
flow.'*®  Bardac  and  Simon  confirmed  these  findings  and 
concluded  that  aortic  arch  angiography  is  the  preferred 
technique  for  evaluating  intracranial  blood  flow.'*'  As 
mentioned  earlier,  the  difficulties  with  using  angiography 
as  a confirmatory  tool  are  logistical  in  terms  of  transport- 
ing the  patient  to  radiology,  and  medical  in  that  the  study 
could  be  detrimental  to  the  individual  whose  brain  is  not 
already  dead. 

Korein  and  coworkers'^  '’^  '*^  have  described  a radioiso- 
tope bolus  technique  for  evaluating  intracranial  circula- 
tion. The  technique  consists  of  injecting  a bolus  of  techne- 
tium pertechnetate  Tc  99m  intravenously,  then  comparing 
the  appearance  of  the  radioisotope  peak  over  the  frontal 
area  with  the  appearance  over  the  femoral  artery.  Eighty 
patients  were  unresponsive  and  apneic,  but  were  not 
necessarily  without  brain  stem  reflexes.  They  may  thus  be 
said  to  meet  the  criteria  for  cerebral,  but  not  brain,  death 
as  defined  earlier.  The  results  could  be  divided  into  two 
major  categories,  those  in  which  the  head  probe  detected 
a peak  of  activity  comparable  to  that  seen  over  the  artery 
(type  1),  and  those  in  which  the  head  probe  detected  only 
a slight  gradual  rise  in  activity  (type  2).  Of  27  patients 
showing  a type  1 effect,  all  had  EEG  activity  when  this 
could  be  reliably  assessed,  22  died,  and  5 survived  with 
normal  neurological  exams.  Of  37  patients  with  type  2 
studies,  31  had  electrocerebral  silence  on  EEG  with 
technically  unsatisfactory  EEG  studies  in  the  remaining 
six,  and  all  37  died.  Of  these,  20  underwent  autopsy  and 
were  found  to  have  evidence  of  widespread  anoxic 
neuronal  degeneration  and  the  appearance  of  “respirator 
brain.”  These  studies  therefore  appear  to  offer  a tech- 
nique for  evaluating  cerebral  death  by  evaluating  cerebral 
circulation. 

Another  technique  that  would  allow  evaluation  of  cere- 
bral circulation  has  been  described  by  Uematsu  and 
Walker.'’^  This  consists  of  utilization  of  A-mode  echoen- 
cephalography  to  determine  the  presence  of  midline 
pulsations  which  are  assumed  to  be  secondary  to  arterial 
pulses.  Thirty-two  patients  were  evaluated,  of  whom  21 
met  clinical  and  EEG  criteria  of  brain  death,  4 had  less 
severe  neurologic  disease,  and  4 had  no  neurologic 
disease.  In  18  of  the  brain  death  patients,  midline  pulsa- 
tions were  absent,  while  midline  pulsations  were  present 


in  all  patients  not  meeting  brain  death  criteria.  Doppler 
ultrasonography  has  been  used  by  Yoneda  and  associ- 
ates on  a small  number  of  patients  to  evaluate  blood 
flow  in  the  internal  carotid  artery.'*®  Both  these  techniques 
offer  a simple,  noninvasive  measure  of  cerebral  blood 
flow,  but  require  substantial  further  validation  before  they 
can  be  accepted  as  highly  reliable. 

Application  to  Children 

It  must  be  emphasized  that  experience  with  children  has 
been  limited,  and  that  criteria  for  brain  death  must  be 
applied  with  extreme  caution,  particularly  in  those  under  1 
year  of  age.  For  example,  Vapalahti  and  Troupp  found 
that  the  presence  of  extensor  rigidity  was  correlated 
highly  with  death  or  a vegetative  state  in  adults,  but  not 
in  children.'*®  One  test  which  is  of  value  in  children  is 
the  EEG.  Pampiglione  and  Harden  found  that  electro- 
encephalography early  (within  a few  hours)  after  cardiac 
arrest  was  of  value  for  predicting  survival  in  a series  of 
179  children  ages  1 month  to  9 years.  The  presence  of 
severe  slowing,  burst  suppression,  or  an  isoelectric  EEG 
was  indicative  of  a bad  prognosis.  Forty-three  of  44 
patients  with  severe  EEG  abnormalities  were  dead  within 
nine  days,  and  the  one  survivor  remained  in  a decere- 
brate state  six  years  later.'*^ 

A Proposal 

During  the  decade  since  the  Harvard  criteria  were  first 
outlined,  there  has  been  a reduction  in  the  period  of 
observation  required  to  establish  brain  death  from  24  to  6 
hours.  This  reduction  has  been  possible  because  expe- 
rience has  accrued  which  allows  the  diagnosis  to  be  made 
with  the  same  degree  of  certainty  in  a shorter  time  span. 

It  is  important  to  recognize  that  the  primary  motivation 
for  reducing  the  observation  period  has  been  the  need  to 
obtain  donor  organs  before  these  begin  to  deteriorate. 
However,  many  situations  occur  in  which  organ  donation 
is  not  a consideration,  and  time  is  not  a critical  factor. 

In  such  situations,  it  is  reasonable  to  substitute  an 
increased  observation  period  for  sophisticated  laboratory 
evaluation.  A set  of  criteria  which  would  allow  for  such 
a substitution  would  provide  the  necessary  certainty  of 
diagnosis  for  both  urban  and  rural  physicians  without 
overlooking  the  needs  of  one  or  unduly  burdening  the 
other.  The  following  criteria  have  been  compiled  from  the 
several  different  sets  of  criteria  and  reports  previously 
cited. 
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Prerequisites 

1 . The  etiology  of  the  patient’s  coma  must  be  known. 

2.  All  diagnostic  studies  shall  have  been  completed, 
and  the  medical  condition  must  be  stable. 

3.  Central  nervous  system  depressant  drugs  and/or 
hypothermia  below  90°  F may  not  be  present. 

Criteria 

1 . Unresponsiveness.  The  patient  must  be  deeply 
comatose  without  response  to  painful  or  other  stimuli 
administered  above  the  foramen  magnum.  The  presence 
of  segmental  spinal  reflex  activity  is  not  considered 
evidence  of  brain  activity. 

2.  Spontaneous  activity.  No  spontaneous  movement 
or  vocalization  may  be  present. 

3.  Apnea.  There  shall  be  no  spontaneous  respiration  in 
response  to  a measured  PaC02  of  60  mm  Hg.  This  is  to 
be  achieved  by  preoxygenation  with  pure  oxygen  for  ten 
minutes  followed  by  5%  carbon  dioxide  in  oxygen  for  five 
minutes  before  disconnecting  the  ventilator.  Following 
disconnection,  oxygen  should  be  delivered  to  the  trachea 
at  6 liters/ minute.  If  arterial  blood  gases  cannot  be 
measured,  a ten-minute  period  of  observation  will  suffice. 

4.  Cranial  areflexia 

a.  Pupils  must  be  dilated  (greater  than  5 mm)  and 
unresponsive  to  light. 

b.  The  following  reflexes  must  be  absent:  (1 ) corneal, 
(2)  oculocephalic,  (3)  oculovestibular,  and  (4)  pharyngeal. 

Duration 

The  above  findings  shall  be  present  for  a 48-hour  period 
with  evaluation  at  0,  24,  and  48  hours. 

Exceptions 

1 . For  patients  in  whom  the  etiology  of  the  coma  is  known 
to  be  structural: 

a.  Pupils  need  not  be  dilated,  but  must  be  fixed  to 

light. 

b.  The  period  of  observation  may  be  shortened  to  six 
hours  if  an  electroencephalogram  performed  according  to 
American  Electroencephalographic  Society  standards 
reveals  electrocerebral  silence,  or  if  absent  cerebral  blood 
flow  is  confirmed  by  angiography  or  radioisotope  injection. 

2.  For  patients  in  whom  the  etiology  of  the  coma  is 
known  to  be  anoxic  or  metabolic,  a 24-hour  period  of 
observation  will  be  sufficient,  if  at  the  end  of  that  time 
an  electroencephalogram  performed  according  to 
American  Electroencephalographic  Society  standards 


reveals  electrocerebral  silence.  A six-hour  period  of 
observation  is  sufficient  if  both  electrocerebral  silence  and 
absent  cerebral  blood  flow  are  present. 

Summary 

Review  of  the  ethical,  legal,  and  medical  aspects  of  brain 
death  suggests  that  the  state  would  be  benefited  by 
statutory  recognition  of  brain  death.  This  recognition 
would  provide  a secure  framework  within  which  the 
medical  community  could  function  and  an  opportunity  for 
society  to  evaluate  these  criteria  and  incorporate  them 
into  its  concept  of  death.  Criteria  need  not  be  rigidly 
specified  in  a statute  as  this  would  impede  change  in 
response  to  further  technological  advances.  Rather, 
criteria  should  be  established  by  the  medical  community 
and  should  be  sufficiently  flexible  to  allow  differential 
application  according  to  the  requirements  of  the  situation. 
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Examining  a Few  Myths 
About  Prescribing. 


Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typieal)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 


MYTH:  There  are  no  dif- 
ferences in  qualit}>  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollar}>  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quali^  and 
bioavailabili^  of  all 
marketed  products  at 
any  given  time.  Just  a few' 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  y( 
know',  there  is  substanti 
literature  on  this  subjec 
affecting  many  drugs,  ir 
eluding  such  antibiotics 
as  tetracy  cline  and  ery- 
thromycin. The  record  c 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  difference 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practic* 
minimum  quali^  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  ol 
the  drug  supply,  includ- 
ing, therefore,  most  of  th 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compc 
tence  of  the  manufac- 
turer and  the  integrity  ol 
the  product  that  count. 


I 


Matters. 


tTH:  Generic  options  al- 
i)st  ahvays  exist. 

ICT:  About  55  percent 
prescription  drug  ex- 
'nditure  is  for  single- 
urce  drugs.  This 
cans,  of  course,  that  for 
ih'  45  percent  of  such 
.penditure,  is  a generic 
•escribing  option  avail- 
jle. 


fYTH:  Generic 
’descriptions  are  filled  with 
[expensive generics,  thus 
iving consumers  large 
xms  of  money. 

ACT:  Market  data  show 
lat  you  invariabh' 
>rescribe — and  pharma- 
ists  dispense — ^both 
irand  and  generically 
abeled  products  from 
tnovvTi  and  trusted 
lources,  in  the  best  inter- 
est of  patients.  In  most 
eases  the  patient  receives 
\ proven  brand  product. 
Savings  from  voluntar\^ 
or  mandated  generic 
prescribing  are  grossly 
exaggerated . 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT;  Drugs  represent  a 
v^eiy'  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
\\  as  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
ph\'sician  are  most 
conscious  of  hou'  drug 
therapv  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  monei’. 

FACT:  Government 
schemes  alvv'ays  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  yyftolesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  fi-eedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  imihs  about  price 
and  equivalency^  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ever; 
The  maker  does  matter.  As 
alw'ays , vour  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — fi'om  manufac- 
turers with  credentials  and 
performance  records  y^ou 
have  come  to  respect. 
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Sexuality  in  the  aged 

James(M.  Turnbull,  MD^ 


North  American  society  tends  to  view  persons  over  age 
60  as  being  asexual,  a belief  not  supported  by  the  evi- 
dence currently  available.  Unfortunately,  such  belief  is  en- 
hanced by  the  older  individual's  self  perspective,  the 
attitudes  of  some  caretakers  in  our  communities,  and 
many  young  adults  with  aging  parents.  Physicians  can  do 
a great  deal  to  dispel  myths  and  make  continuing  sexual 
activity  acceptable  and  enjoyable  for  their  older  patients. 


Types  of  Aging 

Aging  in  humans  takes  two  major  forms.  The  first,  and 
most  obvious,  is  physiological.  This  is  expressed  in 
changes  in  the  body  such  as  graying  of  the  hair  and  loss 
of  visual  acuity.  It  also  is  reflected,  more  seriously,  in  the 
degenerative  processes  which  slowly  evolve  and  make 
the  individual  more  susceptible  to  illness. 

Sociological  aging,  however,  is  a more  latent  and  wide- 
spread phenomenon.  Quite  simply,  society  places  a role 
on  the  older  citizen  when  he  or  she  reaches  a certain 
chronologic  age.  Until  recently  the  generally  accepted 
retirement  age  was  65.  As  Alexander  Comfort  has  so  elo- 
quently stated  '.  . . at  this  age,  in  plain  words,  people  are 
rendered  unemployable,  useless,  and,  in  some  cases,  im- 
poverished.After  the  transition  from  contributing  mem- 
ber of  society  to  retiree,  the  older  person  often  is  assumed 
to  be  unintelligent,  mentally  ill,  and  asexual. 

Young  and  middle-aged  adults  who  ignore  the  aged  in 
their  society  or  who  support  the  view  that  the  older  person 
is  inactive,  unemployable,  boring,  grumbling,  and  bother- 
some, fail  to  realize  what  impact  this  has.  Not  only  do 
they  enforce  alienation  of  a significant  minority,  but  they 
absorb  the  myths  themselves  so  when  they  become  old 
they  have  preconceptions  of  how  they  appear  to  others. 

This  has  an  important  impact  upon  the  aging  indi- 
vidual’s sexuality,  particularly  if  a broad  view  is  taken. 
Sociologic  aging  has  a more  profound  effect  than  its 
physiologic  correlate. 

Changes  in  Sexual  Functioning 

Since  the  two  major  publications  by  Masters  and  John- 
son,health  professionals  have  come  to  focus  almost 
exclusively  upon  the  physiological  aspects  of  sex.  In  con- 
centrating upon  erection,  orgasm,  vaginal  platforms,  etc, 
too  often  the  more  subtle  expressions  of  sexuality,  such 
as  caring,  touching,  holding  and  being  held,  and  fun,  are 
overlooked.  Sexuality  is,  after  all,  largely  dependent  upon 


the  view  people  have  of  themselves.  If  the  elderly  person 
believes  the  stereotype  described  above,  his  or  her  sex- 
uality is  not  likely  to  be  very  evident  or  fulfilling. 

It  is  true  that  aging  does  produce  some  changes  in 
human  sexual  performance,  chiefly  in  men,  for  whom 
orgasm  becomes  less  frequent.  This  begins  to  occur  at 
age  30,  but  accelerates  at  age  45.  After  age  50,  orgasm 
may  occur  in  only  every  second  or  even  third  act  of  inter- 
course.' More  direct  physical  stimulation,  for  up  to  three 
minutes,  may  be  required  to  produce  an  erection. 

Erectile  difficulties,  formerly  called  impotence,  will 
be  increasingly  common  as  the  individual  reaches  late 
middle  age.  The  major  factors  influencing  erection  are 
anxiety,  prescribed  medication,  alcohol,  obesity,  and 
diabetes,  in  roughly  that  order.  As  in  the  younger  man, 
performance  anxiety  is  the  most  frequent  source  of  erec- 
tile difficulties. 

Many  older  men  are  taking  medication  for  hypertension; 
and  methyidopa,  as  well  as  reserpine,  produce  serious 
erectile  dysfunction.  Guanethidine  and  clonidine,  on  the 
other  hand,  produce  relatively  mild  problems  with  erec- 
tion. 

Some  men  are  concerned  that  their  erection  is  “dif- 
ferent ” after  age  50.  This  is  mainly  because  the  angle  of 
the  penis  changes.  In  younger  men,  the  erect  penis  points 
up,  but  in  older  men  it  points  down.  “Psychic"  erections 
(from  fantasy,  seeing  an  attractive  sexual  object,  or  read- 
ing titillating  material)  are  rare  after  age  50. 

It  is  important  that  both  partners  in  a relationship  under- 
stand the  limitations  caused  by  aging.  Even  if  sexual 
intercourse  is  impaired  by  infirmity,  other  sexual  needs 
persist,  including  being  held,  touching,  caressing,  and  be- 
ing valued  as  a man  or  a woman. 

Data  on  sexual  activity  for  persons  over  age  65  are 
instructive.  They  indicate  that  older  individuals  are  and 
always  have  been  sexually  active.  They  are  also  becom- 
ing more  and  more  able  to  discuss  their  sexual  needs  and 
dysfunction  as  our  culture  makes  such  discussion  more 
acceptable.  Newman  and  Nichols'*  found  54%  of  101 
women  and  men  between  60  and  93  years  old  to  be  sex- 
ually active.  After  age  75,  25%  were  still  fully  active;  the 
decreased  activity  usually  was  credited  to  illness  in  either 
the  interviewee  or  spouse. 

There  are  significant  differences,  however,  between 
men  and  women  in  their  sexual  functioning  in  middle  and 
late  life. 

As  men  are  preparing  to  retire  from  work,  women  often 
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are  entering  or  reentering  the  work  force.  Women  con- 
tinue to  work  an  average  of  five  to  eight  years  longer 
than  men  of  the  same  age.  The  woman’s  potential  for 
sexuality  remains  high  from  the  mid-20s  to  late  into  the 
90s,  while  the  man’s  diminishes  sharply  at  age  70. 

The  composite  performance  of  men  and  women  re- 
veals quite  a startling  fact.  Women  do  not  have  nearly 
the  sexual  fulfillment  after  age  60  that  their  potential 
indicates  is  possible.  This  is  explained  by  two  interre- 
lated phenomena. 

First,  women  outlive  men  by  some  7.7  years.  At  age  65 
there  are  129  women  for  every  100  men;  at  age  75  the 
ratio  is  156  women  for  every  100  men.=  More  importantly, 
most  of  the  men  at  age  65  will  be  married,  but  more  than 
half  the  women  will  be  unmarried.  Pfeiffer  and  his  col- 
leagues at  Duke  University  have  shown  that  very  few  un- 
married older  women  report  regular  sexual  activity  while, 
for  men,  the  married  state  makes  no  difference  in  their 
reported  sexual  activity.® 

Second,  the  taboos  against  nonmarital  sexual  relation- 
ships are  more  taken  to  heart  by  women;  their  chances  for 
remarriage  are  slim,  and  adult  children  are  more  offended 
by  their  mother’s  or  grandmother’s  sexual  expressiveness 
than  by  their  father’s  or  grandfather’s. 

Aging  does  affect  women’s  sexual  performance,  but  not 
nearly  as  drastically  as  men’s.  Two  significant  events  in 
most  women’s  lives  need  to  be  placed  in  perspective.  The 
first  is  menopause,  at  which  time  the  woman  stops  ovu- 
lating and  producing  hormonal  cycles.  The  pituitary  gland, 
which  formerly  ’’drove”  these  cycles,  locks  in  an  ’’on” 
position,  and  gonadotropin  levels  remain  high.  Later,  of 
course,  menstrual  cycles  cease  and  the  woman  is  unable 
to  become  pregnant.  Many  women,  particularly  those 
poorly  educated  whose  husbands’  masculinity  depends 
upon  their  ability  to  sire  offspring,  mistakenly  believe 
that  menopause  signals  the  end  of  their  sexual  lives. 

If,  in  fact,  the  woman  ceases  to  be  sexually  active,  she 
may  experience  atrophic  changes  in  the  vaginal  wall  and 
much  slower  lubrication  on  arousal.  Sometimes  meno- 
pausal changes  need  assistance  with  hormone  replace- 
ment, but  60%  of  women  have  absolutely  no  symptoms 
at  this  time.’ 

Another  significant  life  event  in  the  woman’s  middle 
years  is  the  empty-nest  syndrome,  which  refers  to  the 
time  in  life  when  the  last  child  leaves  home  and  the 
woman’s  role  of  mother  seems  completed.  Despite  the 
fact  that  ever  increasing  numbers  of  women  have  full- 


er part-time  work,  many  women  become  profoundly  de- 
pressed during  the  period  of  adjustment  between  full- 
time mother  and  part-time  housekeeper.  Depression  has 
a profound  effect  upon  both  sexual  interest  and  perfor- 
mance. 

Physician’s  Role 

Steps  can  be  taken  by  physicians  to  ensure  that  their 
older  patients  are  able  to  fulfill  the  sexual  side  of  their 
existence  into  the  final  years  of  their  lives; 

1 . Support  and  encourage  the  sexuality  of  the  elderly. 

2.  Lead  public  opinion  into  a stance  whereby  older 
people  are  seen  as  useful  and  contributing.  It  is  particu- 
larly important  to  emphasize  healthy  and  respectful  con- 
sideration of  the  aged  by  children  during  their  formative 
years.  Physicians,  as  gatekeepers  in  the  community,  can 
guide  parents  and  school  teachers  into  an  understanding 
of  the  importance  of  avoiding  mockery,  segregation,  and 
alienation  of  the  old. 

3.  The  caretakers  of  elderly  individuals  require  educa- 
tion about  the  sexual  needs  of  the  elderly.  Nurses,  ad- 
ministrators of  nursing  homes,  and  adults  with  aging 
parents  should  be  high  on  the  list  of  those  with  a ’’need 
to  know.” 

4.  Education  of  the  elderly  themselves  should  cover  at 
least  the  following  topics  (listed  alphabetically): 

a.  Alcohol.  Contrary  to  popular  belief,  not  all  persons 
over  age  65  reduce  their  alcohol  intake.  Some  drink  more 
after  retirement.  The  interference  of  alcohol  with  sexual 
performance  is  well  known. 

b.  Dignity.  Many  older  citizens  are  constantly  being  put 
down  by  the  many  people  whom  they  deal  with  daily. 
Sales  clerks,  bureaucrats,  bus  drivers,  and  others  may 
harm  the  older  individual’s  self-confidence  by  derisory 
remarks.  Assertiveness  is  a necessary  survival  attitude 
for  the  older  person,  and  sometimes  it  must  be  learned. 

c.  Drugs.  Those  medications  which  affect  sexual 
performance  should  be  explained  to  patients.  Patients 
sometimes  conceal  the  fact  that  their  antihypertensive 
medication  has  produced  erectile  difficulties.  Similarly 
some  phenothiazines  produce  problems  with  ejaculation. 
An  inquiry  about  sexual  performance  while  the  patient  is 
taking  the  medication  is  useful. 

d.  Erection.  The  physician  should,  as  part  of  a routine 
physical  exam  of  a man  over  60,  inquire  about  erectile 
function.  A question  like,  “Do  you  ever  have  difficulty  in 
getting  or  maintaining  an  erection?”  often  will  prove  illu- 
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minating.  Occasionally,  physicians  feel  uncomfortable 
with  information  received  as  a result  of  asking  such  a 
question.  When  this  is  the  case,  it  is  well  to  remember  that 
sexual  functioning  is  as  much  a part  of  good  health  as 
bowel,  bladder,  respiratory,  or  cardiac  functioning.  Obtain- 
ing information  about  erectile  difficulties  does  not  neces- 
sitate the  physician’s  feeling  he  or  she  has  to  cure  it. 
There  are,  in  most  cities,  experts  who  can  treat  such 
problems. 

e.  Leisure.  Too  often  the  older  individual  has  been  told 
that,  upon  retirement,  leisure  is  to  be  counted  a blessing. 
Unfortunately,  for  many  individuals,  leisure  is  boring  and 
not  a substitute  for  meaningful  work  or  making  a contribu- 
tion to  society.  Boredom  leads  to  depression  and  depres- 
sion to  lowered  sexual  functioning. 

f.  Masturbation.  The  physician  often  is  hesitant  to 
broach  the  subject  of  masturbation  but  doing  so  can  be 
both  productive  and  educational.  Many  older  women  have 
talked  about  it  to  their  daughters,  but  many  older  men 
need  reassurance  that  it  is,  in  fact,  not  unhealthy.  The 
attitude  that  masturbation  is  both  normal  and  healthy  for 
any  person  of  either  sex  at  any  age  will  be  most  comfort- 
ing to  many  patients.  Masturbation  in  the  older  individual 
serves  as  a replacement  for  a partner,  a gentler  source  of 
orgasm  for  the  infirm,  and  maintenance  to  bridge  any 
periods  of  nonintercourse. 

Obviously  it  is  somewhat  artificial  to  extract  one  aspect 
of  a person’s  life,  such  as  his  or  her  sexuality,  and  con- 
sider it  out  of  context.  The  physician  can  make  an  im- 
portant contribution  to  the  health  and  pursuit  of  happiness 
in  his  older  patients  by  remembering  that  continuing 
sexuality  is  a reflection  of  the  patient’s  self  concept. 
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of  UTMB  graduates:  1967-1976 


Edward  N.  Brandt,  Jr,  MD,  PhD  Frances  Holmstrom  Elizabeth  L.  Fitzsimmons 


The  question  of  whether  the  location  of  a physician’s  med- 
ical school  or  of  a resident’s  graduate  medical  education 
program  influences  the  eventual  choice  of  practice  site 
has  long  been  dominated  by  opinion  and  speculation. 
State  and  national  policies  on  medical  education  deserve 
better  than  speculative  thought  in  attempting  to  meet  the 
needs  of  medically  underserved  areas.  This  study  was 
undertaken  to  offer  a rational  and  factual  approach  to  the 
issue. 

The  study  surveyed  the  site  of  graduate  medical  educa- 
tion (Texas  vs  non-Texas)  and  the  eventual  location  of 
practice  of  the  graduates  of  The  University  of  Texas  Med- 
ical Branch  at  Galveston  (UTMB)  between  1967  and 
1976.  The  choices  made  by  these  graduates  should  be 
useful  in  considering  policy  for  several  reasons:  UTMB 
is  the  oldest  medical  school  in  Texas;  it  has  graduated 
more  physicians  practicing  in  Texas  than  any  other  medi- 
cal school,  and  the  majority  of  its  graduates  practice  in 
Texas. 


Methods 

The  data  were  accumulated  from  questionnaires  and  from 
UTMB  alumni  records.  A questionnaire  and  stamped  re- 
turn envelope  were  mailed  to  all  UTMB  graduates  in  the 
classes  between  1967  and  1976.  The  questionnaire 
asked:  site  of  practice  (if  the  respondent  was  in  practice), 
site  of  graduate  medical  education,  specialty  of  education, 
and  specialty  of  practice.’*  (Board  certification  also  was 
recorded,  but  it  is  not  included  in  this  analysis.)  The  data 
on  specialties  that  were  accumulated  from  this  question- 
naire were  compared  to  those  compiled  from  question- 
naires circulated  previously  by  the  UTMB  Alumni  Office. 

Thus,  all  data  used  in  analysis  were  provided  by  individu- 
als. No  attempt  was  made  to  verify  the  accuracy. 

Since  graduate  medical  education  lasts  a number  of 
years  and  not  all  of  the  later  graduates  could  be  ex- 
pected to  be  in  practice  yet,  the  respondents  were  divided 
into  two  groups  for  analysis:  graduates  from  1967  to  1971 

'Specialty  designations  are  those  of  the  American  Medical  Association. 


7,  Proportion  of  UTMB  Graduates  (1967-1971 ) who  practice  in  Texas^ 


Present 

Specialty 

Ouestionnaire 

Total  No.  in 

Graduates  Texas  (%) 

Total 

Graduates 

Alumni  records 

No.  In 

Texas  (%) 

Primary  Care 

Family  practice 

67 

46(69) 

119 

86(72) 

Internal  medicine 

57 

32(56) 

79 

50(63) 

Pediatrics 

36 

20(56) 

50 

31(62) 

Obstetrics-gynecology 

25 

18(72) 

39 

30(77) 

Subtotal 

185 

116(63) 

287 

197(69) 

Other 

Anesthesiology 

17 

10(59) 

29 

17(59) 

Dermatology 

19 

12(63) 

23 

17(74) 

Emergency  medicine 

5 

4(80) 

7 

4(57) 

Neurology 

13 

6(46) 

19 

10(53) 

Ophthalmology 

24 

18(75) 

39 

31(80) 

Otolaryngology 

18 

10(56) 

25 

16(64) 

Pathology 

11 

9(82) 

13 

10(77) 

Psychiatry 

51 

24(47) 

74 

41(55) 

Radiology 

44 

29(66) 

60 

37(62) 

Surgery 

79 

35(44) 

124 

70(57) 

Subtotal 

281 

157(56) 

413 

253(61) 

Total 

466 

273(59) 

700 

450(64) 
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and  those  from  1972  to  1976.  The  majority  of  the  gradu- 
ates during  the  first  period  are  now  in  practice,  but  a 
large  number  of  those  in  the  second  have  not  yet  com- 
pleted their  residencies. 

Results 

Responses  were  obtained  from  1 ,054  of  the  1 ,563  gradu- 
ates (a  response  rate  of  67%).  Some  of  the  509  who  did 
not  respond  may  have  died  or  may  have  left  medicine 
as  a career,  but  such  information  is  not  available.  The 
response  rate  was  essentially  the  same  for  both  groups 
of  graduates,  and  although  it  varied  greatly  among  spe- 
cialties, in  no  instance  was  it  less  than  50%.  Thus,  a 


reasonable  proportion  of  the  graduates  is  available  for 
analysis. 

The  percentage  of  graduates  who  practice  in  Texas 
was  compiled  for  each  specialty  according  to  the  data 
accumulated  from  the  questionnaire  and  according  to  the 
alumni  records  (Fig  1).  Sixty-seven  percent  of  the  700 
graduates  in  the  first  period  responded.  (Only  the  gradu- 
ates from  the  first  period  are  included  in  Fig  1 because 
less  than  22%  of  the  1972-to-1976  graduates  are  in  prac- 
tice.) The  data  accumulated  from  the  questionnaire  indi- 
cate that  59%  of  all  UTMB  graduates  practice  in  Texas, 
although  alumni  records  show  a slightly  higher  figure — 
64%.  Among  the  graduates  who  are  now  in  the  four  pri- 


2.  Comparison  of  site  of  graduate  medical  education  with  eventual  site  of  practice  for  UTMB  graduates  (1967-1971 ). 


Specialty  and 

Level  of  GME 

GME 

Site 

Site  of  Practice 

Texas  Not  Texas 

No.  (%)  No.  (%) 

Total 

Graduates  (%) 

Currently 

in  GME 

No.  (%) 

Primary  Care 

First  year 

Texas 

82(70.7) 

19(41.3) 

101(62.3) 

9(409) 

Not  Texas 

34(29.3) 

27(58.7) 

61(37.7) 

13(59.1) 

Subtotal 

116 

46' 

162 

22 

Subsequent  years 

Texas 

76(81.7) 

17(43.6) 

93(70.5) 

8(36.4) 

Not  Texas 

17(18.3) 

22(56.4) 

39(29.5) 

14(63.6) 

Subtotal 

93 

39 

132 

22 

Other  Specialtiest 

First  year 

Texas 

101(64  3) 

21(25.9) 

122(51.3) 

21(50.0) 

Not  Texas 

56(35.7) 

60(74.1) 

116(48.7) 

21(50.0) 

Subtotal 

157 

81 

238 

42 

Subsequent  years 

Texas 

120(78.9) 

31(39.2) 

151(65.4) 

22(52.4) 

Not  Texas 

32(21.1) 

48(60.8) 

80(34.6) 

20(47.6) 

Subtotal 

152 

79 

231 

42 

Total 

First  year 

Texas 

183(67.0) 

40(31.5) 

223(55.8) 

30(46.9) 

Not  Texas 

90(33.0) 

87(68.5) 

177(44.2) 

34(53.1) 

Subtotal 

273 

127 

400 

64 

Subsequent  years 

Texas 

196(80.0) 

48(40.7) 

244(67.2) 

30(46.9) 

Not  Texas 

49(20.0) 

70(59.3) 

119(32.8) 

34(53.1) 

Subtotal 

245 

'118 

363 

64 

'One  person  reported  no  first  or  subsequent  years. 

tone  person  is  not  practicing  (he  had  first  and  subsequent  years  out  of  state). 
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mary  care  specialties,  however,  63%  practice  in  Texas, 
according  to  the  questionnaire,  and  69%,  according  to 
the  alumni  records. 

The  percentage  of  UTMB  graduates  who  took  their 
graduate  medical  education  in  Texas  and  who  now  prac- 
tice in  Texas  was  compiled  for  each  specialty  (Fig  2). 

All  of  these  data  were  compiled  from  the  questionnaires. 
“Primary  care”  includes  family  medicine,  internal  medi- 
cine, pediatrics,  and  obstetrics-gynecology.  The  first  year 
of  graduate  study  is  listed  separately,  since  in  some  spe- 
cialties the  first-year  choice  directly  affects  the  choice  of 
the  subsequent  years. 


Among  the  graduates  in  the  first  group  who  are  now  in 
practice,  55.8%  took  their  first  year  of  graduate  education 
in  Texas.  Of  those  who  took  additional  training,  67.2%  did 
so  in  Texas.  Only  46.9%  of  the  physicians  from  this  first 
group  who  are  now  in  graduate  programs  took  their  first 
year  in  Texas. 

Among  the  graduates  in  the  second  group  who  are  in 
practice,  59.2%  took  their  first  year  in  Texas  and  65.1% 
of  those  who  took  further  training  did  so  in  Texas.  Of 
those  now  in  graduate  programs,  58.9%  took  their  first 
year  in  Texas.  Of  the  400  graduates  from  the  first  group 
who  are  now  in  practice,  363  (90.8%)  reported  that  they 
did  take  more  than  the  first  year  of  graduate  education, 
although  in  the  primary  care  group,  one  graduate  report- 
ed no  graduate  education.  One  graduate  listing  a special- 
ty other  than  primary  care  had  taken  all  graduate  educa- 
tion out  of  state  and  was  not  practicing  medicine. 

Two  of  the  most  important  observations  in  this  study 
are  that  81 .2%  of  the  primary  care  practitioners  who  took 
a first  year  of  graduate  education  in  Texas  now  practice 
in  Texas  and  that  only  55.7%  of  those  leaving  Texas  for 
that  year  returned  to  practice.  Furthermore,  if  subsequent 


3.  Comparison  of  site  of  graduate  medical  education  with  eventual  site  of  practice  for  UTMB  graduates  (1972-1976). 


Specialty  and 

Level  of  GME 

GME 

Site 

Site  of  Practice 

Texas  Not  Texas 

No.  (%)  No.  (%) 

Total 

Graduates  (%) 

Currently 

in  GME 

No.  (%) 

Primary  Care* 

First  year 

Texas 

41(70,7) 

5(18,5) 

46(54.1) 

141(58.0) 

Not  Texas 

17(29.3) 

22(81.5) 

39(45,9) 

102(42.0) 

Subtotal 

58 

27 

85 

243t 

Subsequent  years 

Texas 

30(75.0) 

4(26.7) 

34(61,8) 

106(53.3) 

Not  Texas 

10(25.0) 

11(73.3) 

21(38.2) 

93(46.7) 

Subtotal 

40 

15 

55 

199 

Other  Specialties 

First  year 

Texas 

24(85.7) 

4(33.3) 

28(70.0) 

131(59.8) 

Not  Texas 

4(14.3) 

8(66.7) 

12(30.0) 

88(40.2) 

Subtotal 

28 

12 

40 

219^: 

Subsequent  years 

Texas 

16(84.2) 

4(44.4) 

20(71.4) 

105(54.1) 

Not  Texas 

3(15  8) 

5(55,6) 

8(28.6) 

89(45.9) 

Subtotal 

19 

9 

28 

194 

Total 

First  year 

Texas 

65(75  6) 

9(23.1) 

74(59.2) 

272(58  9) 

Not  Texas 

21(24  4) 

30(76,9) 

51(40  8) 

190(41.1) 

Subtotal 

86 

39 

125 

462 

Subsequent  years 

Texas 

46(78.0) 

8(33.3) 

54(65.1) 

211(53.7) 

Not  Texas 

13(22  0) 

16(66.7) 

29(34.9) 

182(46.3) 

Subtotal 

59 

24 

83 

393 

'One  person  is  not  practicing  (he  had  a first  year  in  Texas  and  no  subsequent  year). 
t25  physicians  were  still  In  the  first  year  training  in  Texas;  19  not  in  Texas. 
t:15  physicians  were  still  in  their  first  year  training  in  Texas;  10  not  in  Texas. 
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years  of  graduate  education  were  taken  out  of  Texas, 
the  percentage  returning  dropped  to  43.6%  (Fig  2).  Simi- 
lar results  were  found  for  other  specialties. 

Of  the  400  1967-to-1971  graduates  in  practice  who  had 
at  least  one  year  of  graduate  education,  40.5%  entered 
primary  care  specialties.  (This  is  essentially  the  same  as 
shown  on  alumni  records.)  Of  those  who  entered  a pri- 
mary care  specialty,  62.3%  completed  their  first  year  in 
Texas,  whereas  in  the  other  specialties,  51.3%  took  a 
program  in  Texas. 

For  the  graduates  of  the  1972-to-1976  group  who  are 
already  in  practice,  89.1%  of  those  who  took  their  first 
year  of  graduate  education  in  primary  care  in  Texas  now 
practice  in  Texas.  For  the  other  specialties,  the  figure  is 
88.2%.  Again,  the  proportion  returning  to  Texas  if  subse- 
quent years  of  graduate  education  were  taken  out  of  state 
is  considerably  smaller — 47.6%  for  primary  care  and 
37.5%  for  other  specialties. 

Of  some  concern  is  the  observation  that,  although  a 
larger  number  of  these  1972-1976  graduates  took  their 
first  year  in  Texas,  this  number  represented  a smaller 
percentage  of  the  total  graduates.  This  is  particularly  true 


for  those  entering  primary  care  specialties.  (Most  of  these 
physicians,  however,  had  graduated  before  the  expansion 
of  primary  care  residencies  that  has  occurred  recently.) 

Differences  in  the  specialties  that  were  reported  to  the 
alumni  office  and  via  this  questionnaire  were  studied.  Of 
the  1 ,054  questionnaire  responses,  56  (5.3%)  reported  a 
different  specialty  than  that  listed  in  alumni  office  records. 
Some  of  these,  of  course,  could  be  recording  errors.  If 
they  are  assumed  to  be  actual  changes,  however,  12  phy- 
sicians who  reported  family  medicine  as  their  specialty 
on  the  questionnaire  had  other  specialties  listed  in  their 
alumni  records,  whereas  1 1 physicians  who  listed  family 


4 Comparison  of  site  of  graduate  medical  education  with  eventual  site  of  practice  for  entire  study  group:  UTMB  graduates  (1967-1976) 


Specialty  and 

Level  of  GME 

GME 

Site 

Site  of  Practice 

Texas  Not  Texas 

No.  (%)  No.  (%) 

Total 

Graduates  (%) 

Currently 

m GME 

No.  (%) 

Primary  Care’ 

First  year 

Texas 

123(70  7) 

24(32  9) 

147(59  5) 

150(56.6) 

Not  Texas 

51(29.3) 

49(67,1) 

100(40  5) 

115(43.4) 

Subtotal 

174 

731: 

247 

265 

Subsequent  years 

Texas 

106(79  7) 

21(38.9) 

127(67.9) 

114(51.6) 

Not  Texas 

27(20.3) 

33(61.1) 

60(32  1) 

107(48.4) 

Subtotal 

133 

54 

187 

221 

Other  Specialtiest 

First  year 

Texas 

125(67  6) 

25(26,9) 

150(54  0) 

152(58.2) 

Not  Texas 

60(32  4) 

68(73.1) 

128(46.0) 

109(41  8) 

Subtotal 

185 

93 

278 

261 

Subsequent  years 

Texas 

136(79  5) 

35(39.8) 

171(66  0) 

127(53  8) 

Not  Texas 

35(20.5) 

53(60.2) 

88(34.0) 

109(46.2) 

Subtotal 

171 

88 

259 

236 

Total 

First  year 

Texas 

248(69.1) 

49(29.5) 

297(56.6) 

302(57.4) 

Not  Texas 

111(30.9) 

117(70.5) 

228(43.4) 

224(42.6) 

Subtotal 

359 

166 

525 

526 

Subsequent  years 

Texas 

242(79.6) 

56(39,4) 

298(66.8) 

241(52.7) 

Not  Texas 

62(20.4) 

86(60.6) 

148(33.2) 

216(47.3) 

Subtotal 

304 

142 

446 

457 

‘One  person  is  not  practicing  (he  had  a first  year  in  Texas  and  no  subsequent  year), 
tone  person  is  not  practicing  (he  had  first  and  subsequent  years  out  of  state), 
tone  person  reported  no  first  or  subsequent  years. 
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UTMB  graduates 


medicine  in  the  alumni  records  reported  a range  of  other 
specialties. 

Discussion 

Much  speculation  has  been  devoted  in  recent  years  to  the 
various  factors  that  influence  choice  of  practice  site.  Our 
study  has  been  limited,  however,  to  the  influence  exerted 
by  the  site  of  graduate  medical  education  of  the  gradu- 
ates of  one  Texas  school,  UTMB.  Further,  choice  of  prac- 
tice site  is  studied  only  according  to  whether  the  state  of 
Texas  was  selected.  Rural-versus-urban  choices  were 
not  considered  nor  were  choices  of  specific  areas  within 
the  state. 

The  choice  of  practice  site  is  significant  largely  for 
graduates  of  the  period  1967-1971  since  they  have  had 
time  to  finish  their  graduate  education  and  to  enter  prac- 
tice. The  large  majority  of  these  graduates  who  took  their 
residencies  in  Texas  chose  a practice  site  in  Texas, 
whereas  less  than  half  of  those  who  took  residencies  out- 
side of  Texas  returned.  These  results  underscore  the  im- 
portance of  graduate  programs  in  Texas  with  respect  to 
the  number  of  Texas  graduates  who  are  retained  for  prac- 
tice in  the  state. 

If  these  results  are  extrapolated  to  the  1972-1976  grad- 
uates, the  number  of  these  graduates  who  eventually 
practice  in  Texas  can  be  expected  to  increase,  since  the 
actual  number  who  are  entering  Texas  graduate  pro- 
grams is  greater  (Fig  3).  The  problem  that  the  percentage 
of  graduates  who  enter  Texas  programs  has  decreased, 
however,  should  be  offset  by  House  Bill  282,  of  the  65th 
Texas  Legislature,  which  provided  state  funding  for  family 
medicine  residencies.  The  impact  of  this  support  will  be 
available  for  evaluation  in  a few  years. 

Conclusions 

The  results  of  this  study  (Figs  1 and  2)  support  the  earlier 
findings  of  the  TMA  Task  Force  on  Graduate  Medical 
Education:'  that  to  increase  the  proportions,  and  thereby 
the  numbers,  of  Texas  graduates  practicing  in  Texas,  it 
is  necessary  to  increase  the  number  of  residency  posi- 
tions available  in  Texas.  This  is  especially  urgent  in  the 
primary  care  specialties.  House  Bill  282,  authored  by  Rep 
Lyndon  Olson,  has  already  resulted  in  a substantial  in- 
crease in  family  medicine  positions  available  in  Texas, 
but  1977  was  the  first  year  that  these  positions  were 
available  to  graduates. 

These  data  also  support  the  findings  of  Stefanu  and 


Pate^  in  their  study  of  graduates  of  The  University  of  Tex- 
as Southwestern  Medical  School.  Their  analysis  led  to  the 
conclusion  that  “.  . . programs  in  graduate  medical  educa- 
tion play  a decisive  role  in  the  retention  of  graduates  of 
a Texas  medical  school.”  That  study  emphasizes  the 
need  for  state  funding  of  graduate  medical  education  po- 
sitions as  an  investment  for  the  future  of  quality  medical 
care  in  Texas.  It  must  be  emphasized  that  residency  pro- 
grams are  educational  programs  and  that  state  support 
of  education  is  a well  established  tradition  in  the  United 
States  and  should  be  reflected  in  the  policies  of  Texas. 

The  medical  schools  have  significantly  increased  their 
enrollment  of  medical  students  and  therefore  the  number 
of  graduates,  and  they  have  also  increased  the  number  of 
graduate  positions  in  the  primary  care  disciplines.  Thus, 
the  number  of  Texas  graduates  who  choose  to  practice  in 
Texas  should  increase.  Two  other  considerations,  how- 
ever, are  important.  First,  in  our  opinion,  the  residency 
programs  must  be  good,  or  they  will  not  attract  the  grad- 
uates. Graduates  today  are  perceptive  and  demand  a 
high-quality  educational  experience.  Second,  the  conten- 
tion that  primary  care  residencies  must  be  located  in 
areas  of  need  to  attract  physicians  to  these  areas  is  not 
supported  by  any  data.  Indeed,  specific  geographic  dis- 
tribution is  a much  more  complex  issue  not  amenable  to 
one  simple  solution.  In  fact,  graduates  of  family  medicine 
residencies  in  Texas  do  enter  practice  in  rural  areas  al- 
though no  residency  program  is  located  in  such  a rural 
area.^ 
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Staggering  results  vs.  staggering  results. 


There  are  two  ways  to  look  at  alcohol  addic- 
tion. One  way  is  to  view  the  alcoholic  as  a 
disgrace  to  himself  and  his  family.  The  breath 
mints,  the  hidden  bottles,  the  excuses  to  his 
family  become  dwarfed  by  the  effect  alcohol 
is  having  on  him. 

He  begins  falling  down  on  the  job,  his  re- 
sponsibilities — praying  he  won't  fall  down 
in  front  of  his  family. 

The  other  is  to  realize  that  alcohol 
addiction  is  a medical  problem.  Not 
a mental  or  moral  one.  The  alcoholic 
should  feel  no  more  ashamed  about 


seeking  help  for  his  drinking  than  a diabetic 
would  feel  shame  about  watching  his  diet. 

Schick's  Shadel  Hospital  in  Fort  Worth, 
Texas,  has  shown  staggering  results  in  com- 
bating alcohol  addiction.  An  inciependent 
research  firm  has  credited  Schick's  Shadel  with 
a 62%  success  rate.  And  Schick's  Shadel's 
counter-conditioning  makes  it  possible. 

Hiding  the  problem  is  no  solution. 
Call  or  write  to  Schick's  Shade! 
Hospital  today  to  find  out  more  on 
their  staggering  results.  There're  no 
two  ways  about  it. 


Schick’s 

Shadel 

Hospital 


4101  Frawley  Drive  Fort  Worth,  Texas  76118  (817)  284-9217 


c®* 


54^eofl'« 


o.eao\ 


Each  gram 
contains:  Aerosporin® 
(Polymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


. . . ON  YOUR  PROFESSIONAL  LIABILITY 
POLICY— ONLY  FROM  API! 


A dividend  amounting  to  5%  to  15%  of  your  API 
professional  premium  has  been  declared  by 
API's  physician  board  of  directors.  Subject  to 
approved  of  the  Texas  Insurance  Commission, 
the  dividend  will  be  effective  after  June  1, 1979. 

API  reduced  rates  in  1977.  Rates  were  reduced 
again  in  1978.  And  now  for  1979,  API  policy- 
holders will  receive  a further  return  — in  addi- 
tion to  the  6%  interest  paid  annually  to  sub- 
scribers on  their  contribution  to  surplus. 

And  on  top  of  that,  if  you're  a member  of  a 
Texas  multiple  "PA”  or  "PC”,  the  API  board  has 
approved  filing  for  a 75%  cost  reduction  for  the 
PA  or  PC  charge. 

It  pays  to  be  an  API  policyholder.  Complete  and 
mail  the  coupon  below  and  learn  how  you 
may  join  your  colleagues  in  API  — the  Texas 
doctors'  company. 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

THE  TEXAS  DOCTORS’  COMPANY 

SUITE  196,  4100  McEWEN  ROAD  • DALLAS.  TEXAS  75234  • (214)  386-6400 
IN  HOUSTON,  PHONE  225-2569  • IN  SAN  ANTONIO.  PHONE  226  54  39 


yOUR  NAME 


SPECtAlTY 

ADORE  SS 

( ) 

CITY 

/IP 

PHONE 

POLICY  RENEWAL  DATE 

PROFESSIONAL  LIABILITY  LIMITS . . . 


. . . will  soon  be  available  to  Texas  doctors  who 
are  members  of  API! 

If  the  protection  of  your  practice  requires 
higher  liability  limits,  you  can  get  that  security 
with  API.  And  this  in  addition  to  other  insur- 
ance pluses  — rates  that  have  been  reduced 
two  years  in  a row,  foUowed  by  a dividend  to 
policyholders,  annual  6%  interest  paid  on  your 
contribution  to  surplus  and  a 100%  perfect 
record  of  defending  API  doctor  members  in 
court  cases. 

Mail  the  coupon  below.  We're  eager  to  show 
you  how  you  may  become  a member  of  API. 


PLACE 

STAMP 

HERE 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 
SUITE  196,  4100  McEWEN  ■ DALLAS,  TEXAS  75234 


Reducing  the  costs  of 
emergency  medical  care 

J.  H.  U.  Brown,  PhD 


The  provision  of  emergency  medical  service  (EMS)  usual- 
ly is  not  considered  a cost-effective  item  in  political  bud- 
gets. The  technicians,  the  transportation,  and  other  facili- 
ties are  expensive,  and  the  reimbursable  costs  frequently 
are  nonexistent.  There  are,  however,  processes  to  reduce 
EMS  costs.  In  the  usual  system,  an  EMS  transports  the 
victim  of  poison  or  drug  overdosage  to  the  emergency 
room  where  he  is  treated  as  necessary.  The  process  is 
costly.  An  ambulance  run  costs  about  $90,  and  to  this 
must  be  added  the  cost  of  equipment,  personnel,  and 
time  in  the  emergency  room. 

Micik,  in  San  Diego,'  has  demonstrated  clearly  the  cost 
and  time  savings  which  result  from  the  establishment  of 
a poison  control  center.  In  San  Diego,  poison-related 
calls  are  referred  by  a central  dispatcher  to  a center 
staffed  by  nurses  and  equipped  with  a Poisondex  which 
contains  in  a readily  accessible  form  information  on  diag- 
nosis, treatment,  and  other  facts  related  to  thousands  of 
substances  which  may  be  poisons.  The  center  also  is 
training  its  personnel  to  question  callers  properly,  to  pro- 
vide reassurance,  and  to  suggest  treatment.  The  person- 
nel are  required  to  call  an  ambulance  when  any  major 
symptom  is  identified. 

The  treatment  schedule  is  important,  but  the  most 
important  part  of  the  center  is  the  adroit  questioning  by 
the  staff  which  results  in  less  than  50%  of  the  calls  being 
referred  to  the  emergency  department.  This  represents  a 
great  savings  since  San  Diego  received  about  30,000 
calls  to  its  poison  center  last  year. 

The  savings  in  San  Diego  in  personnel  and  equipment 
in  the  emergency  room  and  the  EMS  system  amounted  to 
$2  million.  In  contrast,  Dr  Micik  found  that  the  cost  of  a 
telephone  call  to  the  poison  center,  including  all  costs, 
was  about  $6.  Furthermore,  the  risk  of  under-treating 
patients  is  not  great.  Florida  has  reported  no  deaths  and 
only  30  ambulance  runs  in  300  consecutive  drug  over- 
dose cases. ^ In  Pittsburgh,  the  establishment  of  a poison 
control  center  resulted  in  the  first  year  in  county  history 
in  which  no  child  under  5 years  old  died  from  poisoning. 

Other  benefits  result  from  the  system.  The  center  fol- 
lows up  each  call  to  be  sure  treatment  was  instituted, 
and  attempts  to  initiate  preventive  measures  and  inquire 
about  treatment  for  chronic  conditions.  The  system  has 
worked  so  well  that  San  Diego  citizens  have  voted  to  pay 
for  the  system  directly  from  taxes.  It  is  also  possible  to 
charge  for  each  call  ($5)  and  recover  some  of  the  opera- 
tional costs.  In  contrast,  other  large  cities  refer  all  poison 


cases  to  EMS,  and  in  many  instances  an  ambulance  is 
dispatched. 

Some  problems  do  arise.  San  Diego  has  found  that 
emergency  medical  technicians  have  not  been  satisfac- 
torily trained  to  question  callers  to  determine  their  needs. 
A major  problem  has  been  the  failure  of  cities  without  a 
poison  control  center  to  handle  poison  cases  satisfac- 
torily. In  San  Antonio,  for  example,  where  no  poison  con- 
trol center  exists,  the  number  of  reported  cases  is  many 
times  less  than  that  reported  in  San  Diego.  The  number  of 
cases  in  San  Antonio  is  less  than  in  Kansas  City  or  Den- 
ver— two  cities  which  have  poison  control  centers  and  are 
about  the  same  size  as  San  Antonio  and  San  Diego. 

The  effect  of  a poison  control  center  has  been  demon- 
strated in  Pittsburgh,  where  in  1972  there  were  2,400 
calls  relating  to  poison;  it  is  estimated  that  2,500  other 
patients  called  an  ambulance,  9,200  went  to  the  emer- 
gency room,  and  9,100  called  a physician.  In  1976,  after 
the  poison  control  center  opened,  there  were  30,000  calls 
of  which  only  15%  were  referred.  There  is  no  reason  to 
suspect  that  the  children  in  some  cities  are  less  sus- 
ceptible to  poison  than  the  children  in  other  cities. 

The  opening  of  a poison  control  center  need  not  be 
expensive.  A Poisondex  system  costs  a few  thousand 
dollars.  Phone  lines  may  be  established  to  operating 
poison  control  centers.  The  cost  is  about  $6  per  call, 
for  about  30,000  calls  per  year,  which  is  the  average 
in  a city  of  1 million  persons.  In  smaller  communities 
the  cost  would  not  be  proportionately  less  because  of 
the  essential  manpower  and  equipment.  However,  such  a 
system  can  be  established  for  a region  of  several  cities 
with  connecting  telephone  lines.  Incidentally,  telephone 
lines  must  be  dedicated  to  avoid  long  waits,  or  the  poison 
control  center  number  must  be  the  same  as  the  EMS 
number,  preferably  911.  In  addition,  many  cities  without 
a poison  control  center  have  less  than  adequate  treat- 
ment. Often  the  poison  control  center  consists  of  a tele- 
phone, a Physicians  Desk  Reference,  and,  in  many 
cases,  untrained  employees  whose  schedules  allow  them 
to  staff  the  center. 

EMS  planning  has  always  been  more  or  less  hit-or- 
miss.  Often  ambulances  have  been  placed  in  firehouses 
because  the  system  is  operated  by  the  fire  department. 
The  location  and  use  of  vehicles  has  not  been  optimized. 
If  ambulances  are  to  be  resupplied  on  a weekly  basis,  is 
it  better  and  cheaper  to  centralize  supplies,  to  disperse 
supply  depots,  to  send  a truck  to  each  station  with  sup- 
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plies,  or  to  use  other  systems?  These  problems  have  not 
been  well  investigated.  Similarly,  the  placement  of  ambu- 
lance stations  in  predetermined  zones  results  in  reduced 
costs. 

Although  the  EMS  systems  do  not  relate  directly  to  cost 
containment  in  the  individual  physician’s  practice,  most 
physicians  are  concerned  in  some  way  with  local  emer- 
gency systems  and  can  encourage  development  of  more 
efficient  EMS  systems. 

The  individual  physician  can  influence  the  EMS  system 
by  raising  the  proper  questions:  (1)  Is  there  a cheaper 
way  of  providing  EMS?  (2)  Have  alternative  methods 
been  examined  for  EMS  operations?  (3)  Will  poison  con- 
trol save  lives  in  the  community?  (4)  Does  the  EMS 
system  have  the  proper  medical  input? 
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Firstmark  Capital  Corporation 
announces  a new  personal 
lending  service  designed 
to  meet  the  special  needs 
of  health  care  professionals. 


Consider  the  advantages  . . . 

• ONLY  YOUR  SIGNATURE  IS  RE- 
OUIRED  TO  BORROW  FROM  $5,000 
TO  $25,000,  TERMS  TO  SIXTY 
MONTHS. 

• OUlCK  CONFIDENTIAL  SERVICE, 
ENTIRE  TRANSACTION  HANDLED 
BY  MAIL. 

• CREDIT  LIFE  INSURANCE  AVAIL- 
ABLE AT  LOW  COST  ...  NO 
PHYSICAL  EXAMINATION  RE- 
QUIRED. 

• LOAN  IS  INTEREST  BEARING  . . . 
YOU  MAY  PAY  OFF  OR  REDUCE 
THE  LOAN  AT  ANY  TIME  WITHOUT 
PRE-PAYMENT  PENALTY. 


Here’s  how  to  apply  . . . 

For  complete  information  and  a simple  loan  appli- 
cation call  Mr.  Charles  Toll  Free  at  1-800- 
421-0355. 


IlFirstmark  Capital 

Firstmark  Capital  Corporation 

7 Clocktower  Square,  Suite  270 
Aurora,  Colorado  8001 1 


Serving  the  Health  Care  Industry  for  over  Fifty  Years. 


TEXAS  MEDICINE 


Information  for  authors 


Texas  Medicine  is  a scientific,  clinical  journal  published  primarily 
for  members  of  the  Texas  Medical  Association.  In  addition,  it 
informs  members — through  editorials,  news  pages,  and  regular 
departments — about  medical  events,  legislative  and  govern- 
mental news,  coming  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Executive 
Editor,  1801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered 
solely  to  this  journal.  Each  article  is  reviewed  by  a consultant 
specialist  and  an  editorial  board,  and  is  accepted  or  rejected 
on  the  basis  of  its  individual  merit  and  the  availability  of  other 
material.  Reviews  usually  take  six  to  eight  weeks. 

New  Requirement  for  Authors 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1 , 

1 978,  all  transmittal  letters  to  the  editor  must  contain  the  following 
language  before  manuscripts  can  be  reviewed  for  possible 
publication: 

“In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s) 
undersigned  hereby  transfers,  assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Texas  Medical  Association  in 
the  event  that  such  work  is  published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  fore- 
going language  signed  by  all  authors  of  the  manuscript  will 
necessitate  return  of  the  manuscript. 

Scientific  Articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins 
on  firm  paper.  Two  copies  should  be  submitted  and  the  author 
should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the 
article  in  “Index  Medicus,”  should  stress  the  main  point,  and 
should  be  brief.  Subtitles  should  not  be  connected  grammatically 
with  the  main  title. 

Authors’  names  and  degrees  should  follow  the  title,  and  their 
mailing  addresses  should  be  listed  at  the  end  of  the  article. 

An  introductory  summary  of  50-75  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbre- 
viations, and  logical  subheadings.  For  spelling  and  usage  the 
editors  follow  “Dorland's  Illustrated  Medical  Dictionary,”  25th 
edition,  and  “Webster’s  Third  New  International  Dictionary,  Un- 
abridged.” 

References 

Reference  lists  should  contain  in  this  order  (1)  author’s  last  name, 
initials,  (2)  title  of  article  or  book,  (3)  name  of  journal,  (4)  volume 
and  inclusive  page  numbers,  written  33:156-160,  (5)  year. 

For  books,  the  title  should  be  followed  by  place  of  publication, 
name  of  publisher,  and  year. 

Illustrative  Material 

Illustrations  should  be  black  and  white  drawings  or  positive 
photographs,  with  neat,  uniform,  fairly  large  lettering.  A label 
pasted  to  the  back  of  each  illustration  should  indicate  its  number, 
topic,  author’s  name,  and  title  of  article  in  brief. 


Legends  should  be  in  complete  sentences,  numbered,  and 
typed  on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  dif- 
ference. 

Previously  Published  Material 

Written  permission  should  be  obtained  from  the  publishers  and 
the  authors  for  use  of  any  previously  published  material  (exten- 
sive textual  matter,  illustrations,  tables)  used.  Short  verbatim 
quotations  in  the  text  may  be  used  without  permission,  but 
should  be  quoted  exactly  with  the  source  credited.  Copies  of 
permission  letters  should  be  submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  prepared  in  the  same  general  manner,  and 
should  be  written  in  clear,  concise  language.  Length  should  be 
about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  Executive  Editor 
and  consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1905  North 
Lamar  Blvd,  Austin  78705. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death. 

When  notifying  the  editors  of  a member’s  death,  please  give  the 
name  and  address  of  next  of  kin. 

Policy  on  Columns 

Few  contributors  recognize  beforehand  the  demands  of  pro- 
ducing a monthly  column  that  will  consistently  be  of  interest 
and  value  to  the  reader.  Although  a few  regular  columns  appear, 
it  has  not  been  the  policy  to  grant  monthly  pages  to  specific 
committees,  councils,  or  groups. 

The  Scientific  Publication  Committee  and  the  editors  do, 
however,  encourage  committees,  councils,  and  individuals  to 
submit  original  material  which  they  consider  valuable  to  readers. 
Should  regular  publication  in  column  form  be  deemed  appro- 
priate, the  Committee  and  the  editors  will  consider  development 
of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts 
to  check  before  publication.  After  the  article  is  sent  to  the  printer, 
only  minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks 
when  their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  Executive  Editor  must  be  obtained 
before  reproducing,  in  part  or  in  whole,  any  material  published  in 
Texas  Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an 
endorsement  of  the  views  expressed  therein,  nor  shall  publica- 
tion of  any  advertisement  be  considered  an  endorsement  of  or 
approval  of  the  product  or  service  involved. 
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I The  ultimate  answer  to 
pollen,  dust  and  smoke. 

And  we  can  prove  it. 

Today’s  air  is  full  of  irritants  that  can  cause  watering  eyes,  runny  nose,  coughing  and 
general  discomfort.  Allergy  sufferers  are  even  more  severely  affected. 

But  now  there  is  an  air  cleaner  that  is  almost  too  good  to  he  true. 

NEWTRON®  Electrostatic  Air  Cleaner 
THE  MOST  EFFECTIVE 

Disposable  air  conditioning  filters  remove  only  20%  of  air-home  pollutants.  Expen- 
sive pxjwered  electronic  air  cleaners  have  an  effectiveness  that  ranges  from  50-85%. 

But  the  NEWTRON®  Electrostatic  Air  Cleaner  is  the  most  effective  of  all.  The 
NEWTRON®  will  remove  96%  of  the  pollen,  dust,  and  cigarette  smoke  from  your 
home  or  business. 


Per  Cent  (%)  Efficiency 

Th(ow  Away  FiM'  Glass  Ftiter 

Powe'etJ  Aif  Cieane's 
Newuon  Elecirosiai'C  Air  Cleaoe' 


20  30  «0  SO  60  70  ao  90 


Trie  ill  Cleaning 
'eswiis  sJsown 
ne<e  are  proven 
Dv  ‘aDoraiory  les's 


(A  copy  of  the  independent  test  lab  results  that  prove  this  claim  is  available  upxsn  request.) 


SIMPLE  PERMANENT  NO  REPAIRS 

The  NEWTRON®  develops  its  internal  static  charge  simply  by  air  flowing  through 
grids  made  of  several  types  of  static-prone  plastic.  It  is  this  static  charge  that  attracts 
and  traps  the  irritating  air  pollutants. 

EASY  TO  CLEAN  NO  INSTALLATION 


WE’LL  BE  GLAD  TO  ANSWER  YOUR  OUESTIONS. 

A complete  information  brochure  is  available  upon  request. 

3007  N.  Lamar  Blvd.  • Austin,  Texas  78705  • Dept.  M • 1-800—252-9149  • In  Austin,  458-4151 


Introduce  a 
Heiddberger  to 
a hamburger. 


Introduce  a Roman  to  a root  beer,  or  a Thai  to 
a New  England  town  meeting.  These  are  only  3 
of  many  great  American  experiences  you  can 
share  with  a foreign  high  school  student. 

When  you  host  a student  for  one  year  while  he 
attends  high  school  in  your  community,  you  can 
experience  an  exchange  of  learning  and 
teaching  on  new  international  levels. 

Every  hosting  AES  family  gets  a chance  to 
mtroduce  our  American  way  of  life  to  a foreigner. 

And  every  AES  kid,  m turn,  brings  a part  of  his 
world  to  your  understanding  of  today's  world. 

All  of  a sudden  the  world  is  a smaller  place. 

For  more  information  write  to:  AES 
International .Tntercultural  Programs,  313  E. 

43rd  Street,  N.Y,  N.Y.  10017.  Or  call  toll  free 
(800)  327-2777.  In  Honda  (800)  432-2766. 

AFS  International  Exchai^es 
K>r  high  school  students. 

We  provide  the  students.  You  provide  the  love. 


J 
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STRATEGIC  HNANCIAL  PLANNING 
EXPANDS  \OUR  HORIZONS 


Many  health  care  professionals  have 
discovered  an  excellent  plan  to  create 
capital  for  a variety  of  uses. 

Could  you  use  $10,000  to  $100,000+? 

Take  your  assets  out  of  limbo  and  convert 
them  into  cash  through  our  sale/leaseback 
program.  Hempel  Financial  Corporation 
will  buy  your  office  equipment  and  lease 
it  back  to  you  for  payments  that  are  100% 
tax-deductible.  Your  bank  relationships 
and  lines  of  credit  are  not  affected,  and 


all  transactions  are  strictly  confidential. 
Hempel  has  virtually  unlimited  funds  to 
jneetthe  needs  of  physicians  and  dentists 
nationwide.  For  your  free  brochure  describ- 
ing our  saie/leaseback  program,  as  well 
as  our  other  financial  plans,  call  toll-free 
(800)  421-7177;  in  California,  call  collect 
(213)  475-0304. 

HEMPEL 

FINANCIAL  CORPORATION 
10880  Wilshire  Blvd, 
Los  Angeles,  CA  90024 


MEETINGS  AND  CONTINUING 
EDUCATION  COURSES 


CURRENT  MEETINGS 

ASSOCIATION  FOR  THE  CARE  OF  CHILDREN  IN  HOSPITALS.  "Car- 

ing  for  Children  in  the  Health  World”  will  be  the  theme  of  the  14th 
Annual  Conference  of  the  Association  for  the  Care  of  Children  in 
Hospitals  scheduled  for  June  4-7,  1979,  in  Los  Angeles.  Affiliated  with 
the  International  Year  of  the  Child,  this  conference  will  provide  group 
and  personal  assistance  and  education  to  promote  more  responsive 
and  responsible  psychosocial  care  in  health  settings.  The  conference  will 
feature  guest  speakers  from  the  US,  Canada,  Australia,  England,  and 
other  countries.  Special  program  features  and  social  events  are  planned. 
Contact:  1979  ACCH  Conference  Office,  Wright  Institute  Los  Angeles, 
1100  South  Robertson  Blvd,  Los  Angeles,  CA  90035. 

AMERICAN  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS.  Atlanta 
will  host  the  78th  Annual  Convention  of  the  American  Society  of  Colon 
and  Rectal  Surgeons  June  10-14,  1979.  Ten  separate  scientific  sessions 
of  individual  papers  and  panels  as  well  as  a series  of  postgraduate 
courses  are  scheduled.  Attendance  at  the  convention  offers  an  opportu- 
nity to  earn  18  hours  of  Category  1 of  the  AMA  Physician’s  Recognition 
Award.  Contact;  ASCRS,  615  Grisworld,  Suite  516,  Detroit,  Ml  48226. 

FLYING  PHYSICIANS  ASSOCIATION.  “Continuing  Medical  Education 
for  the  Physician-Pilot”  will  be  the  theme  of  the  Scientific  Program  at  the 
25th  Annual  Meeting  of  the  Flying  Physicians  Association  scheduled  for 
June  17-22,  1979  at  Grossinger’s  Conference  Center,  Grossinger,  NY. 
The  program  will  offer  round  table  sessions  devoted  to  timely  aviation 
and  medical  topics,  a presentation  on  “Charts  in  the  Airspace  System,” 
and  a special  course  presented  by  Accelerated  Ground  Schools,  Inc. 
Contact:  FPA  Headquarters,  801  Green  Bay  Road,  Lake  Bluff,  IL  60044. 

SOUTH  PLAINS  CHAPTER,  TEXAS  ACADEMY  OF  FAMILY  PHYSI- 
CIANS. The  8th  Annual  Medical  and  Surgical  Conference  of  the  South 
Plains  Chapter,  Texas  Academy  of  Family  Physicians  is  scheduled  for 
June  22-24,  1979,  at  the  Lubbock  Memorial  Civic  Center.  Scientific  ses- 
sion topics  include  adolescent  depression,  heart  murmurs  in  children, 
common  endocrine  disorders  in  the  newborn,  microsurgery  and  amputa- 
tions, esophageal  disease,  tumors  and  injury,  hyperalimentation,  and 
management  of  congestive  heart  failure.  Past  president  of  TAFP,  John  H. 
Hundley,  MD,  will  speak  during  the  Friday  luncheon  on  “CME  and  Texas 
Core  Curriculum.”  “Cost  Containment  and  Family  Practice”  will  be  the 
topic  of  the  Saturday  luncheon  presented  by  TAFP  president.  Forest 
Fitch,  MD.  A Mexican  fiesta  dinner  and  dance  and  Doc  Severinson’s 
pops  symphony  will  provide  entertainment  for  registrants.  Contact: 
Norma  Porres,  MD,  4005  24th  Street,  Lubbock,  TX  79410. 


CALENDAR  OF  MEETINGS 

■ Denotes  Texas  Meetings 
JUNE 

AMERICAN  ASSOCIATION  OF  NEURO- 
PATHOLOGISTS 

Kansas  City,  MO,  June  8-10,  1 979 
J Douglas  Balentine,  MD,  Medical  Univ  of 
South  Carolina,  Charleston,  SC  29401 

AMERICAN  SOCIETY  OF  COLON  & RECTAL 
SURGEONS 

Atlanta,  June  10-14,  1979 

Harriette  Gibson,  615  Grisworld,  Suite  516, 

Detroit,  Ml  48226 

ASSOCIATION  FOR  THE  CARE  OF 
CHILDREN  IN  HOSPITALS 
Los  Angeles,  June  4-7,  1979 
1979  ACCH  Conference  Office,  Wright 
Institute  Los  Angeles,  1100  South  Robertson 
Blvd,  Los  Angeles,  CA  90035 

■ DALLAS  CHAPTER,  TEXAS  ACADEMY  OF 
FAMILY  PHYSICIANS 

Arlington,  TX,  June  2-3,  1979 
Jerry  Rodgers,  MD,  2001  W Park  Drive, 
Irving,  TX  75061 

a HOLISTIC  HEALTH  ASSOCIATION 
Houston,  June  2-3,  1979 
Sheila  A Schneider,  5001  Richmond,  Hous- 
ton, TX  77056 

FLYING  PHYSICIANS  ASSOCIATION,  INC 
Grossingers,  NY,  June  17-22,  1979 
Albert  Carriere,  801  Green  Bay  Road,  Lake 
Bluff,  IL  60044 

INTERNATIONAL  ASSOCIATION  FOR 
SUICIDE  PREVENTION 
Ottawa,  Canada,  June  17-20,  1979 
I ASP,  700-71  Bank  St,  Ottawa,  Canada 
KIP  5N2 

INTERNATIONAL  CARDIOVASCULAR 
SOCIETY 

Nashville,  June  28-29,  1979 

ICS,  171  Harrison  Ave,  Boston,  MS  021 1 1 

ROCKY  MOUNTAIN  NEUROSURGICAL 
SOCIETY 

Jackson  Hole,  WY,  June  10-14,  1979 
Michael  McNally,  MD,  2125  E LaSalle,  Colo- 
rado Springs,  CO  80909 

■ SOUTH  PLAINS  CHAPTER,  TEXAS 
ACADEMY  OF  FAMILY  PHYSICIANS 
Lubbock,  June  22-24,  1979 

Norma  Porres,  MD,  4005  24th  St,  Lubbock, 
TX  79410 

■ TEXAS  ASSOCIATION  OF  MENTAL 
DEFICIENCY 

Corpus  Christi,  June  1979 

John  Hannum,  Box  5482,  Austin,  TX  78763 

B TEXAS  HOSPITAL  ASSOCIATION 
Dallas,  June  2-6,  1979 
O Ray  Hurst,  Box  15587,  Austin,  TX  78761 

JULY 

AMERICAN  ASSOCIATION  FOR  CLINICAL 
IMMUNOLOGY  AND  ALLERGY 
Denver.  July  21-27,  1979 
Howard  Silber,  Box  912,  Omaha,  NE  68101 


TEXAS  MEDICINE 


■ AMERICAN  CANCER  SOCIETY,  TEXAS 
DIVISION,  INC 

Houston,  July  18-19,  1979 

Curt  Reimann,  Box  9863,  Austin,  TX  78766 

AMERICAN  MEDICAL  ASSOCIATION 

Chicago,  July  22-26,  1979 

AMA,  535  North  Dearborn,  Chicago,  IL  60610 

AMERICAN  PSYCHOANALYTIC 
ASSOCIATION 

New  York,  July  29-Aug  3,  1979 
Helen  Fischer,  1 E 57th  St,  New  York,  NY 
10022 

ASPEN  MUSHROOM  CONFERENCE 
Snowmass-at-Aspen,  July  29-Aug  3,  1979 
Emanuel  Saizman,  MD,  1601  Lowell  Blvd, 
Denver,  CO  80204 

■ TEXAS  SOCIETY  FOR  RESPIRATORY 
THERAPY 

Dallas,  July  19-21,  1979 

Program  Chairman,  4301  Airport  Blvd, 

Austin,  TX  78722 


Cards  requesting  information  on  medical 
meetings  are  sent  monthly  to  medical  orga- 
nizations which  are  on  file.  If  your  medical 
organization  is  not  listed,  please  send  meet- 
ing information  to  “Meetings,”  Patricia  Jeter, 
1905  N Lamar  Blvd,  Austin,  TX  78705, 


COURSES 

DIAL  ACCESS  CME  PROGRAM 
NOW  AVAILABLE 


Dial  Access,  a 24-hour,  seven-day-a-week 
program  to  keep  physicians  abreast  of  the 
latest  developments  in  medicine,  offers  con- 
tinuing medical  education  in  arthritis  and 
rheumatology,  gastroenterology,  infectious 
diseases,  and  obstetrics/gynecology.  De- 
veloped by  the  Southern  Medical  Associa- 
tion under  an  educational  grant  from  Ortho 
Pharmaceutical  Corporation,  the  Dial  Access 
system  is  a method  of  medical  education  via 
noted  medical  authorities  using  tape-re- 
corded messages  through  a toll-free  tele- 
phone number.  The  program  has  been  ap- 
proved for  CME  credit  by  the  American 
Medical  Association,  the  American  College 
of  Obstetricians  and  Gynecologists,  and  the 
American  Osteopathic  Association.  Bro- 
chures listing  the  programs  have  been 
mailed  to  physicians,  or  can  be  obtained 
from  Thomas  H.  Andrykovitz,  Product 
Director,  Educational  Programs,  Ortho 
Pharmaceutical  Corporation,  Raritan,  NJ 
08869. 


JUNE 


Arthritis  & Rheumatism 


Title:  Arthritis:  What's  New  in  Management? 
Location  of  course:  Brownwood,  TX 
Date:  June  9.  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  6 hours 

Contact:  George  J Race,  MD,  Associate 
Dean  for  Continuing  Education,  UT  Health 
Science  Center  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 


Emergency  Care 


Title:  Emergencies:  What  To  Do  in  the  First 
30  Minutes 

Location  of  course:  Medical  School  Audito- 
rium, UT  Health  Science  Center  at  San 
Antonio 

Date:  June  7,  1979 

Credit:  AAFP.  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award;  Category 
2D,  AOA;  5 hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Drive,  San  Antonio, 
TX  78284 


General  Medicine 


Title:  A Challenge:  Delivering  Health  Care  to 
the  Mexican-American  Population  in  Border 
Communities 

Location  of  course:  Del  Rio  Civic  Center, 
June  14-15,  1979 

La  Posada  Motor  Hotel,  Laredo; 

June  29-30,  1979 

Contact:  Nancy  Maebius,  RN,  MSN,  Office  of 
Continuing  Education,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Drive, 
San  Antonio,  TX  78284 


Title:  Basic  Life  Support  for  Physicians 

Locafion  of  course:  Room  N201,  UT  Healfh 
Science  Center  at  San  Antonio 

Date:  June  19,  1979 

Credit:  AAFP,  Prescribed:  Category  1,  AMA 
Physician's  Recognition  Award;  4 hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Drive,  San  Antonio, 
TX  78284 


Family  Medicine 


Title:  Family  Practice  Recertification  Review 

Location  of  course:  UT  Health  Science  Cen- 
ter at  San  Antonio 

Date:  June  1-3,  1979 

Credit:  AAFP,  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award,  18  hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Drive,  San  Antonio, 
TX  78284 


Title:  Family  Practice  Faculty  Development 
Workshop 

Location  of  course:  World  of  Resorts  Inn, 
Lago  Vista 

Date:  June  16-17,  1979 

Credit:  AAFP;  12  hours 

Contact:  Maurice  Hitchcock,  McLennan 
County  Medical  Education  & Research  Foun- 
dation, Box  3276,  Waco,  TX  76707 


Internal  Medicine 


Title,  Review  of  Internal  Medicine 

Location  of  course:  Shamrock  Hilton  Hotel, 
Houston 

Date:  June  7-9,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  18  hours 

Contact:  Linda  Salsinger,  Postgraduate  De- 
partment, American  College  of  Physicians, 
4200  Pine  Street,  Philadelphia,  PA  19104 


Occupational  Medicine 


Title:  Interface:  Occupational  Medicine  and 
Family  Practice 

Location  of  course.  Marriott  Hotel,  Houston 

Date:  June  16-17,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  lO'/a  hours 

Contact  Division  of  Continuing  Education, 
UT  Health  Science  Center  at  Houston,  Box 
20367,  Houston,  TX  77025 


Ophthalmology 

Title:  Ophthalmology  Clinical  Conference 

Location  of  course:  UT  Healfh  Science  Cen- 
ter at  San  Antonio 

Date:  June  20-21 , 1979 
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Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  6 hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Drive,  San  Antonio, 
TX  78284 


Otolaryngology 


Title:  Cancer  of  the  Larynx:  Update  and 
Review  of  Current  Concepts  of  Management 

Location  of  course:  UT  Medical  Branch. 
Galveston 

Date:  June  7,  1979:  Basic  principles,  surgical 
laboratory 

June  8,  1979,  Advances  In  management, 
treatment,  and  rehabilitation 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  15  hours 

Contact:  Bruce  Leipzig,  MD.  or  Byron  J. 
Bailey,  MD,  UT  Medical  Branch.  Galveston, 
TX  77550 

Title:  Second  Annual  Alumni  Day:  To  be  held 
in  conjunction  with  course  "Cancer  of  the 
Larynx,"  June  7-8 

Location  of  course:  UT  Medical  Branch, 
Galveston 

Date:  June  9,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  7V'2  hours 

Contact:  Bruce  Leipzig  MD,  or  Byron  J. 
Bailey,  MD,  UT  Medical  Branch,  Galveston, 
TX  77550 


Title:  Fifth  Annual  Voice  Institute 

Location  of  course:  Jesse  Jones  Library 
Auditorium,  Texas  Medical  Center,  Houston 

Date:  June  9-10,  1979 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine.  Texas  Medical 
Center,  Houston,  TX  77030 


Title:  Ear,  Nose,  and  Throat  Seminar  for  the 
Family  Physician 

Location  of  course:  Inn  of  the  Six  Flags, 
Arlington 

Date:  June  15-16.  1979 

Credit:  AAFP,  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award;  12  hours 

Contact;  George  J.  Race,  MD,  Associate 
Dean  for  Continuing  Education,  UT  Health 
Science  Center  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 


Pediatrics 


Title:  Annual  Review  Course  in  Pediatrics 

Location  of  course:  Marriott  Motor  Hotel, 
Houston 

Date:  June  2-3,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


Title:  The  Kenneth  O.  Hattalin  Pediatrics 
Seminar 

Location  of  course:  Children's  Medical  Cen- 
ter, Dallas 

Date:  June  8-9,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  9 hours 

Contact:  George  J,  Race,  MD,  Associate 
Dean  for  Continuing  Education,  UT  Health 
Science  Center  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 


JULY 


General  Medicine 


Title:  Basic  Life  Support  for  Physicians 

Location  of  course;  Room  N201,  UT  Health 
Science  Center  at  San  Antonio 

Date:  July  17,  1979 

Credit:  Category  1.  AMA  Physician's  Recog- 
nition Award:  4 hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Drive,  San  Antonio, 
TX  78284 


Family  Medicine 


Title:  Upper  Gulf  Coast  Independence  Day 
Medical-Surgical  Conference 

Location  of  course:  Galleria  Plaza  Hotel, 
Magic  Circle,  Houston 

Date:  July  1-3,  1979 

Credit:  AAFP,  Prescribed:  16  hours 

Contact:  Gerald  W.  Maness,  MD,  2050  North 
Loop  West,  Suite  130,  Houston,  TX  77018 


Radiology  & Radioisotopes 


Title;  External  Beam,  Interstitial  and  Intra- 
cavitary Dosimetry — Principles 


Location  of  course:  Texas  Medical  Center, 
Houston 

Date:  July  2-13,  1979 

Contact;  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  Hous- 
ton. Box  20367,  Houston,  TX  77025 


Title:  External  Beam,  Interstitial  and  Intra- 
cavitary Dosimetry — Manual  and  Computer 
Methods  of  Calculation 

Location  of  course:  Texas  Medical  Center, 
Houston 

Date:  July  16-27,  1979 

Contact;  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  Hous- 
ton, Box  20367,  Houston,  TX  77025 


Urology 


Title:  Fourth  Annual  Urologic  Seminar 

Location  of  course:  Shamrock  Hilton  Hotel, 
Houston 

Date:  July  12-14,  1979 

Credit:  AAFP.  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award;  18  hours 

Contact:  Douglas  E.  Johnson,  MD.  Depart- 
ment of  Urology,  6723  Bertner,  Houston,  TX 
77030 


The  "Meetings  and  Continuing  Education 
Courses"  section  is  prepared  by  Ms  Patricia 
Jeter,  administrative  assistant  for  continuing 
medical  education,  Texas  Medicine  De- 
partment. 


TEXAS  MEDICINE 


In  Edema*  or  Hypertension*  when 
potassium  balance  is  a concern... 

Potassium-Sparins 

DYAZIDE 

Each  capsule  contains  50  mg  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide 

Makes  Sense 

In  Edema 

The  triamterene  in  ‘Dyazide’  limits  potassium  loss  and  provides  an 
additive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 

In  Hypertension 

As  the  hydrochlorothiazide  in  Dyazide’  lowers  blood  pressure,  the 
triamterene  component  limits  potassium  loss. 

Serum  and  BUN  should  be  checked  periodically 

particularly  in  the  elderly,  diabetics,  and  those  with  suspected  or  confirmed 
renal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone. 


CtATTM 


Before  prescribing,  see  complete  prescribing 
Information  in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  foilows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  mark- 
edly impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K'*'  intake.  Associated  widened  QRS 
complex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is 
not  available. 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  frequently;  both  can  cause  K+  retention  and 
elevated  serum  K + , Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored).  Observe  regularly  for 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  thiazides. 
T riamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al- 
tered), hyperuricemia  and  gout,  digitalis  intoxication 
(in  hypokalemia),  decreasing  alkali  reserve  with  possi- 
ble metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dii^iness,  headache,  dry  mouth;  anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions;  nausea  and  vomiting,  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis,  xanthop- 
sia and,  rarely,  allergic  pneumonitis  have  occurred 
with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only). 


SKGF  CO. 

a SmilhKIine  company 


SK&F  CO. 

Carolina.  P.R.  00630 


When  painful  spasm 
is  the  presenting 
symptom 


. . in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Slarkman,  N M ; Evaluation  of  an  anlispasmodic. 
Double-biind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 


Merrell 


8-4420  1Y736A1  MNR-804 


*This  drug  has  been  ciassified  "probably"  effective  in  treating 
functionai  bowei/irritable  bowei  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Benty!* 

(dscycfomsne  hydrochloride  USP) 

Capsules.  Tablets,  Syrup,  Injection 

AVAiUBLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  ot 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classiiied  the  following  indications  as  "prob- 
ably " effective: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  EACTORS. 

Eor  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  ot  the  less-than-ettective  indications 
requires  further  investigation. 


CONTRAINDICATiONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage:  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  ot  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur, 
ADVERSE  REACTIONS;  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia,  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia,  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste: 
headache;  nervousness:  drowsiness:  weakness;  dizziness:  insom- 
nia; nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation, bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations:  some  degree  of  mental  confusion  and/or  excite- 
ment. especially  in  elderly  persons,  and  decreased  sweating  With 
the  injectable  form  there  may  be  a temporary  sensation  ot 
lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage  Bentyl  10  mg,  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  tour  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily  Infants:  Vr 
teaspoonful  syrup  three  or  four  times  daily,  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.:  Adults  1 tablet  three  or  four 
times  daily.  Bentyl  Iniection:  Adults.  1 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only,  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OE  OVERDOSE;  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October.  1978. 


Iniectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC,.  Swiftwater.  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc.,  Cincinnati. 
Ohio  45215,  U S A. 


DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  “yes”  to  any  one 

of  the  questions  below: 

Do  you  know  a (doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice; 

• becomes  easily  (depresseid  or  easily  annoyeid; 

• (drinks  more  than  a mo(derate  amount; 

• is  self-prescribing  moo(d-altering  (drugs; 

• is  slowing  (down,  over-tirecd,  or  constantly  placing 
work  ahea(d  of  personal  nee(ds,  family,  recreation, 
of  self-interest  pursuits; 

— then,  you  may  know  a (doctor  who  nee(ds  our  help. 


DOCTORS  HELPING  DOCTORS 

TMA  Committee  on  Physician  Health  & 
Rehabilitation 


(Strictly  confidential  contacts  can  be  made  through 
our  HOTLINE,  Call  us  collect  anytime.) 

(512)  477-5575 


Merrell 


MERRELL-NATIONAL  LABORATORIES 
Division  ot  Richardson-  Merrell  Irtc 
Cmcinnali,  Ohio  45215,  USA 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 

Hearing  Aid  Speciaiist 

IN  TEXAS 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Earl  O.  Barnes 

Beltone  Hearing  Aid  Service 
604  North  7th 
Beaumont.  Texas  77701 
(713)  832-7132  & 632-1433 

Gordon  L,  Bisel 
Beltone  Hearing  Aid  Service 
6800  North  Mam  Street 
Suite  107B 

Houston,  Texas  77030 
(713)  523-0919 

R.  J,  Cox 

Beltone  Hearing  Aid  Service 
3122  S,  Alameda 
Corpus  Christi.  Texas  78404 
(512)  884-2217 

William  Crnkovic 
Beltone  Hearing  Aid  Service 
Sunnyland  Shopping  Center 
1 706  Texas  Avenue 
Bryan,  Texas  77801 
(713)  823-5821 

Beltone  Hearing  Aid  Service 
Weingarten's  Shopping  Center 
729  East  Davis 
Conroe,  Texas  77301 
(713)  539-2626 

Ken  Dennis 

Beltone  Hearing  Aid  Service 
1125  Tv/enty-Third  Street 
Galveston  Island,  Texas  77550 
(713)  765-5791 

Beltone  Hearing  Aid  Service 
161 7 Sixth  Street 
Bay  City,  Texas  77414 
(713)  245-9383 

Dick  Durbih 

Beltohe  Hearing  Aid  Service 
8412  Preston  Center  Plaza 
Dallas.  Texas  75225 
(214)  363-7510 

Beltone  Hearing  Aid  Service 
1 770  W Irving  Blvd,  - Suite  # 14 
Irving.  Texas  75061 
(214)  253-2026 


Beltone  Hearing  Aid  Service 
104  W Virginia 
McKinney,  Texas  75069 
(214)  542-3793 
(214)  542-3793 

Tom  Durbin 

Beltone  Hearing  Aid  Service 
267  Wynnv^ood  Village 
Dallas.  Texas  75224 
(214)  948-3273 

John  N.  Evans 

Beltone  Hearing  Aid  Center 
The  Suburban  1 
4201  North  1st  Street 
Abilehe.  Texas  79603 
(915)  673-4989 

Robert  J.  Fohner 
Beltone  Hearing  Aid  Service 
315  Randol  Mill  Road 
Arlington,  Texas  76011 
(817)  277-8121 

Beltone  Hearing  Aid  Center 
7305  Grapevine  Highway 
Fort  Worth,  Texas  76118 
(817)  485-1051 

Joe  Geraci 

Beltone  Hearing  Aid  Center 
61  7 South  First 
P O Box  1464 
Lutkin,  Texas  75901 
(713)  634-4383  8r  634-4384 

Ann  Head 

Beltone  Hearing  Aid  Service 
109  W Beauregard  P O Box  1082 
San  Angelo,  Texas  76901 
(915)  653-5044 

Eldon  Johnson 
Beltone  Hearing  Aid  Service 
315  North  Travis 
Sherman.  Texas  75090 
(214)  892-1597 

Rulus  Jordan 

Beltone  Hearing  Aid  Center 
215  East  Missouri 
El  Paso,  Texas  79901 
(915)  533-2291 


Charles  H,  Knox 
Beltone  Hearing  Aid  Service 
1015  Pennsylvania 
Fort  Worth,  Texas  76104 
(817)  322-6397 

Joe  B Lardizabal 
Beltone  Hearing  Aid  Center 
1421  North  Elm  Street 
Suite  104 

Dehtoh,  Texas  76201 
(817)  387-9574 

Homer  R Mayhall 
Beltohe  Hearing  Aid  Service 
127  East  7th  Street 
Austin,  Texas  78701 
(512)  472-1777 

Beltone  Hearing  Aid  Service 
Washington  County  Chamber  ot 
Commerce  Buildmg 
Brenham.  Texas  77833 
(713)  836-3695 

James  M McCrae 
Beltone  Hearing  Aid  Center 
5430  Fredericksburg  Road 
Oak  Hills  Tower  # 1 19 
San  Antonio.  Texas  78229 
(512)  341-1414 

Wes  McKinzey 
Beltone  Hearing  Aid  Service 
402  East  7th  Street 
Odessa  Texas  79761 
(915)  332-0519 

Bellohe  Hearmg  Aid  Service 
104  North  O Street 
Midland,  Texas  79701 
(915)  682-2180 

Beltone  Hearing  Aid  Service 
606  Johnson 
Big  Spring,  Texas  79720 
(915)  263-6181 

Carlos  Perez 

Beltone  Hearing  Aid  Center 
905  Judson  Road 
Longview,  Texas  75601 
(214)  758-5558 


J Gregory  Platten 
Bellone  Hearing  Aid  Service 
822  South  Beckham  Street 
lyler.  Texas  75701 
(214)  593-8215 

Herb  Schlier 

Beltone  Hearing  Aid  Center 
2215  Kemp  Blvd 
Wichita  Falls.  Texas  76309 
(817)  322-3541 

Kingsbury  Scott 
Beltone  Hearing  Aid  Center 
402  Mam  Street 
P O Box  710 
Kerrville,  Texas  78028 
(512)  257-5855 

Louis  R Thibault 
Beltone  Hearing  Aid  Service 
910  North  Main  Street 
McAllen,  Texas  78501 
(512)  686-6881 

Beltone  Hearmg  Aid  Service 
803  South  77  Suhshine  Strip 
Suite  106 

Harlingen.  Texas  78560 
(512)  425-4011 

Hollis  Underwood 
Beltone  Hearmg  Aid  Service 
1207  Mam  Street 
Pasadena,  Texas  77506 
(713)  47  7-4835 

Beltone  Hearmg  Aid  Service 
1017  North  Mam  Street 
Baytown,  Texas  77520 
(713)  428-2121 

Kenneth  R Wade 
Beltone  ot  Lubbock 
2815  Avenue  Q 
Lubbock,  Texas  79405 
(806)  747-1675  & 747-1676 

John  Westmoreland 
Beltone  Hearmg  Aid  Service 
1616  Austin  Avenue 
Waco.  Texas  76710 
(817)  754-5485 
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DEATHS 


J.  N.  Burditt 

Jesse  Newton  Burditt,  MD,  Abilene’s  first  obstetrician- 
gynecologist,  died  Jan  2,  1979.  An  honorary  member  of 
Texas  Medical  Association,  Dr  Burditt,  80,  was  a past 
president  of  the  Taylor-Jones  Counties  Medical  Society. 
He  was  a founder  and  first  president  of  the  West  Texas 
Obstetrical  and  Gynecological  Society. 

A native  of  Lockhart,  Tex,  Dr  Burditt  attended  Texas 
A&M  University  and  Tulane  University  School  of  Medicine 
and  was  graduated  from  Baylor  University  College  of 
Medicine  in  1926.  After  an  internship  and  residency  at 
Baylor  University  Medical  Center  in  Dallas,  he  moved  to 
Abilene  where  he  later  served  as  president  of  the 
Hendrick  Medical  Center  staff. 

Dr  Burditt  is  survived  by  his  sons,  Tom  C.  Burditt,  MD, 
Abilene,  and  Jesse  Newton  Burditt,  Jr,  Bryan;  sister,  Mrs 
Cecil  Cardwell,  Lockhart;  four  grandchildren;  and  two 
great-granddaughters. 

R.  G.  Butler,  Jr 

Robert  Gwyn  Butler,  Jr,  MD,  a retired  Childress  physician, 
died  Jan  31 , 1 979.  He  was  55. 

A past  president  and  secretary  of  the  Greenbelt  County 
Medical  Society,  Dr  Butler  had  lived  in  Childress  since 
1951.  He  was  born  in  Mountain  City,  Tenn,  and  received 
his  medical  degree  from  the  University  of  Tennessee 
College  of  Medicine  in  1950.  After  an  internship  at  the 
University  of  Oklahoma  Hospital,  Dr  Butler  moved  to 
Childress  where  he  practiced  until  his  retirement  in  1976. 

Survivors  include  his  wife,  Gwendolyn  Potts  Butler, 
Childress;  son,  Brent  Butler,  Lubbock;  daughters,  Gina 
Inman  and  Lisa  Kay  Butler,  both  of  Childress;  stepson, 
Mike  Hackler,  Childress;  stepdaughters,  Cynthia  Jones, 
Graham,  Tex,  and  Jimi  Hackler,  Childress;  brother, 
Landon  Butler;  and  sister,  Gertrude  Matheson,  both  of 
Mountain  City,  Tenn;  and  four  grandchildren. 

A.  W.  DeLoach 

Asa  William  DeLoach,  MD,  former  chairman  of  the 
department  of  psychiatry  at  UT  Southwestern  Medical 
School,  died  Feb  15,  1979.  Dr  DeLoach,  56,  was  a past 
chairman  of  the  Texas  Medical  Association’s  Committee 
on  Continuing  Education  and  served  in  the  TMA  House  of 
Delegates  for  ten  years. 

Born  in  Savannah,  Ga,  he  received  his  undergraduate 
education  at  Georgia  Teachers  College  in  Statesboro, 
and  Wake  Forest  University  in  North  Carolina.  After 


receiving  his  MD  degree  in  1946  from  the  Medical 
College  of  Georgia  in  Augusta,  Dr  DeLoach  moved  to 
Galveston  to  hold  an  internship  and  surgical  residency 
at  John  Sealy  Hospital.  He  took  his  psychiatric  residency 
at  Perry  Point  (Md)  Veterans  Administration  Hospital. 

At  various  intervals  during  these  years,  he  had  a general 
practice  in  Cairo,  Ga,  and  in  Saudi  Arabia  for  the  Arabian 
American  Oil  Company  and  was  on  the  staff  of  the 
Veterans  Administration  Hospital  in  Waco.  In  1962 
he  moved  to  Dallas  to  join  the  full-time  psychiatric 
faculty  at  UT  Southwestern  Medical  School.  He  later 
served  as  chief  of  the  psychiatric  service  at  Presbyterian 
Hospital  of  Dallas,  chairman  of  the  department  of 
psychiatry  at  UT  Southwestern  Medical  School,  and  pro- 
fessor and  chief  of  psychiatry  at  Parkland  Memorial  Hos- 
pital. In  1977  he  returned  to  full-time  teaching. 

Dr  DeLoach  is  survived  by  his  daughters,  Jane  M. 
DeLoach  and  Anne  W.  DeLoach,  both  of  Dallas;  and 
sisters,  Newelle  Anderson,  Statesboro,  Ga,  and  Betty 
Campbell,  Montgomery,  Ala. 

J.  R.  Dunn,  Jr 

John  Richard  Dunn,  Jr,  MD,  chief  of  pediatrics  at  Sharps- 
town  General  Hospital  in  Houston,  died  Jan  1,  1979.  The 
44-year-old  physician  had  served  as  secretary  and 
treasurer  of  Texas  Children’s  Hospital,  chief  of  staff  of 
Memorial  Hospital — Southwest  Unit,  and  secretary  of  the 
Houston  Pediatric  Society. 

A native  of  Panama  City,  Fla,  Dr  Dunn  was  a 1954 
graduate  of  Vanderbilt  University  and  a 1958  graduate  of 
Baylor  University  College  of  Medicine.  His  internship  was 
at  University  Hospitals  of  Cleveland  (Ohio)  and  his 
residency  was  at  Baylor  College  of  Medicine  Affiliated 
Hospitals. 

Survivors  include  his  wife,  Sylvia  Pumpelly  Dunn; 
daughter,  Diane  Marie  Dunn;  son,  Kenneth  Miles  Dunn; 
and  brother,  Robert  H.  Dunn,  all  of  Houston;  and  mother, 
Mrs  Gladys  Jones,  Mobile,  Ala. 

R.  B.  Grammer 

Richard  Beverly  Grammer,  MD,  a Fort  Worth  family  physi- 
cian and  member  of  Tarrant  County  Medical  Society, 
died  March  5,  1979.  He  was  65. 

Dr  Grammer  was  born  in  Pittsburg,  Tex,  and  attended 
North  Texas  State  University  and  A&M  University.  In  1939 
he  was  graduated  from  UT  Medical  Branch.  Following 
graduation  he  held  an  internship  at  Kansas  City  (Mo) 
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General  Hospital  and  Medical  Center,  a residency  at  All 
Saints  Episcopal  Hospital  of  Fort  Worth,  and  a pathology 
residency  at  UT  Medical  Branch.  He  began  his  family 
practice  in  Fort  Worth  in  1942. 

Surviving  Dr  Grammer  are  his  wife,  Sally  Duncan 
Grammar,  Fort  Worth;  sons,  William  Allan  Grammer,  Fort 
Worth,  and  Robert  Bragg  Grammer,  New  Orleans; 
daughter,  Beverly  Renger,  Austin;  sister,  Margaret 
Stinson,  Fort  Worth;  and  two  granddaughters,  Beverly 
Christian  Grammer  and  Jessica  Lynne  Renger. 

C.  J.  Hollub 

Charles  Julius  Hollub,  MD,  a member  of  Harris  County 
Medical  Society,  died  Feb  22,  1979.  He  was  78. 

A native  of  Schulenburg,  Tex,  Dr  Hollub  was  a 1921 
graduate  of  The  University  of  Texas  College  of  Pharmacy. 
He  received  his  MD  degree  from  the  Charles  University  of 
Prague  (Czechoslovakia)  in  1927.  A resident  of  Houston 
since  1929,  Dr  Hollub  served  as  Honorary  Consul  of 
Czechoslovakia  from  1936  to  1948. 

Survivors  include  his  wife,  Marie  Jelinek  Hollub,  and 
sister,  Mrs  Frances  H.  Hajek,  both  of  Houston;  and  a 
number  of  nieces  and  nephews. 

J.  L.  Jackson  III 

John  Lenoir  Jackson  III,  MD,  58,  a Wichita  Falls 
obstetrician-gynecologist,  died  Feb  17,  1979.  A member 
of  Wichita-Young-Archer-Jack  Counties  Medical  Society, 
Dr  Jackson  had  served  in  the  Texas  Medical  Association 
House  of  Delegates  and  on  the  TMA  Council  on  Medical 
Service  and  Insurance. 

The  native  of  Wichita  Falls  attended  Midwestern 
University  there  and  was  graduated  from  The  University 
of  Texas  at  Austin  in  1942.  Following  graduation  from  UT 
Medical  Branch  in  1944,  Dr  Jackson  served  an  intern- 
ship and  residency  at  Episcopal  Hospital  in  Philadelphia. 
During  1946-1948,  he  served  in  the  US  Army  at  Fort 
Myer,  Va,  and  Fort  Sam  Houston,  Tex.  In  1949  Dr 
Jackson  returned  to  Wichita  Falls  to  practice. 

Survivors  include  his  wife,  Frances  Lockhart  Jackson, 
and  daughter,  Eloise  Lenoir  Jackson,  both  of  Wichita 
Falls;  son,  John  Lockhart  Jackson,  Waco;  sister,  Kittie 
Ruth  Norwood,  Dallas;  parents,  Mr  and  Mrs  J.  L.  Jackson, 
Jr,  Wichita  Falls;  and  grandson,  Brian  Lockhart  Jackson. 


E.  J.  Nelson 

Ernest  James  Nelson,  MD,  a Houston  anesthesiologist, 
died  Feb  27,  1979. 

Dr  Nelson,  56,  was  born  in  Abilene,  Tex,  received  his 
undergraduate  education  at  East  Texas  State  University 
in  Commerce,  and  was  graduated  from  UT  Medical 
Branch  in  1947.  Following  an  internship  at  Santa  Rosa 
Hospital  in  San  Antonio,  he  practiced  in  Pecos,  Stanton, 
and  O’Donnell,  before  taking  a residency  in  anesthesi- 
ology at  Scott  and  White  Memorial  Hospital  in  Temple. 
After  practicing  in  Salt  Lake  City  during  1959-1966,  Dr 
Nelson  returned  to  Texas  to  begin  a practice  of  anesthe- 
siology in  Houston. 

Survivors  include  his  daughters,  Rebecca  Eadie, 
Stafford,  Tex,  and  Mary  Kjellstrom,  Atlanta,  Ga;  son, 
William  Paul  Nelson,  San  Marcos;  mother,  Mrs  Chelsea 
Hall,  and  brother,  William  Joseph  Nelson,  both  of  El  Paso; 
two  grandchildren;  and  four  nieces. 

I.  L.  Thomas 

Ira  Lee  Thomas,  MD,  a long-time  resident  of  Gainesville, 
Tex,  and  member  of  Cooke  County  Medical  Society,  died 
March  8,  1979. 

Dr  Thomas,  74,  a native  of  Callisburg,  Tex,  spent  his 
youth  in  Cooke  County.  He  attended  Austin  College  in 
Sherman  and  The  University  of  Texas  at  Austin  and  was 
graduated  from  Baylor  University  College  of  Medicine  in 
1930.  After  completing  an  internship  at  City  County  Hos- 
pital in  Fort  Worth,  Dr  Thomas  returned  to  begin  his  family 
practice  in  Gainesville. 

Survivors  include  his  wife,  Julia  Thomas,  Gainesville; 
and  daughters,  Patricia  Garber,  Cleburne,  Tex,  and  Sue 
McDonald,  Odessa. 


The  Deaths  section  is  prepared  by  Ms  Shari  Wortham,  editorial  assistant. 


TEXAS  MEDICINE 


RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.  N.  BURDITT 
Abilene,  1898-1979 

R.  G.  BUTLER,  JR 
Childress,  1924-1979 

A.  W.  DeLOACH 
Dallas,  1922-1979 

J.  R.  DUNN,  JR 
Houston,  1934-1979 

R.  B.  GRAMMER 
Fort  Worth,  1914-1979 


C.  J.  HOLLUB 
Houston,  1900-1979 

J.  L.  JACKSON  III 
Wichita  Falls,  1921-1979 

E.  J.  NELSON 
Houston,  1922-1979 

I.  L.  THOMAS 
Gainesville,  1905-1979 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1 ,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to;  Donor  Information: 


NAME 

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by; 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  • Ft.  Worth,  Texas  76101  • 817/335-6471 
Lowell  Lebermann  Lincoln-Mercury  • 900  W.  Sixth  Street  • Austin,  Texas  78763  • 512/472-8401 
Main  Lincoln-Mercury  (Trans-Mountain  Leasing)  • 1123  N.  Main  • San  Antonio,  Texas  78295  • 512/227-5309 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/777-3816 


Jobst® 

Venous  Pressure  Gradient®  Supports 

These  measured,  custom-made  therapeutic  elastic  supports  have  carried  the  Jobst 
name  to  the  four  corners  of  the  world.  Prescription  only,  the  supports  can  be 
engineered  with  counterpressures  of  25,  30,  40  or  50  mm.Hg  at  the  ankle,  decreasing 
proximally  along  the  venous  pressure  gradient.  They  are  available  in  knee-length,  full- 
leg,  waist-height  and  lymphedema  sleeve  styles.  The  waist-height  jobst  Pregnancy 
Leotard  deserves  special  mention  because  each  one  is  custom  made  with  an 
expandable  panel  according  to  the  patient's  own  measurements. 

Contact  your  local  Jobst  Service  Center  for  complete  details. 

Iffi®  JOBST  SERVICE  CENTER 

DALLAS:  The  Medical  Center  Building,  3101  Gaston  Avenue,  Suite  304,  Dallas,  Texas  75246;  214  824-4110 
HOUSTON:  Medical  Tovi/ers,  Main  & Fannin  at  Dryden,  Suite  1709,  Houston,  Texas  77030;  713  797-0010 
SAN  ANTONIO:  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229;  512  691-1031 
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PROFESSIONAL  LIABILITY  INSURANCE 

marL  6>/  distinction 


Since  1899 


Professional  Protection  Exclusively  since  1899 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY,  JR..  M D. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A. 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D  ' 

J D.  SMITH,  M.D.,  F A.A  D • 

FAMILY  PRACTICE 

ENNIS,  TEXAS 

W.  B,  KINZIE,  M.D.,  D.A.B.F.P 
BILL  R.  LEE,  M.D.,  D.A.B.F.P. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D,,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 
ROSS  B.  REAGAN,  M.D.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M D , F.A.C.P  * 

JAMES  F.  WITTEN,  M.D  , F A C P.* 
CHARLES  I.  BILT2,  M.D  ’ 

ALLEN  M JONES,  M D.* 

JOHN  D.  NELSON,  M D,* 

L,  BRYAN  COTTON,  JR.,  M.D.' 

KENT  ROGERS,  M D.‘ 

JACK  B.  BANKHEAD,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D,,  F.A.C.O.G.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.' 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D  * 

OTOLARYNGOLOGY 

SONLEY  R.  LEMAY,  JR.,  M.D.,  F.A.A.O.O  * 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D  * 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D,,  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

MASON  P.  GILFOIL,  M.D 

THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D  * 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


*DIPLOMATE  OF  THE  AMERICAN  BOARD 


PERFORMANCE.  PROVEN 
EFFECTIVENESS  WITHIN  A 

WIDE  SAFETY  MARQN. 


While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits' tO' risk  ratio  of  Librium  is  a welL 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients. 
Librium  was  used  concomitantly  with  other 
. primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that  s what  Librium 


is  all  about. 


cMordiazepoxide  HQ/Roche 

THEANXlEIY-SPEaHC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states.  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended.' 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  con 
fusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges,  in  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and 
d6crG3S6d  libido — sH  infreciuGnt  and  gGOGrally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


Roche  Products  Inc. 
Manatl,  Puerto  Rico  00701 
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VbcarftafiRmdto 
runout  cf  taeas* 


How  many  ideas  do  you  suppose  it  took  to 
develop  human  communications  from  smoke 
signals  that  covered  a few  miles  to  satellites 
and  laser  beams  that  reach  from  here  to  the 
moon?  Most  of  those  ideas  came  from  college- 
trained  minds  and  college-based  laboratories. 
Now  these  vital  sources  of  ideas  are  threat- 
ened—by  shortages  of  money  that  are  forcing 


colleges  to  curtail  programs,  reduce  faculty, 
limit  laboratory  work,  cut  down  on  book  pur- 
chases for  libraries.  We  must  not  let  this 
deterioration  continue.  We  can’t  afford  to  run 
out  of  ideas.  Or  we  may  all  be  back  to  smoke 
signals  again  before  we  realize  it. 


Malie  America  smarter. 

Give  to  the  college  of  your  choice. 


Council  for  Financial  Aid  to  Education,  Inc 
680  Fifth  Avenue  New  York  NY  10019 

A Public  Service  of  This  Magazine 
& The  Advertising  Council 


iZV 

sk 


TEXAS  MEDICINE 


Tired  of 
lax  Surprises? 

Consult  with  a company  that  has  specialized  in  tax  and 
financial  planning  for  the  Medical  Profession  for  over 

twenty-two  years. 

Fee  Based  (No  Commissions) 

Financial  Management  Sen^ices,  Inc. 

A Division  of  Practice  Management  Services,  Inc. 

Executive  Offices:  5353'West  Alabama,  Suite  502  Houston,  Texas  77056  (713)  960-8700 


— ^ Department  of  the  Treasury — Internal  Revenue  Service  ^ 

1040  U-S*  individual  Income  Tax  Return  O 


For  the  year  January  1-December  31,  1977,  or  other  taxable  year  beginning 


, 1977  ending 


. 19 


c 

•Q  a . 

QJ  & 

OC 

^ o 

0.)  cb  ® 


frtst  name  and  mitral  fit  joint  return,  give  first  names  and  initials  ot  both) 


Last  name 


Vour  social  security  number 


present  home  address  (Number  and  street,  including  apartment  number,  or  rural  route) 


For  Priwacy  Act  Notice,  see 
page  3 of  instructions. 


Spouse's  social  security  no. 


City,  tovrn  or  post  office,  State  and  ZIP  code 


Yours 


Spouse's  ► 


Presidential 
Election  ^ 
Campaign  r 
Fund 


Filing  Status 


Check  Only 
One  Box 


Do  you  want  $1  to  go  to  this  fund? 

Yes 

H 

No 

Note:  Checking  “Yes”  will 
not  increase  your  tax  or  re- 

(f joint  return,  does  your  spouse  want  $1  to  go  to  this  fund? . 

Yes 

No 

duce  your  refund. 

Single 

Married  filing  joint  return  (even  if  only  one  had  income) 

Married  filing  separately.  If  spouse  is  also  filing,  give  spousgls 
and  enter  full  name  here  ►. 

Unmarried  Head  ofJJd 

nnali-fcj 


pace  above 

Hnstructions. 

\tructions. 


JOHN 


Q. 

0 sout' 

Houston 


M.D- 


000 


Street 


Date-. 


Dec, 


3t 


1978 


pay 


to  the 


order 


Ot 


State 


and 


Local 


Governments 


DOLLABS 


m 


signature 


1 ’ — 

■ year  you  took  standard  deduction)  . . . 

11 

12 

or  (loss)  (attach  Schedule  C) 

13 

1 1 14  Capital  gain  or  (loss)  (attach  Schedule  D) 

14 

% e 
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s Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $17.50  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Clinics 


THE  FORT  WORTH  CUNIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendra  J.  Belli,  MD 
John  M.  Church,  MD 
Thomas  J.  Coleman,  MD 
Robert  R.  Dickey,  MD 
Ferd  E.  Garrison,  Jr,  MD 
Cortell  K.  Holsapple,  MD 
John  E.  Johnson,  Jr,  MD 
O.  M.  (Jack)  Phillips,  MD 


GENERAL  SURGERY 
John  H.  Sewell,  MD 
Robert  L.  Sewell,  MD 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  MD 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  MD 
Dixon  Presnail,  MD 
Harry  H.  Whipp,  MD 


HFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout.  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Ir,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs.  MD 

RADIOLOGY 
Otto  H.  Grunow,  MD 


TMA  News  Hotline  Recording 

Call  1-800-252-9357  for  current 
legislative  information.  It's  toll  free, 
24-hours  a day,  seven  days  a week. 


MALONE  AND  HOGAN  CUNIC 
1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD.  FACS 
J.  W.  Tipton,  MD 

GENERAL  SURGERY 
J.  E.  Mathews,  MD,  FACS 


PEDIATRICS 
I.  M.  Woodall,  MD 

B.  R.  Owen,  MD,  FAAP  ' 

R.  Marc  Schwarz,  MD  j 

PSYCHOLOGY 

Ron  Cohorn,  PhD  ' 


GENERAL  AND 
VASCULAR  SURGERY 
N.  Rao,  MD,  FACS 

ORTHOPEDIC  SURGERY 


DERMATOLOGY 
Merrill  M.  Cooper,  MD 

RADIOLOGY  & NUCLEAR 
MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr,  MD 
W.  A.  Riley,  MD 
R.  S.  Griflin,  MD 
V.  T.  Smith,  MD 


UROLOGY 

J.  W.  Cowan,  MD 

PODIATRY 
Bradford  Glass,  DPM 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall,  MD 


PATHOLOGY 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L,  Proler,  MD 


FAMILY  PRACTICE  ADMINISTRATION 

Brian  J.  Caplan,  MD  R.  L.  Heith,  Administrator 


RUGELEY  AND  BLASINGAME  CUNIC 

2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


ADMINISTRATION 

C.  H.  ''Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  MD 

D.  W,  Samuelson,  MD 
Janet  L.  Strickland,  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 
C.  E.  Woodson,  MD 

PEDIATRICS 
F.  W.  Kolle,  MD 
F.  F.  Regueira,  MD 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr,  MD 
W.  C.  Yankowsky,  MD 

UROLOGY 

H.  Z.  Fretz,  MD 

GYNECOLOGY 
J.  A.  Wall,  MD 


OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  MD 
H.  E.  Secor,  MD 

C.  J.  Landivar,  MD 

OPHTHALMOLOGY 
V.  A.  Black,  MD 
OTOLARYNGOLOGY 
J.  L.  Holcomb,  MD 
ORTHOPEDIC  SURGERY 

E.  T.  Smith,  MD 
ANESTHESIOLOGY 
C.  G.  Spears,  MD 
DENTISTRY 

J.  R.  Kieler,  Jr,  DDS 
PATHOLOGY— CONSULTANT 
H.  M.  Perches,  MD 
RADIOLOGY— CONSULTANT 
L.  D.  O'Gorman,  MD 


HOUSTON  HEADACHE  CUNIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 

NEUROLOGY 

Ninon  T.  Mathew,  MD,  FRCP(C) 


. . . Another  service  of  your  association 


TMA  Members  Retirement  Trust 


. . . Another  service  of  your  association 


TEXAS  MEDICINE 


DIAGNOSTIC  CUNIC  OF  HOUSTON 

6448  Fannin,  Houston.  Texas  77030 
Telephone  713  797-9191 

Internal  Medicine  and  Diagnosis 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


ALLERGY 

Arthur  T.  Pedersen.  MD 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold.  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski.  MD 
Sigmund  W.  Friedland.  MD 
Boguslaw  Godlewski.  MD 

DERMATOLOGY 
Samuel  F.  Bean.  MD 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  MD 
Thomas  G.  Vandivier.  MD 
Raymond  L.  Gregory.  MD 
R.  Frederick  Gregory.  MD 
Thomas  J.  Hanson.  MD 
Richard  D.  Jablonski,  MD 

GERIATRICS 
Frederick  G.  Dorsey.  MD 

GASTROENTEROLOGY 
Dolph  L.  Curb,  MD 
W.  Tom  Arnold.  MD 
Belton  G.  Griffin.  MD 
Frederick  R.  Lummis.  Jr,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi.  MD 

HEMATOLOGY 
Edmund  N.  Gouldin.  MD 
George  T.  Conklin.  MD 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr,  MD 
George  Burnazian.  MD 
Benjamin  L.  Portnoy.  MD 

INTERNAL  MEDICINE 
Jeffrey  Zatorski.  MD 
James  V.  Ryan.  MD 
Ronald  R.  Galfione.  MD 
Paul  T.  Forth.  MD 


NEPHROLOGY 
K.  Ronald  Bingman,  MD 
R.  Robert  Durrett.  MD 
Matthew  J.  Godlewski.  MD 
Garry  Hagstrom.  MD 

NEUROLOGY 
Donald  J.  Russell.  MD 
George  Isaacs.  MD 
Ernesto  Infante,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.  MD 
Peter  Sullivan.  MD 
Harry  R.  Price.  MD 
Edward  L.  Middleman.  MD 
Martin  J.  Hrgovcic.  MD 

PATHOLOGY 

Paul  B.  Radelat.  MD 

Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 
William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 

RADIOLOGY 
William  L.  Hinds.  MD 
Charles  P.  Eldridge,  Jr,  MD 
David  D.  Lawrence.  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock.  MD 
Jeffrey  A.  Klein.  MD 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  MD 

RHEUMATOLOGY 
John  E.  Norris,  MD 

ADMINISTRATION 
Robert  B.  Hall. 
Administrator 


John  P.  McGovern.  MD 
DIRECTOR-CONSULTANT 

Theodore  J.  Haywood.  MD 
Orville  C.  Thomas.  MD 
Joseph  T.  Queng.  MD 
Lawrence  G.  Thorne.  MD 
K.  Venugopalan.  MD 
Robert  E.  Smith.  MD 
James  A,  Ayers.  MD 
Eunice  W.  Chou.  MD 
Albert  Lehmann.  MD 
Gerald  T.  Machinski,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg,  MD.  PhD 
Calvin  J.  McLerran.  PhD 
Michael  A.  McCormick.  PhD 
Glenna  M.  Kyle,  MS 
Iting  May  Lu,  MS 


Evan  M.  Hersh,  MD 
Judith  H.  Marston.  PhD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

Herbert  C.  McKee.  PhD 
Richard  K.  Severs,  PhD 
AIR  POLLUTION 

Carolyn  S.  Leach.  PhD 
CLINICAL  LABORATORIES 

Tohn  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
ALLIED  HEALTH  SCIENCES 


and  Immunology 


Certified  American  Board  of  Allergy 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
69G9  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  MD,  PA  or  C.  David  Meadows,  MD,  PA 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012:  817  277-1161 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  MD,  FACA,  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA,  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

*Diplomate  American  Board  of  Allergy  & Immunology 


Suite  444.  Hermann  Professional  Building 

6410  Fannin  St..  Houston.  Texas  77030;  713  797-0900 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomate  of  the  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane.  Preston  Center.  Dallas.  Texas  75225 
Telephone:  214  363-7790 


Colon  6c  Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower.  3600  Gaston  Avenue.  Dallas.  Texas  75246 
Telephone  824-2573 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  Allergy-Dermatology 
W.  A.  Crozier,  MD,  FACA,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


HUGH  C .WELSH,  MD 
Proctology  and  Abdominal  Surgery 

2715  Fannin  Street.  Houston.  Texas 


C.  D.  L.  CROMAR,  MD,  MS,  FRCSE,  FRCSC 
Surgery  of  the  Rectum  and  Colon 

Suite  8.  3337  Plainview.  Pasadena.  Texas  77504 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


TMA  Memorial  Library 

. . . Another  service  of  your  association 
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FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Dipiemate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


LUCIUS  P.  COOK.  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 

Medical  City  II,  Suite  2218,  7777  Forest  Lane 
Dallas,  Texas  75230;  214  661-7655 


DAVID  S.  PITA.  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


MANUEL  G.  LAGON.  MD.  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 
Fort  Worth  Colon  and  Rectal  Clinic,  PA 

Colonoscopy.  Colon  and  Rectal  Surgery 

909  Eighth  Avenue,  Fort  Worth,  Texas  76104;  Telephone  332-1371 


DON  R.  READ.  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


Dermatology 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS.  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas.  Texas  75231;  214  363-5535 


ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK.  MD 

Practice  Limited  to  Endocrinology  & Metabolism 


3500  Gaston  Avenue,  Dallas.  Texas  75246 
Telephone  214  820-2216 


SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive. 
San  Antonio,  Texas  78229;  512  696-2700 


JOE  M.  LEHMAN,  MD 
ROBERT  LEHMAN.  MD 

A Professional  Association 

Dermatology,  Syphilology.  and  Cancer  of  the  Skin 

3801  19th  St..  Suite  500.  Lubbock.  Texas  79410 


DONALD  H.  PEREZ.  MD 
Endocrinology 

Rosa  Verde  Towers.  Suite  1004,  San  Antonio,  Texas  78205; 
Telephone  512  226-9161;  226-9170 


DAVID  R.  WEAKLEY.  MD.  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230:  Phone  214  661-7460 

GERALD  A.  CASID.  MD.  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane. 

Dallas.  Texas  75230;  Telephone  214  661-7661 


WILUS  I.  COTTEL.  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


Family  & General  Practice 

SAMUEL  SILVA,  MD 
Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas;  817  923-7374 


CYRIL  H.  SCHULMAN.  MD 
Hair  Transplantation 

6700  Bellaire  Blvd.,  Suite  F,  Houston,  Texas  77074;  713  771-7293 


Help  Yourself/Help  Your  Colleagues 
Call  512  477-5575  anytime— 

Confidential  counseling  for  troubled  doctors 

TMA  Physician  Health  Rehabilitation 
Hotline 


...  Another  service  of  your  association 

TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 


Gastroenterology 


Gynecology 


CECIL  O.  PATTERSON.  MD.  FACP 
Gastroenterology.  Gastroscopy.  Esophagoscopy 

9000  Harry  Hines  Boulevard*  Dallas*  Texas  75235 
214  358-2545 


DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue*  Suite  303*  Dallas*  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey*  MD 
F.  Clark  Douglas*  MD 
George  T.  DeVaney*  MD 

NISAR  AHMED.  MD 

Gastroenterology.  Gastrointestinal  Endoscopy. 
Gastrointestinal  Oncology 

Twelve  Oaks  Tower*  Suite  930,  4126  Southwest  Freeway* 
Houston*  Texas  77027;  713  961-0115 


General  Surgery 

BURT  B.  SMITH.  MD.  FACS 
Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.*  Houston,  Texas  77025;  523-8323 


BRYAN  V.  WILLIAMS.  MD.  FACS 

Diplomate  American  Board  ol  Surgery 

General  Surgery 

1506  St.  loseph  Professional  Bldg.,  Houston,  Texas  77002;  227-5505 


LeROY  I.  KLEINSASSER.  MD.  FACS 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular.  General  and  Thoracic  Surgery 

Baylor  Medicol  Plaza*  3600  Gaston  Avenue* 

Dallas*  Texas  75246;  821-2356 


ROBERT  I.  TURNER.  HI.  MD.  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street*  Suite  104 
Fort  Worth*  Texas  76104;  335-8311 


ROBERT  M.  STECKLER.  MD 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery.  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza*  Suite  1008*  3600  Gaston  Avenue* 
Dallas*  Texas  75246;  214  827-9880 


HOUSTON  SURGICAL  CONSULTANTS 

Robert  Davis*  MD*  FACS*  FRCS*  FICS 
Gail  E.  Burbridge*  MD 

Diplomates  of  the  American  Board  of  Surgery 

General  and  Vascular  Surgery 

430  Park  Plaza  Professionol  Building* 

1213  Hermann  Drive*  Houston*  Texas  77004;  713  528-0597 


RAYMOND  H.  ABRAMS.  MD.  FACOG 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology — Medical  and  Surgical 
Microsurgery 

Breast  Analysis  and  Therapy 

3434  Swiss  Avenue*  Suite  401*  Dallas*  Texas  75204 
Telephone  214  823-1063 


Hand  Surgery 


L.  Lee  Lankford.  MD  and  Peter  R.  Carter.  MD 
HAND  SURGERY  ASSOCIATION 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas*  Texas  75246;  214  823-5351 


ROBERT  E.  BUNATA.  MD.  PA 
B.  I.  WROTEN.  MD 
WILLIAM  J.  VAN  WYK.  MD 

Surgery  of  the  Hand 

1400  S.  Main*  Suite  414,  Ft.  Worth.  Texas  76104 
Telephone  817  335-5411 


Hypnosis 


THE  GLOVER  CUNIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER.  III.  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY.  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM.  JR..  MD 
Psychiatry 

Individual  Psychotherapy  & Hypnotherapy 

6300  Hillcroft,  Suite  315,  Houston,  Texas  77081;  713  771-5809 


Neurology 

MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology.  Electroencephalography. 
Electromyography  and  C.  T.  Scan 

James  L.  Frey,  MD 
Harris  M.  Hauser*  MD.  FAAN 
Cheor  J.  Kim*  MD 
Lorenzo  Lorente*  MD 
Ernest  S.  Sears,  Jr,  MD 


1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4516 
427  West  20th,  Suite  BlOO,  Houston*  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston*  Texas  77074;  713  772-4600 
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NOBTH  TEXAS  NEUROLOGICAL  ASSOCIATION 

Adult  and  Pediatric  Neurology 

Elec troencephalography.  Electromyography 

John  W.  Conweil.  MD 
Stuari  B.  Black,  MD 

Dav!d  B.  Sperry.  MD,  Pediatric  Neurology 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas.  Texas  75231;  214  361-9148 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 
3600  Gaston  Avenue — Dallas,  Texas  75246 
Telephone  214  826-7060 


Neurological  Surgery 


Nuclear  Medicine 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson,  MD  Phillip  E.  Williams,  Jr,  MD 

Charles  W.  Simpson,  MD  Ira  C.  Denton,  Jr,  MD 

Morris  Sanders,  MD  W.  Robert  Hudgins,  MD 

Jack  Woolf,  MD,  Consultant 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905. 
Dallas.  Texas  75231;  214  369-7596 


3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza.  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


JACK  STERN,  MD.  FACS 
GARY  C.  HUTCHISON,  MD.  FACS 
THOMAS  R.  BOULTER,  MD.  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


HERBERT  C.  ALLEN,  JR.  MD.  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg..  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery.  Electroencephalography 
Neuro-Radiology,  Physiotherapy 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 


William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Raymond  A.  LeBlanc,  MD 
Jack  E.  McCollum,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 


TEXAS  NEUROLOGICAL  INSTITUTE 
AT  DALLAS,  PA 


Neurological  Surgery 

James  E.  Bland,  MD 
Martin  L.  Lazar,  MD 

Medical  Neurology 
Electroencephalography 
and  Electromyography 

Ralph  G.  Greenlee,  Jr.,  MD 
Allan  L.  Naarden,  MD 
Richard  R.  North,  MD 
William  S.  Woodfin,  MD 

Neuro-Ophthalmology 


Director.  Pain  Relief  Centei 
and  Neuroanesthesiologist 

P.  Prithvi  Raj.  MD 

Consultant  in  Speech 

Josephine  Simonson,  MA 


Texas  75230;  214  661-7656 


Peter  R.  Bringewald,  MD 

7777  Forest  Lane,  MCD-2,  Suite  2420,  Dallas, 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  "Texas  Physicians*  Directory.** 


1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD.  FACS 


Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD 
Richard  L.  Kimbrough,  MD 
Charles  A.  Garcia,  MD 


DRS.  ALPAR,  TAYLOR.  HOWELL.  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  MD  Hugh  B.  Currie,  MD 

Coleman  Taylor,  MD  Bruce  L.  Weinberger,  MD 

J.  Franklin  Howell,  Jr,  MD 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas.  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR.  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  MD 
Robert  A.  Moura,  MD 
Arthur  W.  Willis,  MD 
Robert  W.  Butner,  MD 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 


TEXAS  MEDICINE 


Orthopedic  Surgery 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts.  MD 
Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson.  MD 
C.  A.  Struve,  MD 
John  W.  Lewis.  MD 


31G6  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 
Austin,  Texas  7875S;  512  451-8484 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  I.  Levy,  MD 
Henry  C.  McDonald,  Jr,  MD 
Fred  w.  Sanders.  MD 
lames  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD 


Edward  J.  Petrus,  MD 
Richard  E.  Nieman,  MD 


RETINA  LIMITED  OF  SAN  ANTONIO 
Diseases  and  Surgery  of  the  Retina  and  Vitreous 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


John  Y.  Harper,  Jr,  MD 
Darrell  Willerson,  Jr,  MD 

311  Camden,  Suite  601,  San  Antonio,  Texas  78215;  512  226-2446 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


DAVID  H.  SAUNDERS.  MD 

Procedures  limited  to  Ophthalmic  Plastic  and 

Lacrimal  Surgery 

Medical  City  Dallas-2,  7777  Forest  Lane,  Suite  2214 
Dallas,  Texas  75230;  214  661-7337 


LOUIS  M.  ALPERN.  MD.  MPH 
Diseases  and  Surgery  of  the  Eye 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  V/est  Parker  Road, 
Houston,  Texas  77076;  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 

G.  S.  Gill,  MD 
Dilip  K.  Pal,  MD,  PA 
Prem  K.  Das,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARUNGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 
E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington.  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


F.  Leon  Ware,  MD 
Dan  R.  Sutherland,  MD 
John  B.  Gunn,  MD 


Richard  A.  Shirley,  MD 
R.  Dan  Loyd,  MD 
Huntley  G.  Chapman,  MD 


Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


PETER  R.  BRINGEWALD.  MD 
Neuro-Ophthalmology 

Texas  Neurological  Institute  at  Dallas,  PA 
7777  Forest  Lane,  MCD-2,  Suite  2420, 
Dallas.  Texas  75230;  214  661-7676 

By  appointment  only 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 

5620  Greenbriar.  Houston,  Texas  77005 
Telephone  713  526-6262 


Texas  Medical  Liability  Trust 


EDWIN  C.  AUGUST  AT.  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


. . . Another  service  of  your  association 


ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail.  Send 

old  and  new  address  to  Membership  Department,  Texas  Medical  Asso- 
ciation, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Otolaryngology 

Physical  Medicine  & Rehabilitation 

JACK  BLUM.  MD 

LLOYD  F.  RITCHEY.  MD 

Otolaryngology 

8215  Westchester.  Suite  135.  Dallas.  Texas 

WARM  SPRINGS  REHABIUTATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 

EL  PASO  EAR.  NOSE  AND  THROAT  ASSOCIATES 
Otolaryngology,  Audiology  and 
Electronystagmography 

Mark  J.  Wegleitner,  MD 

Lyle  D.  Weeks,  MD 

Sarah  Daniel,  MA-Audiologist 

First  American  Title  Bldg.,  Suite  160,  5959  Gateway  West 

El  Paso.  Texas  79925;  915  779-5866 

ROBERTO  G.  ROLFINI.  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 

San  Antonio,  Texas  78205;  Telephone  226-2424 

Pathology 

Plastic  Surgery 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar.  MD 

Dorothy  Patras.  MD 

Anatomic  Pathology  and  Consultation  in 

Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 

Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  817  336-7137 

Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

E.  Hernandez,  MD 

Diplomates.  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegol  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 

JOHN  B.  PATTERSON.  MD.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 

BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology.  Hematology.  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 

George  V.  Miller.  MD 

Walter  G.  Olin,  Jr,  MD 

John  R.  Thomas,  MD 

S.  Joseph  Skinner,  MD 

Joe  B.  Haden,  MD 

Enrique  van  Santen,  MD 

Elaine  V.  Shalek.  MD 

Robert  H,  McNeely,  MD 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 

220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 

Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 

Jonathan  J.  Dora,  MD 

Aesthetic,  Plastic.  Reconstructive  and  Hand  Surgery 

1103  Medical  Tower,  Houston,  Texas  77030;  795-5575 

DAVID  A.  GRANT,  MD.  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth.  Texas  76104; 

817  335-4752 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  MD,  FCAP 

Walter  Krohn,  MD,  FCAP 

Robert  Wayne  Walter,  MD,  FACP 

Dane  Barber,  MD,  Diplomate  American  Board  of  Pathology 
legal'^CoMu'hation’^'  Pathology,  Exfoliative  Cytology,  Medico- 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707;  756-7226 

VALENTIN  GRACIA,  MD,  PA. 

FACS.  FICS.  DAB 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale.  Fort  Worth,  Texas  76104;  336-0446 

J.  S.  WILKENFELD.  MD.  MEDICAL  LABORATORIES. 

INC. 

k Wilkenfeld,  MD  Ena  E.  Mocega.  MD 

Liipiomates  of  ihe  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 

Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request— Office  Pickup  Service  in  Houston 

PATRICK  H.  BECKHAM.  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 

ARTHUR  L.  RAINES.  MD  AND  ASSOCIATES 

Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181.  Ext.  360 

Mailing  Containers  on  Request 

WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 

TEXAS  MEDICINE 


JOHN  E.  CARTER,  MD.  PA 

Diplomale  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive<  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD.  MD.  PA.  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215;  224-5509 


Psychiatry 


Larry  E.  Tripp.  MD 
Gregory  G.  Dimijian.  MD 
Linda  R.  Hughes,  MD 
Roy  H.  Fanoni,  MD 
Byron  Howard,  MD 
Madeline  W.  Harford,  MD 
John  G.  Looney,  MD 
Carol  A.  Lewis,  MD 
Mark  J.  Blotcky.  MD 


Perry  C.  Talkington,  MD 
Howard  M.  Burkett,  MD 
Jerry  M.  Lewis,  MD 
James  K.  Peden,  MD 
Dode  M.  Hanke,  MD 
Doyle  I.  Carson,  MD 
Joe  W.  King.  MD 
Keith  H.  Johansen.  MD 
Charles  G.  Markward,  MD 


BROMLEY  S.  FREEMAN.  MD,  FACS 
D.  ROBERT  WIEMER,  MD.  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77030 
713  795-5584 


JACK  L.  CONLEE.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi.  Texas;  855-7359 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Satnuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


HENRY  A.  BAER,  MD.  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic.  Reconstructive,  and  Hand  Surgery 
Cosmetic  Surgery 

1211  S,  Beckham.  Tyler,  Texas  75701;  214  592-3838 

JOSEPH  P.  FLEMING.  MD.  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS.  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


TMA  International  Travel  Program 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 

Frank  H.  Chesky,  MD 
Jose  A.  Gutierrez,  MD 
Harris  M.  Hauser.  MD 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 


CHARLES  B.  COVERT,  MD.  PA 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Individual.  Group,  Marital 
and  Family  Therapy 

1900  Yorktown,  Suite  314 
Houston,  Texas  77056;  713  627-9988 


ALCOHOUSM  TREATMENT  PROGRAM 

Comprehensive  Inpatient/Outpatient  Rehabilitation 

Department  of  Psychiatry 

Texas  Tech  University  School  of  Medicine, 

Lubbock.  Texas  79430;  806  743-2804 


BARRY  M.  BROWN,  MD 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood,  Suite  187A,  Houston,  Texas  77024;  713-461-6160 


TMA  Legislative  Representation  and 
TMA  Action/TMA  Legislative  Bulletin 


. . . Another  service  of  your  association  . , , Another  service  of  your  association 
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PsYchiatry  & Neurology 


Rheumatology 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


DON  E.  CHEATUM.  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

CARLOS  M.  KIER,  MD 

Diplomate  American  Board  of  Internal  Medicine 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


HAUSER  CUNIC 
Psychiatry  and  Neurology 

Section  ol  Psychiatry 
*Abe  Hauser,  MD 
*Rohert  I.  Hauser,  MD 
*H,  James  Stuart,  MD 
*Iavier  A.  Zapata,  MD 
•Susan  B.  Darsey,  MD 
•Harvey  A.  Rosenstock,  MD 
•Cal  K.  Cohn,  MD 

Section  of  Neurology 
•Gerald  Ratinov,  MD 
Diane  S,  Gelfand,  MD 

Section  oi  Social  Work 
Pamela  Plimmer,  ACSW 
Marguerite  Papademitriou,  ACSW 
Wendy  Smolins,  MSSW 

Administrator 
Richard  J.  Kurzenberger 

7777  Southwest  Freeway,  Suite  1036,  Houston,  Texas  77074 
Telephone  713  776-8600 

•Diplomate,  American  Board  ol  Psychiatry  and  Neurology 


JOEL  E.  RUTSTEIN.  MD 

Diplomate  American  Boards  oi  Internal  Medicine  and  Rheumatology 
Arthritis  Diagnostic  and  Treatment  Center 

8042  Wurzbach,  Suite  440,  San  Antonio,  Texas  78229;  512  690-8067 


Thoracic  Surgery 


Harold  C.  Urschel,  Jr,  MD 
Marui  A.  Razzuk,  MD 

DRS.  URSCHEL.  RAZZUK  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  824-2503 

JOHN  L.  KEE,  JR,  MD 
Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246;  826-5184 


Radiology 


Harvey  M.  Lowry,  MD,  FACR  James  P.  Wills,  MD,  DABR 

James  R.  Gish,  MD,  DABR  Robert  Jacobs,  MD,  DABR 

Edward  A.  Sheldon,  MD,  DABR  Daniel  Karnicki.  MD,  DABR 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital,  833-6421 

Beaumont  Neurological  Center,  835-4921 

Beaumont  Medical  and  Surgical  Hospital,  838-1411 

Beaumont,  Texas 


MEMORIAL  LIBRARY 
TEXAS  MEDICAL  ASSOCIATION 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 
A clinical  library  designed  to  assist  the  practicing  physician 
50,000  bound  volumes  • extensive  reprint  and  periodical  collection 

• 400  lay  and  proiessional  films  • pathological  slide  sets 

• cassette  and  reel-to-reel  tapes  from  AMA,  Audio  Digest 

• MEDLINE  computer  data  service 

. . . Another  service  of  your  association 


ALLAN  L.  GRAHAM.  MD.  FACS 
KARAMAT  U.  CHOUDHRY.  MD.  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY.  MD 

Diplomate  American  Board  of  Surgery 

Cardiac.  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 


HECTOR  O.  YANES.  MD,  PA.  FACS.  FACC 
Cardiac.  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104;  332-1947 


RICHARD  E.  WOOD.  MD 
ROBERT  E.  RAWITSCHER.  MD 
THOMAS  P.  MEYERS.  MD 
Cardiac.  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


DONALD  L.  PAULSON.  MD.  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas,  Texas;  824-3660 


TMA  Conference  Cassette  Tapes  TMA  Continuing  Education  Directory 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


TEXAS  MEDICINE 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue.  Dallas.  Texas  75246 


THE  UROLOGY  CUNIC 

Doipbus  E.  Compere.  MD.  FACS 
Grant  F.  Begley.  MD,  FACS 
Hugh  Lamensdori.  MD.  FACS 
Sidney  A.  Worsham,  III.  MD 

Box  11340,  1415  Pennsylvania  Ave..  Fort  Worth,  Texas  76109 
817  336-5711 


H.  M.  GIBSON,  JR,  MD,  FACS 
ABEL  GARDUNO,  MD 

Cerlified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


DONALD  J.  NEESE,  MD 

Diplomate  ot  American  Board  oi  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

400  Medical  Center  Blvd..  Suite  207.  Webster,  Texas  77598;  713  332-2466 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755.  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 
Donald  J.  Logan,  MD 
Allen  S.  Plotkin,  MD 
Donald  L.  McKay,  MD 

Diplomates  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


Texas  Medicine 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


HOWTO 
GET  BETTER 
MILEAGE 
FROM  YOUR 
CAR... 


And  when  buying,  don’t 
forget  the  fuel  economy 
label  is  part  of  the  pri^ 
tag,  too. 


For  a free  booklet  with  more  easy 
energy-saving  tips,  write  “Energy," 
Box  62,  Oak  Ridge,  TN  37830. 

ENERGY. 

We  can't  afford 
to  waste  it. 

u s.  Department  of  Energy 
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Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as  oHice 
in  new  clinic  building.  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  llth  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


V/ANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Taylor  Smith,  MD,  Malone  and  Hogan 
Clinic,  1501  West  llth  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  depariment  with  all  new  facilities  in  hospital  and  clinic.  Taylor 
Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  llth  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  llth 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED;  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  llth 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  llth  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $35,100  to  $42,600  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383, 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with  ex- 
cellent facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Taylor  Smith, 
MD,  Malone  and  Hogan  Clinic,  1501  West  llth  Place,  Big  Spring  Texas 
79720;  telephone  915-267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 

choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon  do- 
ing GP  work.  Excellent  opportunity  lor  a doctor  desiring  family  prac- 
tice work.  May  start  with  salary  of  $45,000  per  year  negotiable.  City 
has  population  of  9,000  with  trade  area  of  25,000  to  30,000.  Contact 
Chris  S.  Cruzcosa,  MD,  300  S,  5th  Street,  Carrizo  Springs,  Texas  78834, 
512-876-5236. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850 


EMERGENCY  DEPARTMENT  DIRECTOR  WANTED — Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD  with  ER  and  administrative  experience.  Malpractice  insur- 
ance  supplied.  Fee  for  service  compensation.  Jim  Houser,  Emergency 

Gaston  Avenue,  Suite  503,  Dallas,  Texas 

/oZ4b;  ^i4-ozo-b850. 


expanding  group  NEEDS  SPECIALISTS  in  obstetrics,  pediatric 
and  family  practice.  Enjoy  practicing  medicine  with  our  28-ma: 
multispecialty  group  located  in  a friendly  city  of  100,000  peopf 
in  north  central  Texas.  Close  to  everything,  but  away  from  big  cit 
problerns.  11  you  want  to  know  more  about  this  long  establishei 
group  (1919)  whose  city  has  a booming  economy,  call  collect  Dr.  Davi. 

817-766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway 
Wichita  Falls,  Texas  76302. 


LOCUM  TENENS — EMERGENCY  MEDICINE — available  in  our  Dallas 
area  hospitals;  monthly  scheduling  is  flexible  and  according  to  your 
preferences;  malpractice  is  paid,  excellent  hourly  income  according  to 
your  flexibility  and  hours  worked.  Call  214-522-5481  for  details. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Pediatrician, 
psychiatrist,  family  practitioner,  solo  practice.  Home  Exxon, 
US  Steel,  Gulf.  High  income.  Bay  area  near  Houston.  Outstanding 
schools,  colleges.  Contact  Administrator,  1101  Decker  Drive  Baytown 
Texas  77520;  713-422-3405. 


LIVE  AND  WORK  WHERE  OTHERS  VACATION:  Port  Aransas,  Mustang 
Island.  Developing  tourist  and  recreational  area  needs  physician. 
5,300  permanent  population;  50,000  transient  population.  Offers  un- 
limited potential.  Excellent  quality  of  life,  leisurely  pace,  unmatched 
recreational  opportunities.  Hospital  within  7 miles,  major  metropolitan 
area,  36  miles.  Reply  to  W.  L.  Gavit,  Box  188,  Port  Aransas,  Texas 


PHYSICIANS  WANTED — progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647.  Telephone  214-845-2281. 


FAMILY  PRACTITIONER  OR  GENERAL  INTERNIST  for  primary  care 
group.  Excellent  compensation/benefits:  continuing  education,  malprac- 
tice, health,  life,  and  disability  insurance,  vacation,  pension/profit- 
sharing plan,  potential  shareholdership.  Contact  L.  N.  Dotin,  MD, 
Southwest  Medical  Group,  PA,  4499  Medical  Drive,  Suite  270,  San  An- 
tonio, Texas  78229;  512-690-2010. 


WANTED:  GP,  FP  NEEDED  to  join  4 man  group  to  do  general  practice 
and  OB.  Population  5,000;  trade  area  15,000  plus.  Old  established  clinic 
group  of  3 GPs  and  1 board  surgeon.  Lovett  Meredith  Clinic,  Box  487, 
Olney,  Texas  76374;  817-564-5543. 


PSYCHIATRIST  II.  Three  positions  available,  one  position  part-time  in 
deal  psychiatric  unit.  Must  be  licensed  to  practice  in  Texas.  $38,000- 
$41,000  depending  on  qualifications,  plus  $10(D0/year  for  board  certifica- 
tion. Please  submit  resume  including  at  least  three  references  to: 
LaDair  Wright,  Personnel  Director,  Austin  State  Hospital,  4110  Guada- 
lupe, Austin,  Texas  78751. 


WANTED:  PEDIATRICIAN,  board  certified  or  eligible  to  join  solo 
pediatrician  in  Dalias  suburb  of  120,000.  Medical  school  affiliation 
available.  Any  reasonable  financial  arrangement  considered,  including 
salary  plus  incentive.  Please  reply  to  Ad-890,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


EMERGENCY  MEDICINE  OR  FAMILY  PRACTICE  opportunities  available 
in  Texas.  Emergency  medicine  positions  offer  flexible  scheduling,  at- 
tractive salaries,  and  malpractice  coverage.  Family  practice  positions 
located  in  growing  communities  with  varied  geographic  locations. 
Background  in  surgery  preferred.  For  additional  information  contact 
Vicki  Hay,  P.  O.  Box  45148,  Dallas,  Texas  75245  or  call  collect  214- 
350-4991  or  214-358-4486. 


EMERGENCY  DEPARTMENT — part-time  opportunities  in  the  Dallas, 
Texas  area.  Scheduling  flexible,  paid  malpractice,  weekdays,  nights, 
and  or  weekends.  Contact  Texas  Emergency  Room  Services,  PA,  3603 
Hall  Street,  Suite  102,  Dallas,  TX  75219,  or  call  214-522-5481. 


NORTH  DALLAS — Collin  County  Hospital  Emergency  Department.  Phy- 
sician needed  for  weekday/evening  staffing.  Flexible  scheduling;  out- 
standing malpractice  insurance  coverage.  Contact  Texas  Emergency 
Room  Services,  P.A.,  3603  Hall  Street,  Dallas,  Texas  75219,  or  call 
214-522-5481. 


WANTED:  BOARD  CERTIFIED  OR  ELIGIBLE  PEDIATRICIAN  to  join  four 
other  pediatricians  m pleasant,  well-established,  group  practice. 
Guaranteed  salary  with  rapid  advancement.  Associated  with  teaching 
hospital  on  Gulf  Coast;  pop,  250,000.  Contact  Joseph  Oshman,  MD, 
3435  S.  Alameda,  Corpus  Christi,  Texas  78411;  512-855-7346. 


SEEKING  OB-GYN  to  join  expanding  practice;  solo  or  associate  in 
rapidly  growing  West  Texas  community.  Contact  Dr.  A.  Diaz,  2300 
West  Michigan,  Midland,  Texas  79701;  915-683-5568. 


FAMILY  OR  GENERAL  PRACTITIONER  NEEDED  in  rapidly  growing 
East  Texas  community  8 miles  from  Longview  which  has  expanding  250 
bed  hospital  and  another  approved  hospital  site  6 miles  from  Halls- 
ville.  School  district  population  16,000.  Primary  income  business  and 
industry.  Contact  Mike  Buchanan,  Hallsville  Drug,  Hallsville,  Texas 
75650;  telephone  214-668-2012. 


UNIVERSITY  PHYSICIAN — New  modern  clinic.  East  Texas  recreational 
area.  Liberal  time  off,  competitive  salary  and  benefits.  Contact  Capt. 
A.  C.  Harris,  USN  (RET),  Box  3058  SFA,  Nacogdoches,  Texas  75962; 
713-569-4008. 


EIGHT  DOCTOR  GROUP  SEEKING  to  add  a family  practitioner.  Group 
consists  of  one  general  surgeon,  internist,  general  practitioner  and 
live  (5)  board  certified  family  practitioners.  New  clinic  and  hospital 
facilities  located  30  miles  northeast  of  Austin.  Population  approximately 
14,(100;  trade  area  50,000-1-.  Salary  and  benefits  negotiable.  The  Johns 
Clinic,  403  Mallard  Lane,  Taylor,  Texas  76574. 


FAMILY  PRACTITIONER — Central  Texas  (Ft.  Worth-Dallas  Metroplex 
area)  13  physician  multispecialty  group  would  like  to  add  one  or 
two  family  practitioners.  Excellent  hospital  and  community  facilities. 
Salary  open.  For  details,  write  to  Ad-904,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  Family  practitioner  or  GP  tor  the  Westheimer-Highway  6 
area  of  Houston.  No  other  MDs.  Contact  713-467-4191. 


FAMILY  PRACTICE  OPPORTUNITY  in  community  ot  over  5,000,  with 
modern  well  equipped  hospital.  Low  overhead  clinic  space  available. 
Contact  Chamber  of  Commerce,  512-875-3214. 


EXCELLENT  OPPORTUNITY:  General  (family)  practice  available  in 
Austin,  Texas.  Assume  office  equipment  and  furnishings.  Excellent  cen- 
tral location  with  all  specialties  represented  in  immediate  vicinity. 
Please  send  brief  resume  of  education  and  experience.  Available  June 
1979,  Contact  Ad-906,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $15.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  MEDICINE 


FAMILY  PRACTICE— DALLAS,  TEXAS.  Unusual  opportunities  for  hospital 
oriented  practice.  Solo  or  group  practice  locations  Guaranteed  in- 
come.  Staff  membership  available  at  117  bed  teachmq  hospital,  af- 
filiated  with  Texas  College  of  Osteopathic  Medicine  Call  collect,  lohn 
Isbell,  Administrator,  Stevens  Park  Osteopathic  Hospital,  2120  West 
Colorado  Blvd.,  Dallas,  Texas  75211;  214-943-4631. 

EMERGENCY  DEPARTMENT  STAFF  PHYSICIAN  posihon  available  at 
500  bed  teaching  hospital,  Dallas,  Texas.  Flexible  scheduling;  $57  000- 
$60,000  minimum  guarantee;  P°>d  professionaMiabihty  msurr^ce  Con- 
tact Texas  Emergency  Room  Services,  PA,  3606  Hall  Street,  #102,  Dal 
las,  Texas;  214-522-5461. 

OTOLARYNGOLOGIST— Board  certified  or  eligible  to  establish  depart- 
merit  in  21-man  multispecialty  group.  Excellent  facilities  in  growing 
community  of  70,000.  Outstanding  schools  and  state  university.  Outdoor 
recreational  activities  abound.  Liberal  guamntee  first  year,  then  share- 
holder status.  Contact  Administrator,  120  E.  Beauregard,  San  Angelo, 
Texas  76903.  

DIAGNOSTIC  RADIOLOGIST:  Board  certified  or  eligible,  experienced 
in  ultrasound,  nuclear  medicine,  and  angiography  to  join  three  board 
certified  radiologists  ^n  busy  office  and  hospital  practice.  Hadiology 
Consultants  of  ^ Paso,  PA,  P.O.  Box  5701,  El  Paso,  Texas  79998,  tele- 
phone  915-545-1400.  

FAMILY  PRACTITIONER.  Board  certified  or  board  eligible  to  work  in 
new  well-equipped  clinic  which  is  a satellite  of  a large  multispecialty 
group  in  southwest  Houston.  Excellent  benefits  and  opportunity  for  full 
partnership  in  two  years.  Call  or  write:  Pierre  Gendron,  Administrator, 
Hillcrolt  Medical  Clinic,  6630  DeMoss,  Houston,  Texas  77074;  713-//4- 
5861.  

WANTED:  ORTHOPEDIST  for  the  Kaly-West  Memorial  area  of  Houston. 
Booming  area.  No  other  orthopedists.  Telephone  713-465-1910. 

WANTED:  PHYSICIAN  FOR  GENERAL  PRACTICE  in  group  or  solo.  Ex- 

cellent medical  facilities.  New  clinic  with  on-site  lab  and  x-ray.  excel- 
lent doctor's  suite  with  space  for  business  office.  Community  is  friendly 
and  growing.  New  schools.  Plenty  of  patients.  Contact.  Paul  C.  Roberts, 
Administrator,  1000  South  Main,  Shamrock,  Texas  79079. 

PRIMARY  CARE  PHYSICIANS— OB/GYN,  internist,  orthopedic  surgeon, 

family  practice.  Modern  progressive,  acute  care,  general  hospital. 
Growing  community  of  12,500  population,  medical  service  area  popu- 
lation, 50,000.  Financial  assistance  available.  Send  curriculum  vitae 
or  contact  Dan  Powers,  CEO,  Brownfield  Regional  Medical  Center,  /U5 
E.  Felt  Street,  Brownfield,  Texas  79316;  phone  806-637-3551. 

PHYSICIANS — Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine, 
pulmonary  disease  and  family  practice  For  information  please  call 
Klarilyn  Blaker,  713-789-1550,  ,Medex,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 

FAMILY  PRACTICE:  Dallas,  Texas.  Unusual  opportunities  for  hospital 
oriented  practice.  Solo  or  group  practice  locations  Gua^ranteed  in- 
come. Staff  membership  available  at  117  bed  teaching  hospital  af- 
filiated with  Texas  College  of  Osteopathic  Medicine,  Call  collect  )ohn 
Isbell,  Administrator,  Stevens  Park  Osteophathic  Hospital,  2120  W. 
Colorado  Blvd.,  Dallas,  Texas  75211;  214-943-4631. 

OPPORTUNITY  FOR  FAMILY  PRACTICE  AVAILABLE  on  June  15,  1979 
in  fully  equipped  clinic,  including  lab,  in  south  central  Texas 
munity.  No  investment  necessary.  Hospital  nearby.  Technician  and 
receptionist  on  duty.  Call  512-596-4674  or  512-596-4922  or  write  to  Mr. 
Sidney  Bochat,  Moulton,  Texas  77975. 

WANTED:  GENERAL  PRACTITIONER  AND  PEDIATRICIAN  for  ramdly 
growing  community  in  Northwest  Austin.  Office  space  available.  Prime 
location  with  high  demand  for  medical  care.  For  further  mforination, 
contact  AD-911,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  

THE  ARMY  MEDICAL  DEPARTMENT  is  offering  a number  of  positions 
in  several  hospitals  in  the  state  of  Texas.  The  emphasis  is  placed  on 
primary  care,  but  all  specialties  will  be  considered.  Starting  salary  is 
$32  000  and  up  plus  fringe  benefits,  depending  on  qualificc^ions  and 
experience.  For  additional  information,  please  contact.  CPI  Ceorge  IT 
Collins  1100  Commerce  St.,  Rm  9C23,  Dallas,  Texas  75242;  call  collect 
214-749-1505/1506^ 

FAMILY  PRACTICE-GENERAL  MEDICINE  WANTED  now  to  jom  a multi- 

Specialty  group  practice  on  the  Texas  Gulf  Coast.  Excellent  chance  tor 
a good  practice  with  fringe  benefits,  will  have  opportunity  to  enter  as 
a stockholder  in  the  association.  Great  place  to  live.  Fantastic  outdoor 
activities  possible  year  around.  Contact  Gene  Hybner,  loJo  ooutn 
Brownlee,  Corpus  Christi,  Texas  78404;  512-883-7411. 

LAKE  AND  RURAL  AREA  NEEDS  WELL  QUALIFIED  GP  iri  Northeast 
Texas,  60  miles  from  Dallas-Fort  Worth  Metroplex  Local  bank  in- 
terested in  helping  finance  MD  facilities.  Contact  John  Norton,  P C. 
Box  458,  Lone  Oak,  Texas  75453;  telephone  214-662-5144,  A doctor  nearby 
willing  to  cover  on  off  days. 

FAMILY  PRACTICE,  OB-GYN  DALLAS  AREA-MULTISPECIALTY  group 
clinic  of  28  physicians  in  Lewisville  and  Denton  seeking  phys^ians  for 
July  1979  and  July  1980.  Clinics  had  160,000  patient  visits  in  1978.  Clinic 
in  Lewisville  is  integrated  into  a 110  bed  acute  care  hospital  unit. 
Excellent  compensation  and  fringe  benefits  including  time  off^  Contact 
J R Jones  M D 214-221-2589,  or  Darrell  Lummus,  Business  Manager, 
or  write  J.  R.  Jones,  MD,  Doctors  Clinic,  500  West  Main,  Lewisville, 
Texas  75067. 

THE  ARMY  MEDICAL  DEPARTMENT  is  offering  a number  of  positions 
in  various  specialties.  Most  vacancies  are  in  the  rank  of  Captain  or 
Major;  salaries  begin  at  $33,400  per  year  plus  benefits,  depending  on 
qualifications  and  experience.  Minimum  period  of  service  two  years. 
For  additional  information  contact  Captain  Richard  House,  Brooke  Army 
Medical  Center  (AFZG-MDZ-PP) , Fort  Sam  Houston,  Texas  78234.  Call 
collect,  station-to-station  512-221-4465/6804. 

TWENTY  MEMBER  MULTISPECIALTY  GROUP  in  East  Texas  needs 
American  or  Canadion  internists,  orthopedists,  pediatricians  and  urol- 
ogists. Excellent  salary  and  fringes.  No  accounting,  billing  or  personnel 
problems.  New  building,  in-house  lab,  x-ray  and  nuclear  medicine, 
linear  accelerator  therapy  unit.  Please  reply  to  Ad-918,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MEDICAL  DIRECTOR:  For  o Dallas  based  private,  voluntary,  non-profit 
multi-county  program  that  operates  twelve  centers  in  "‘^e  couiities  ot 
Northeast  Texas  delivering  primary  care  with  emphasis  on  family  plan 
ning  to  women  of  reproductive  age.  Services  will  be  expanded  over 
the  next  several  years.  Must  be  board  eligible  or  c^ertified  in  fa  i y 
practice  or  GYN  specialties.  Texas  license  required.  Adminis  rative 
experience  desirable.  Challenging  opportunity  for  'hose  interested  in 
public  health,  teaching  and  administration.  Salary  range  $35,0G0-$40  UUU 
depending  upon  experience  and  qualifications.  Serid  curriculurn  vitae 
to  ^Ray  Davis,  Director  of  Human  Resources,  Life 
Services,  Inc.,  2727  Oak  Lawn  Avenue,  Dallas,  Texas  75219.  Deadline 
7-1-79.  Position  available  8-1-79,  

DIRECTOR-RADIATION  ONCOLOGY— Presbyterian  Hospital  of  Dallas,  a 
modern  700  bed  acute  general  hospital  is  seeking  a board  certified 
medical  director  of  radiation  oncology  lor  a new  Radiation  Iherapy 
Center  currently  under  construction  on  the  hospital  campus  in  tar 
North  Dallas.  The  director  will  have  substantial  duties  in  organization, 
planning,  development  and  implementation  of  services  which  are  iiew 
to  this  institution,  as  well  as  direct  patient  care  responsibilities^,  I he 
hospital  is  closely  affiliated  with  The  University  of  Texas  South- 
western Medical  School,  and  all  clinical  services  are  expected  to 
accept  some  responsibilities  in  the  conduct  of  medical  education  pro- 
grams as  well.  Applicants  should,  therefore,  have  sorne  experience  iri 
administrative  and  teaching  functions.  For  further  information,  direct 
inquiries  to  Dr.  Robert  L.  North,  Chief,  Department  of  I^nternal  Medimne, 
Chairman,  Radiation  Oncology  Search  Committee,  Pres^byterian  Hos- 
pital of  Dallas,  8200  Walnut  Hill  Lane,  Dallas,  Texas  75231. 

PHYSICIAN  NEEDED  TO  PRACTICE  general  medicine  at  Student  Health 
Center  beginning  Sept.  1,  1979.  Must  have  Texas  license  and  4-5  years 
experience  in  general  practice.  Position  involves  some  medical  adminis- 
tration.  Salary  negotiable.  Good  fringe  benefits.  Please  contact  bneila 
Meyer,  Administration  Officer,  North  Texas  State  University 
Health  Center,  P.O.  Box  5158,  Denton,  Texas  76203.  Telephone  817-788- 
2331.  We  are  an  equal  opportunity/affirmative  action  employer. 

Situations  Wanted 

CARDIOLOGIST,  board  certified  in  internal  medicine,  board  eligible 
in  cardiology.  Well  trained  in  invasive  (Sones  and  Judkins)  and 
invasive  cardiology.  Seeks  practice  opportunities  in  association  with 
other  cardioloqist(s)  in  Dallas  or  Houston  area.  Availab  e July  19/9. 
Contact  Ad-843,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd,,  Austin, 
Texas  78701.  

OB/GYN— 47  year  old  FACOG  desirous  of  OB/GYN  group  practice  m 
Southeast  or  Southwest  Texas.  Available  3-6  months.  Good  health. 
Please  reply  to  Ad-877,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  'Texas  78701. 

INTERNIST  AND  OBSTETRICIAN/GYNECOLOGIST— ages  38,  husband 

and  wife  Certified  by  the  American  Board  of  Obstetrics  and  Gyne- 
cology. Prefer  Gulf  Coast  area.  Corpus  Christi,  Freeport,  Port  Arthur, 
Beaumont.  Group  or  solo  practice.  Both  licensed  in  Texas.  Available 
August  1979.  Please  reply  to  Ad-891,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

A YOUNG  ENERGETIC  board  certified  family  physician  seeking  to 
start  solo  or  group  practice  in  Texas,  suburban  area  pre^rred.  Please 
reply  to  Ad-893,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

PEDIATRICIAN— 34,  passed  written  board.  FMG.  Well  trained,  com- 
pleting fellowship  in  pediatric  metabolism  in  July  1979.  Seeks  group, 
partnership  or  solo  practice  in  Texas.  Available  July  1979.  Please  reply 
to  Ad-879,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  

ORTHOPEDIC  SURGEON— Board  certified,  39  years  old  seeks  reloca- 
tion in  Texas;  Houston  and  Corpus  Christi  area  preferred.  Spanish 
spoken.  Please  reply  to  Ad-905,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

OPHTHALMOLOGIST,  34,  married,  excellent  US  army  residency  seeks 
busy  surgical  general  ophthalmology  practice  in  Texas.  Available  )uly 
1980  Any  size  community;  prefer  to  locate  in  currently  underserved 
area  Philip  H White,  MD,  8bu/  Cattail  Creek,  San  Antonio,  lexas 
78239;  512-656-9333  eves.  

FP/GP — 42  with  OB  and  industrial  experience.  ECFMG,  FLEX,  'Texas 

license.  Soon  fellow  AAFP.  Seeking  busy  practice  under  plf  employed 
basis.  Available  9/79,  Only  serious  offers.  Please  reply  t^o  Ad-9U/, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78/01. 

FOREIGN  MEDICAL  GRADUATE  with  ECFMG  certificate^w^ 
as  medical  technician.  Contact  Ad-912,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd,,  Austin,  Texas  78701.  

USA  UNIVERSITY  TRAINED  INTERNIST— Boston  trained  gastroenter- 
ologist, 30.  Seeking  practice  opportunity  as  gastroenterologist,  prefer- 
ably solo  with  minimum  income  guarantee;  group  or  partnership. 
Proficient  in  endoscopy,  liver  BX,  P'TC.  Had  elective  rotatiorm  studying 
echo  and  esophageal  manometry.  Please  reply  to  Ad-910,  ItXAb  MLUl- 
CINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  DIAGNOSTIC  RADIOLOGIST  for  locum  tenens.  Available 
any  time  January  1 to  April  30,  1980.  Office  practice  or  small  ho^ital. 
No  training  in  ultra-sound,  nuclear  medicine  or  angiography.  Board 
certified  1956.  Extensive  experience  in  general  work  but  not  newer 
special  procedures.  Excellent  references.  Prefer  Gulf  Coast.  Contact 
AD-913,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

FMG  BOARD  CERTIFIED  GENERAL  SURGEON  with  vascular  surgery 
training  looking  for  practice  in  small  to  moderate  size  community.  Will 
also  consider  practice  in  urban  area.  Contact  AD-917,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

TWO  UNIVERSITY  TRAINED  INTERNISTS  seeking  practice  opportunities 
in  Dallas.  Willing  to  do  primary  care  and  emergency  room  P<^U-ti^e, 
full-time.  Licensed  in  Michigan  and  Texas.  Apply  to  Ad-919,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

FP,  30,  AAFP  DIPLOMATE.  UT  Southwestern;  residency,  John  Peter 
Smith.  Two  years  private  practice.  Prefer  5-15,000  population  in  north 
or  central  Texas.  Might  consider  others.  Please  reply  to  Ad-915,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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MD,  FINISHING  INTERNAL  MEDICINE  RESIDENCY,  desires  locum 
tenens  position  in  Houston,  San  Antonio  or  Austin  prior  to  entering 
active  duty  Air  Force.  Texas  resident,  Baylor  graduate,  Texas  license. 
Available  early  to  mid-July.  Reply  2138  McDowell  St.,  Augusta,  Georgia 
30904. 


BOARD  ELIGIBLE  INTERNIST  wants  to  join  an  established  internist  or 
a small  group  in  a city  of  50,000  or  more.  Would  prefer  Houston,  Dallas, 
San  Antonio,  Midland,  Austin,  Lubbock  area  suburb.  Available  July 
1979.  Excellent  academic  and  personal  background.  Resume  will  be 
sent  on  request.  Call  313-886-9777  or  write  Aa-916,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ER  PHYSICIAN — 35  years  old,  board  certified  internist.  Member  Ameri- 
can College  of  Physicians,  American  College  of  Emergency  Physicians. 
ER  experience  in  a large  city  hospital.  Seeking  a full-time  ER  position 
in  a large  metropolitan  area  in  Texas.  Please  reply  to  Ad-898,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


1 00  for  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Laboratory  in  building.  Generous  allowance 
for  office  improvements.  Planning  and  layout  available  without  cost. 
Contact  Ike  H.  Silver,  214-328-3578,  or  write  P.O.  Box  18237,  Dallas, 
Texas  75218. 


DALLAS— WELL  ESTABLISHED  PROFESSIONAL  LOCATION.  Newly  re- 
decorated, 1200  sq.  ft.  furnished  space.  Five  minutes  Baylor  Hospital. 
Immediate  occupancy.  Lab  and  x-ray  in  building.  Free  parking  for 
physicians,  patients  and  employees.  Janitorial  service  and  all  bills  paid. 
Excellent  location  for  primary  care  physicians  (family  practitioner,  in- 
ternist, pediatrician,  obstetrician-gynecologist,  dermatologist,  etc.). 
Contact  Lakewood  Medical  Building  214-821-9161. 


LEASE  SPACE  AVAILABLE:  Ideal  NE  San  Antonio  space  available  in 
building  with  two  general  practitioners  and  one  general  dentist.  The 
medical  practices  have  been  in  the  same  location  for  ten  years.  C.  J. 
Merritt,  DDS,  10127  Sahara,  San  ntonio,  Texas  78216;  512-341-2536. 


ACTIVE  GENERAL  SOLO  PRACTICE  FOR  SALE:  Physician  wants  to 
retire  for  reasons  of  health.  Located  in  the  middle  of  the  Rio  Grande 
Valley.  Spanish  speaking  community.  Contact  Ad-914,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TO  SUBLET— PHYSICIAN'S  OFFICE  for  remainder  of  lease,  running 
until  May  1,  1980.  Contents  for  sale.  Available  immediately.  Near  ex- 
cellent medical  center.  Telephone  713-471-1240,  LaPorte,  Texas  or  713- 
358-5833,  Kingwood,  Texas. 


PROFESSIONAL  SUITES  FOR  LEASE  IN  NW  HOUSTON— Modern  medi- 
cal and  dental  building  under  construction  in  fastest  growing  Klein 
district,  NW  Houston,  affluent  community,  junction  of  major  thorough- 
fares, prime  location,  no  competitors  in  close  vicinity,  flexible  floor 
plan  and  square  footage  to  suit  tenants.  Pharmacy  space  also  avail- 
able; 713-777-3304. 


FOR  SALE:  Fully  equipped,  modern  clinic  in  Mart,  Texas  (20  miles 
from  Waco).  Five  treatment  rooms,  laboratory,  offices,  reception  rooms, 
x-ray,  surgery,  recovery  room.  Town  desperately  needs  family  practi- 
tioner to  handle  medical  needs  for  a growing  community  and  surround- 
ing area.  Contact  Linda  Pope,  3723  Georgetown,  Houston,  Texas 
77005;  713-667-7934  after  5 p.m. 


FOR  RENT:  Established  professional  building.  Southwest  Austin.  Two 
suites,  900  feet  and  1100  feet.  All  bills  paid.  Present  tenants  are  4 
physicians,  5 general  dentists,  1 orthodontist,  1 oral  surgeon,  ophthal- 
mologist, accounting  firm.  Call  512-444-7442,  444-5577  or  write  2222 
Western  Trails,  Suite  304,  Austin,  Texas  78745. 


PHYSICIANS  OFFICE  EQUIPMENT.  EKG  machine,  Burdick  5A,  micro- 
scope, sterilizer,  x-ray  viewing  box,  goose  neck  lamp,  Mayo  instrument 
tray.  Examination  couch  and  office  furniture.  Call  Dr.  Rab,  713-845-1511, 
ext.  36  or  write  Box  2758,  College  Station,  Texas  77840. 


FOR  SALE — Clay  Adams  Hematology  Analyzer  3 and  Acustat  blood 
chemistry  analyzer,  perfect  condition.  Pay  some  equity,  assume  lease. 
Monthly  payments  respectively  $114.61  and  $37.62.  New  price  this  year 
already  up  $1000  and  $100  respectively.  Reply  to  P.O.  Box  232,  Marlin, 
Texas  76661  or  call  817-883-6332. 


LABORATORY  EQUIPMENT  FOR  SALE:  Coulter  Counter,  Model  Fn,  ex- 
cellent condition,  like  new.  Good  for  doctor's  office  or  group  practice 
lab,  to  do  RBC  and  WBC  count.  Please  write  Medical  Clinics  of  Pasa- 
dena, PA,  (Lab),  3315  Fairview,  Pasadena,  Texas  77504,  or  call  713- 
944-9554: 


TROPICAL  BROWNSVILLE — handsomely  decorated  physicians  office 
suite.  Three  examining  rooms,  2 baths,  one  consultation  room,  one  large 
waiting  room,  partitioned,  glass,  cedar,  two  nurses  rooms.  Will  re- 
divide if  necessary;  less  than  45c  per  square  foot.  Call  512-546-2388. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


ASPEN  MUSHROOM  CONFERENCE.  Identification  of  edible,  poisonous 
and  hallucinogenic  mushrooms.  Treatment  of  mushrooms  poisoning 
Microscopy.  Novice  and  advanced  courses.  AMA  Category  1.  July  29- 
August  3,  1979.  Wildwood  Inn,  Snowmass-at-Aspen,  Colorado.  Contact 
Beth  Israel  Hospital,  1601  Lowell  Blvd.,  Denver,  Colorado  80204.  313- 
825-2190,  ext.  550. 


^ An  Emergency  Room  — 
has  Many  Lives 

To  patients,  it  can  provide  primary  health 
care  readily.  To  community  physicians,  it  is  a 
partner,  giving  expert  coverage  when 
needed.  To  the  new  physician,  it  is  a chance 
to  practice  while  evaluating  a community. 

We  have  over  20  Emergency  Departments  for 
which  we  provide  round-the-clock  coverage. 
We're  responsible  and  organized  to  deliver. 

If  you  would  like  to  be  involved  in  the 
exciting  world  of  the  E.R.  . . . call  us. 

Flexible  scheduling,  health  benefits,  liability 
insurance,  CME  ...  all  while  taking  a close 
look  at  the  community  and  evaluating  your 
long  range  practice  plans. 


The  President  will  respond  if  you  send  your 
C.V.  or  call  him.  It  could  be  a new  life  for 
you,  too. 


M 

W 


Medical  Search  Consultants,  Inc. 

12605  East  Freeway,  Suite  620 
Houston,  Texas  77015 
800  / 231-7888 

713  / 451-2222  (if  within  Texas) 


/MEDSECO 


THE  WORST 
THING  THAT  CAN 
HAPPEN  TO  SOME 
CHILDREN  IS 
THEIR  PARENTS. 


Sad,  but  true.  There  are  many 
confused  adults  in  America  today 
who  are  abusing  their  children. 
Help  destroy  a family  tradition. 
Most  abused  children  grow  up  to 
abuse  their  own  children,  since 
they  have  learned  no  other  way 
to  raise  their  own  children.  Child 
abusers  can  be  helped.  Let  us  tell 
you  how. 


PREVENT  CHILD  ABUSE.  WRITE: 


National  Committee  for 
Prevention  of  Child  Abuse, 
Box  2866,  Chicago,  III.  60690. 
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stop!  Look! 


Medical  Emergency  Clinics 


Minor  Emergencies  To  General 
Medical  Care 

Physicians  in  Emergency  Medicine  and 
Family  Practice  are  needed  to  share  in 
this  unique  and  challenging  program. 


Advantages  include  regular  hours,  good 
compensation,  superb  work 
environment,  no  administrative 
hassles  ...  a better  lifestyle!  If  you  feel 
you  measure  up  to  the  challenge,  then 
why  not  give  it  a try? 

Send  a copy  of  your  Curriculum  Vitae  to 
our  exclusive  recruitment  agency. 


M 
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Medical  Search  Consultants,  Inc. 

12605  East  Freeway,  Suite  620 
Houston,  Texas  77015 
800  / 231-7888 

713  / 451-2222  (if  within  Texas] 
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PHYSICIANS  WANTED 

Downtown  Houston 
St.  Josephs  Medical  Plaza 

Immediate  openings  for  Family  Practi- 
tioners, Pediatricians,  General  Sur- 
geons, Internists,  etc.  Call  713  659-3440 


Only  the 
finest  work 
with  PPG. 

Join  us. 


Emergency  Medicine  practice  with  PPG 
provides  hundreds  of  physicians  with 
a comfortable  lifestyle  — in  places  where 
they  want  to  be,  with  excellent  income 
and  time  for  personal  interests. 
Whether  you're  just  completing  your 
training  or  have  years  of  private  prac- 
tice behind  you,  we  have  an  Emergency 
Medicine  practice  tailored  to  your  needs. 
For  a free  brochure  and  more  infor- 
mation, contact  Dr.  T.  P.  Cooper's  staff, 
toll-free,  at  1-800-325-3982. 


Serving  over  500.000  emergency 
patients  annually. 

970  Executive  Parkway,  Suite  101 
St.  Louis,  Missouri  63141 
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Physician  involvement  is  essential  if  audits  improve 
quality  of  care 

During  the  past  four  years  I have  been  involved  in  the 
growing  areas  of  accountability  in  medical  care  delivery. 
Accountability  involves  both  quality  of  care  and  utilization 
of  facilities  and  services.  Today  most  physicians  have 
some  awareness  of  utilization  review  activities  and 
medical  care  audits  and  analyses.  Events  in  this  area 
during  the  past  four  years  have  been  confusing,  and 
where  they  will  lead  is  unclear. 

As  a member  of  medical  audit,  utilization  review,  and 
quality  assurance  committees  at  The  University  of  Texas 
Medical  School  at  San  Antonio,  Bexar  County  Hospital, 
and  Audie  Murphy  Veterans  Administration  Hospital,  I 
struggled  initially  with  jargon  such  as  “audit  criteria,” 
“outcome  criteria,”  and  “level  of  care  indicators,”  as  well 
as  with  abbreviations  and  acronyms  such  as  LOS,  TARP, 
MCA,  and  PSRO.  Convinced  of  the  importance  of 
physicans  being  informed,  involved,  and  committed  to 
trying  to  make  these  new  programs  work  in  a manner 
consistent  with  good  quality,  physician-directed,  medical 
care,  I began  to  attend  workshops,  read  articles  and 
editorials  in  the  various  medical  newspapers  and  journals, 
and  even  began  to  read  the  Federal  Register  to  learn 
about  laws  and  regulations. 

From  this  perspective  there  are  several  points  I wish  to 
offer.  First,  much  has  been  written  pro  and  con  about 
federal  regulation  of  medical  care  delivery.  On  that  matter 
I have  only  one  observation,  and  it  has  implications  for 
consumers  as  well  as  providers  of  medical  care:  The 
primary  concern  of  federal  regulatory  programs  is  control 
of  cosi  and  not  quality  of  care. 

Second,  a great  deal  of  energy  is  being  expended  on 
medical  audits.  Although  the  initial  motivation  was  their 
requirement  by  the  Joint  Commission  on  Accreditation  of 
Hospitals,  these  audits  are  being  used  to  assess  and 
improve  the  quality  of  medical  care.  An  area  of  impor- 
tance that  has  received  little  attention  is  the  potential 
use  of  the  data  generated  by  medical  audits  to  increase 
our  knowledge  of  epidemiology,  diagnosis,  management, 
and  health. 

Third,  utilization  review  activities  and  the  Texas 
Admissions  and  Review  Program  (TARP)  also  have  the 
potential  for  generating  data  by  which  to  further  medical 
knowledge.  The  primary  task  for  generating  comparative 
utilization  and  statistical  data  is  obvious.  Less  obvious 


is  the  ability  to  generate  significant  epidemiological  data 
and  a perspective  on  strengths  and  weaknesses  of  the 
medical  care  delivery  system. 

Fourth,  the  TARP,  though  still  evolving,  clearly  demon- 
strates the  advantages  of  a review  program  designed  and 
managed  by  physicians.  It  recognizes  that  although 
many,  perhaps  most,  hospitalizations  are  fairly  routine 
and  can  be  evaluated  by  means  of  standardized  criteria,  a 
significant  number  of  situations  must  be  reviewed  by 
persons  medically  trained  and  knowledgeable. 

Lastly,  it  seems  to  me  that  there  are  some  in  this 
country  who,  for  whatever  reason,  want  to  wrest  the 
control  of  medical  decisions  from  physicians.  I believe 
that  in  order  to  maintain  and  improve  the  overall  quality 
of  medical  care  in  this  country,  physicians  must  continue 
to  make  these  decisions.  Obviously,  consumers  must 
have  input;  and  issues  of  cost  containment,  distribution 
of  services,  and  accountability  are  extremely  important. 
Informed  and  involved  physicians,  however,  are  the  only 
ones  who  can  put  these  important  factors  in  proper 
perspective  with  specific  and  individual  medical  decisions. 
A collaboration  between  informed,  involved  physicians 
and  informed,  involved  patients  (the  real  consumers) 
would  likely  improve  the  overall  quality  of  medical  care 
in  this  country.  But  both  groups  need  to  be  wary  of 
self-styled  experts  and  control-hungry  bureaucrats. 

Franklin  C.  Redmond,  MD,  San  Antonio. 
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;ontaining  the  costs  of  medical  care 
anticholinergics  and  psychiatric  practice 
lx:  neurological  disease,  or  basilar  impression? 
aginal  smears  for  estrogenic  effect 
/hat’s  new:  retrolental  fibroplasia 


Srorbptt-i|uicl|tng0-^m!tl|  Memorial  ilfoapital 

attJi  ®orb0tt-il^utri|in00-^mttly  Clfttfr 


322  Coleman  Street  iUarlin,  Sexaa  76661  Telephone:  883-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

ALLERGY 

NEUROPSYCHIATRY 

Howard  O.  Smith,  M.D.,  F.A.C.S.* 

S.  W.  Hughes,  M.D. 

S.  B.  Morrison,  M.D. 

D.  R.  Swetland,  M.D.,  E’.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 

NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S, 

INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell.  M.D. 

C.  G.  Brown,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D..  F.A.C.S. 


OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr..  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn.  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith.  M.D.,  F.A.C.S.* 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Tru.stees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

‘Expired  May  17th,  1977. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4 105  Live  Oak  Street  DALLAS,  TEXAS  752  1 1 Telephone  823-4 1 5 1 


INTERNAL  MEDICINE 

John  B Alk-n,  M D, , D A B I M 
Morns  E Matters,  M.D  , D.A  B I M 
Channini^  Woods,  M D 
Richard  C.  Stone.  M.D  , Gastroenteroloi'y 
Landon  W.  Stewart,  M D , D A B I M ' 

Cloyce  L,  Stetson,  Jr  , M D , D.A  B 1 M 
David  S.  Sowell,  lil,  M D, , D A B I M , Cardlolo,^y 
Don  E Cheatum,  M D , D A B I.M  , and  DAB  Rhu, 
F.A.C.P  , Rheumatoloity 
W Mark  Armstrong,  M D . D A B 1 M 
Sam  W Waters,  M.D 
George  E.  Thomas,  M D , D A B I M 
Steven  P Bowers,  M.D  , D A B I M 

ORTHOPEDIC  SURGERY 

Georges.  Phalen,  M.D  , D A B OS.,  E A CS. 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M D.,  DAB  O.G 
Vernie  D,  Bodden,  M D 

PEDIATRICS 

Halcuit  Moore.  M D , D A B P.,  E A A P, 

P E Luetke,  Jr  . M D , D A B P , F A A P 
Richard  J.  Gugelmann,  M D , D A B P 

GENERAL  SURGERY 

George  P Fosmire,  M.D  , D A.B  S.,  E A.C.S. 

Stanley  O.  Snyder.  Jr.,  M.D. 

UROLOGY 

Henry  M,  Spence,  M.D  , D A.B.U.,  F A C S. 

William  H.  Hoffman,  M D . D.A  B U..  F A C.S 
Richard  B.  Dulany,  M D , D A.B.U.,  F A.C.S. 


RADIOLOGY 
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<Ro^  For  recurrent  attacks  of 

urinary  tract  infection  in  women 


BactrinrDS& 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.ci.f  or  iO  to  i4  days 

■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carlnll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
Susceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  vyith  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage— 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose— 

-every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

V2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

V/2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 


Creatinine  Recommended 

Clearance  (ml/min)  Dosage  Regimen 

Above  30 Usual  standard  regimen 

^5-30 Vz  the  usual  regimen 

Below  15 Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazc  e per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole— bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored— bottles  of  16  oz 
(1  pint). 

y X Roche  Laboratories 
< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

Please  see  following  page. 


Her  next  attack  of  cystitis  maf  require 


‘f:- 


the  Bactrim 


3-system  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introita 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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The  voluntary  effort  to  nail  down  hospital  costs,  many  health  providers  believe,  is 
the  appropriate  alternative  to  federal  cost  controls.  To  stave  off  government  inter- 
vention, writes  James  Peden,  MD,  in  this  month’s  editorial,  hospital  administrators, 
physicians,  and  hospital  boards  must  cooperate  in  containing  costs.  On  page  59, 
author  J.  H.  U.  Brown,  PhD,  offers  specific  ideas  for  trimming  clinical  laboratory 
costs. 
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Foreign  nurse  examination 

A screening  examination  for  foreign  nurses  who  want  to 
practice  as  RNs  in  the  United  States  will  be  given  Oct  3 in 
Houston  by  the  Commission  on  Graduates  of  Foreign 
Nursing  Schools.  This  same  test  will  be  given  on  that 
date  in  four  other  US  cities.  All  applications  must  be  sub- 
mitted to  the  commission  by  July  16  and  may  be  obtained 
by  writing  the  commission,  3624  Market  St,  Philadelphia, 
PA  19104.  (215)  349-8767. 

Clinical  nutrition  clerkships 

Twenty-five  clerkships  in  clinical  nutrition  are  being  of- 
fered to  third-  and  fourth-year  medical  students  by  the 
AMA  Joseph  Goldberger  scholarship  program.  Students 
accepted  for  the  4-6  weeks  clerkships  will  .receive  living 
expenses  ($200  per  month)  and  up  to  $400  for  travel. 
Schools  participating  in  the  program  are  the  Universities 
of  California  (Davis  and  San  Francisco),  Colorado,  Texas 
(Houston),  Albany,  Baylor,  Boston,  Ohio  State,  Chicago, 
Boston  Children's,  Columbia,  Harvard,  Mayo,  and  New 
Jersey  Medical  Schools.  Deadlines  for  applications  are 
Aug  1 , 1 979,  for  clerkships  between  Dec  1 , 1 979  and  May 
31 , 1 980;  and  Feb  1 , 1 980,  for  clerkships  between  June  1 , 
1980  and  December  1,  1980.  For  further  information 
contact  the  Department  of  Foods  and  Nutrition,  AMA 
Headquarters,  535  North  Dearborn  St,  Chicago,  IL  60610 
(312)  751-6514. 

Hidden  medical  condition  index 

The  Medic  Alert  Foundation  has  published  an  index  to 
and  prevalence  of  hidden  medical  diseases  and  condi- 
tions in  the  USA.  The  new  booklet  indexes  27  categories 
of  hidden  medical  conditions,  ranging  from  endocrine, 
nutritional  and  metabolic  diseases  through  diseases  of 
the  blood  and  bloodforming  organs,  the  nervous  system 
and  sense  organs,  and  diseases  of  the  circulatory  system. 
Copies  of  the  new  publication  entitled  “Why  Medic  Alert? 
— Index  and  Prevalence  of  Hidden  Medical  Diseases  or 
Problems’’  are  available  from  Medic  Alert  Foundation 
International,  PO  Box  1009,  Turlock,  CA  95380. 

PUPP 

A rash  which  is  different  from  previously  known  rashes 
that  annoy  pregnant  women  has  been  called  PUPP  or 
“pruritic  urticarial  papules  and  plaques  of  pregnancy.  ” 
This  rash  breaks  out  in  the  final  three  months  of  preg- 
nancy on  the  abdomen,  thighs,  buttocks,  and  arms.  In 


all  seven  cases  reported  by  Thomas  J.  Lawley,  MD,  of 
the  dermatology  branch.  National  Cancer  Institute,  Be- 
thesda,  MD,  the  itching  was  intense.  Medicated  skin 
creams  eased  the  itching  and  the  rash  cleared  up  after 
delivery.  The  exact  cause  of  the  rash  is  still  unknown. 

TV  HEALTH  SERIES 

“Here’s  To  Your  Health,  ” a national  television  series 
geared  solely  at  providing  medical  self-care  tools  and 
information  to  the  consumer,  is  on  the  air  now  and  will 
continue  programming  through  December  on  a regular 
basis  (check  local  listings  for  broadcast  time.)  Produced 
by  KERA-TV  Dallas/Fort  Worth  in  cooperation  with  The 
University  of  Texas  Health  Science  Center  at  Dallas,  the 
program  is  cohosted  by  Al  Roberts,  MD,  associate  dean 
of  The  University  of  Texas  Southwestern  Medical  School 
at  Dallas,  and  Anne  Race,  MD,  director  of  mental  health 
services  at  both  Southwestern  Medical  School  and  South- 
ern Methodist  University.  In-depth  interviews  are  inter- 
spersed with  film  segments,  charts,  and  animated  car- 
toons to  help  consumers  understand  disease  prevention 
and  personal  health  maintenance.  The  show  aims  at  pro- 
viding reliable  information  on  diagnosis  and  treatment  that 
can  be  done  at  home;  promoting  individual  responsibility 
for  good  health;  aiding  in  disease  prevention;  and  provid- 
ing a continuing  guide  to  available  information  and  ser- 
vices, thus  producing  a better  informed  public. 
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Public  health,  VE,  dues  hike 
prompt  debate  in  House 

Relief  from  federal  control  of  medicine,  the  value  of  volun- 
tary cost-effective  efforts  by  medicine,  and  a wide  spec- 
trum of  physician  and  public  education  issues  were  pre- 
dominant concerns  of  the  Texas  Medical  Association's 
House  of  Delegates  meeting  May  3-6  in  Dallas. 

Incoming  president  Mario  E.  Ramirez,  MD,  of  Rio 
Grande  City,  announced  to  the  280-member  House  of 
Delegates  that  he  would  devote  special  attention  to  public 
education  this  year.  The  South  Texas  physician  appoint- 
ed Joseph  Painter,  MD,  of  Houston  as  chairman  of  a com- 
mittee to  coordinate  realistic  plans  for  health  education 
in  the  state. 

The  delegates  supported  matters  related  to  public 
health  and  adopted  positions  on  alcohol,  emergency  tele- 
phone systems,  hospices,  athletic  injuries,  special  educa- 
tion of  children,  amphetamines,  blood  transfusion,  nutri- 
tion, cancer,  tuberculosis,  and  vehicular  injuries  to 
children. 

Urging  that  continued  informational  articles  be  pub- 
lished in  Texas  Medicine  on  the  objectives  and  avail- 
ability of  hospice  programs,  the  delegates  also  stated  that 
the  treatment  of  the  terminally  ill  patient  be  handled  on 
an  individualized  basis.  The  Executive  Board  of  the  As- 
sociation was  asked  to  assign  the  continued  monitoring 
of  hospice  care  programs  to  an  appropriate  committee. 

Physician  overprescribing  of  amphetamines  was  also 
discussed  by  delegates,  who  expressed  their  continued 
support  of  bills  in  the  Texas  legislature  intended  to  cur- 
tail the  indiscriminate  prescribing  of  controlled  substances. 

The  American  philosophy  on  voluntarism  was  restated 
by  the  delegates  in  numerous  ways  during  the  1 12th  An- 
nual Session.  In  a report  on  catastrophic  health  insur- 
ance, the  House  called  for  the  Texas  Medical  Association 
to  work  with  the  hospital  and  insurance  industries  to  ex- 
pand the  availability  of  voluntary  catastrophic  health  in- 
surance through  the  private  market.  The  plan  asked  that 
particular  attention  be  given  to:  relatively  low-cost  addi- 
tional “umbrella  coverage,”  to  group  plans  with  larger  risk 
pools,  and  to  savings  possible  through  elimination  of  first- 
dollar  coverage. 

Supporting  the  national  voluntary  effort  on  cost  contain- 
ment, the  delegates  commended  outgoing  president 
Mylie  Durham,  MD,  for  his  leadership  in  the  Texas  pro- 
gram. They  also  adopted  a resolution  opposing  national 


legislation  which  would  impose  mandatory  cost  controls  5 

on  the  health  care  sector  and  reiterated  their  belief  that 
an  arbitrary  cap  on  hospital  revenues  would  lead  to  ration- 
ing of  health  care. 

On  yet  another  aspect  of  voluntarism,  the  House  of 
Delegates  adopted  a policy  statement  introduced  by  the 
TMA  Executive  Board  urging  diligent  efforts  to  preserve 
private,  personal  medical  and  health  care  by  building 
“upon  the  existing  system  of  private  health  insurance.  ” 

In  adopting  the  position,  delegates  opposed  national 
compulsory  health  insurance  and  urged  that  responsibility 
for  health  care  of  the  medically  indigent  be  reassumed 
by  local  state  and  charitable  agencies  with  the  criteria 
for  indigency  determined  by  agencies  of  local  government 
free  from  federal  intervention.  The  position  statement  em- 
phasized that  the  TMA  was  particularly  mindful  of  the 
American  public’s  concern  about  high  living  costs  and  in- 
flation, and  its  desire  for  reduced  taxes  and  more  efficient 
expenditure  of  public  funds. 

In  the  nongovernmental  sector,  delegates  asked  that 
the  American  Medical  Association  continue  to  monitor  the 
activities  of  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals to  assure  that  the  JCAH  carries  out  its  intent  to 
reduce  survey  duplication  and  to  avoid  restrictive  require- 
ments that  increase  the  cost  of  medical  care. 

Delegates  also  addressed  existing  laws  relating  to  the 
National  Comprehensive  Health  Planning  Law  (PL  93- 
641).  While  recommending  that  physicians  respectfully 
abide  by  existing  comprehensive  health  planning  laws, 
the  House  also  urged  repeal  of  PL  93-641. 

Recognizing  the  reality  of  the  law  establishing  profes- 
sional standards  review  organizations,  the  delegates  reaf- 
firmed their  support  of  the  Texas  Institute  for  Medical  As- 
sessment, which  was  esiablished  as  a single,  statewide 
PSRO.  Delegates  expressed  their  belief  that  TIMA  has 
carried  out  the  wishes  of  the  TMA  House  of  Delegates. 

The  House  also  declared  its  continued  support  for  the 
state’s  role  in  conducting  medically  related  programs, 
citing  their  concern  over  proposed  regulations  to  imple- 
ment Title  XVI  of  PL  93-641.  In  those  proposals,  the 
Department  of  Health,  Education,  and  Welfare  is  seeking 
to  phase  out  the  Hill-Burton  program  according  to  its  own 
criteria. 


Physician  Education  and  Health  Care  Access 

The  complexity  of  medical  and  health  education — from 
allied  health  care  professionals  to  physicians  in  all  spe- 
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cialties — was  apparent  in  the  discussions  of  the  dele- 
gates. Delegates  reiterated  their  support  for  state  funding 
for  graduate  education  and  for  continued  expansion  of 
family  practice  and  primary  care  programs.  In  addition, 
they  favored  greater  efforts  to  encourage  physicians  to 
enter  practice  in  rural  areas  and  emphasis  on  needed 
emergency  medical  systems  where  they  do  not  exist. 
Viewing  the  problems  in  health  care  access  as  a chal- 
lenge, the  delegates  supported  incentives  leading  to  long- 
term solutions  such  as  monitoring  successful  programs, 
and  encouraging  the  expansion  of  preceptorship  pro- 
grams to  influence  students  to  move  into  underserved 
areas. 

Delegates  also  declared  their  belief  that  graduate  edu- 
cation of  physicians  should  include  at  least  a year  of 
broad,  general  training  for  residents  regardless  of  special- 
ty, emphasizing  their  philosophy  that  TMA  should  support 
training  which  includes  rotation  through  the  major  fields 
of  medical  practice. 

Medical  students  also  brought  their  philosophical  views 
to  the  House  of  Delegates  on  many  issues  surrounding 
their  education.  Topics  spanned  minority  admissions  pro- 
grams, equal  opportunity  for  men  and  women,  rural  pre- 
ceptorships,  noncognitive  criteria  in  selection  of  students 
for  medical  schools,  and  medical  student  support  groups. 
A resolution  encouraging  rural  preceptorships  was  adopt- 
ed. Delegates  modified  the  proposals  on  minority  admis- 
sions and  equal  opportunity  for  men  and  women.  As 
amended,  the  House  expressed  support  for  admitting  only 
the  best  qualified  students  to  Texas  medical  schools  with- 
out regard  to  sex,  race,  color,  or  creed.  Delegates  sup- 
ported the  concept  of  equal  social,  economic,  and  profes- 
sional opportunity  for  women. 

Continuing  education  of  physicians  also  was  addressed 
by  delegates,  who  commented  that  ample  continuing  edu- 
cation opportunities  are  available  for  physicians  and 
asked  that  the  AMA  not  engage  in  continuing  education 
programs  that  are  not  cost-effective. 

Nursing  and  paraprofessional  education  and  roles  were 
another  item  of  interest  to  the  delegates.  Career  ladder 
nursing  programs  were  approved  as  an  appropriate 
means  to  permit  graduates  of  associate  degree  programs 
and  diploma  schools  to  continue  their  education  to  the 
baccalaureate  level  when  desired. 

Specialty  Society  Representation 

Supporting  increased  communication  and  participation  of 


specialty  societies  in  the  Texas  Medical  Association,  the 
delegates  approved  medical  specialty  society  representa- 
tion in  the  TMA  House  of  Delegates.  Representatives 
would  be  nonvoting  members  of  the  House  and  would  be 
selected  according  to  criteria  established  by  the  Executive 
Board  with  final  approval  by  the  House  of  Delegates. 

Dues  Increase 

The  House  approved  a $20  dues  increase  effective  Jan 
1 , 1 980.  Total  dues  then  will  be  $200. 

New  officers  take  helm, 
set  course  for  1979-1980 

Nearly  every  region  of  the  state  is  represented  in  the 
1979-1980  slate  of  officers  elected  May  6 during  the 
Texas  Medical  Association’s  annual  session  in  Dallas. 

Durwood  Neal,  MD,  Fort  Worth,  was  chosen  as  the  As- 
sociation’s president-elect.  Dr  Neal  is  a former  president 
of  the  Texas  Academy  of  Family  Physicians,  the  Tarrant 
County  Medical  Society,  and  the  medical  staffs  of  Ft 
Worth’s  John  Peter  Smith,  W.  I.  Cook  Children’s,  and  All 
Saints  Episcopal  Hospitals.  He  also  served  as  past  chair- 
man of  TMA's  Council  on  Communication. 

Percy  Luecke,  MD,  Dallas,  was  elected  vice-president 
to  Mario  Ramirez,  MD,  Rio  Grande  City.  Some  of  Dr 
Luecke’s  TMA  involvements  include  serving  as  chairman 
of  the  Dallas  County  delegation  and  as  a consultant  to 
the  Committee  on  School  Health.  He  is  also  past  presi- 
dent of  the  medical  staff  at  Children’s  Medical  Center  of 
Dallas  and  was  one  of  the  youngest  presidents  of  the 
Dallas  County  Medical  Society. 

Warren  Tingley,  MD,  Arlington,  was  elected  to  a full 
term  as  treasurer  after  having  served  as  an  appointee 
to  fill  a vacancy  in  that  position  last  year.  Dr  Tingley 
has  been  a TMA  delegate  since  1974  and  has  been  presi- 
dent of  the  Tarrant  County  Medical  Society’s  Arlington 
Branch.  He  also  served  on  the  board  of  directors  and 
as  president  of  the  Texas  Society  of  Internal  Medicine. 

In  1978,  he  was  appointed  a trustee  of  the  American  So- 
ciety of  Internal  Medicine. 

Gordon  McGee,  MD,  El  Paso,  was  elected  a new 


Durwood  Neal.  MD.  F.  Warren  Tingley.  MD. 

president-elect.  TMA  treasurer. 
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trustee  and  Eugene  L.  Slataper,  MD,  Houston  was  elect- 
ed as  at-large  member  of  The  Executive  Board.  Reelect- 
ed to  posts  were  Milton  V.  Davis,  MD,  Dallas,  speaker  of 
the  House  of  Delegates;  D.  Clifford  Burross,  MD,  Wichita 
Falls,  vice-speaker;  and  Paul  Meyer,  MD,  Port  Arthur, 
trustee. 

Other  elective  positions  included  Ira  Budwig,  MD,  El 
Paso,  councilor.  First  District;  William  Gordon,  MD,  San 
Angelo,  councilor.  Fourth  District;  William  Smyth,  MD, 
Tyler,  councilor.  Eleventh  District;  Drue  O.  D.  Ware,  MD, 
Fort  Worth,  councilor.  Thirteenth  District;  and  Oscar 
Marchman,  MD,  Dallas,  councilor.  Fourteenth  District.  S. 
E.  Thompson,  MD,  of  Richmond  was  elected  AMA  dele- 
gate. Mario  E.  Ramirez,  MD,  Rio  Grande  City,  and 
George  Alexander,  MD,  Houston,  were  elected  alternate 
delegates. 

Dr  Ramirez  was  installed  as  president  of  the  Associa- 
tion (see  story ). 

New  TMA  Auxiliary  president 
stresses  pros  of  volunteering 

More  than  500  Texas  Medical  Association  Auxiliary  mem- 
bers participated  in  the  Auxiliary’s  annual  convention  held 
simultaneously  with  TMA’s  annual  session  in  Dallas,  May 
3-6. 

“Daring  To  Do,”  the  convention  theme,  emphasized  the 
Auxiliary’s  work  during  the  past  year  which  included  spon- 
sorship of  numerous  educational  programs  dealing  with 
school  health  and  preventive  health  care. 

Mrs  Graham  B.  Milburn  of  San  Antonio,  was  installed 
as  the  62nd  TMAA  president  at  a luncheon  on  May  4, 
and  announced  the  1979-1980  TMA  Auxiliary  theme  by 
quoting  Albert  Schweitzer:  "It  is  not  enough  merely  to 
exist;  you  must  give  some  time  to  your  fellow  man,  even 
if  it  is  a little  thing.  Do  something  for  those  who  need 
man’s  help,  for  which  you  get  no  other  pay  but  the  privi- 
lege of  doing.” 

Also  installed  were  Mrs  W.  Arnold  Pitchford,  president- 
elect, El  Paso;  Mrs  Raymond  Benski,  first  vice  president, 
Nederland;  Mrs  J.  D.  Cone,  western  regional  vice  presi- 


TMAA  immediate  past  president  Mrs  Mylie  E.  Durham  installs  Mrs 
Graham  B Milburn  as  the  1979-1980  president  during  the  TMAA 
annual  convention  in  Dallas. 


dent,  Odessa;  Mrs  Elmer  Vogelpohl,  southern  regional 
vice  president,  Galveston;  Mrs  William  B.  Shelton  Jr, 
eastern  regional  vice  president,  Lufkin;  Mrs  George  Bry- 
ant, northern  regional  vice  president,  Waco;  Mrs  Paul  W. 
Mathews  Jr,  recording  secretary.  Fort  Worth;  Mrs  Eugene 
T.  Standley,  corresponding  secretary,  San  Antonio;  Mrs 
Robert  A.  McClure,  treasurer,  Houston;  and  Mrs  Frank 
M.  Posey  Jr,  parliamentarian,  San  Antonio. 

British  doctor  examines 
national  health  pros  & cons 

The  British  National  Health  Service  is  a “workable  sys- 
tem,” said  W.  B.  Thomson,  MD,  consultant  physician  at 
High  Wycombe  District  Hospitals  in  England;  however, 
the  medical  professionals  need  to  have  more  direct  input 
into  the  organization  and  decision-making  processes  of 
health  care.  Dr  Thomson  spoke  to  some  30  physicians 
at  an  annual  session  presentation  entitled  “The  British 
National  Health  Service — An  Evaluation.” 

The  British  doctor  said  that  during  the  1960s,  most  phy- 
sicians in  the  BNHS  “were  poor  but  happy”  in  their  in- 
dependence to  practice  and  have  a say  in  the  workings 
of  the  health  system.  However,  as  a result  of  a reorgani- 
zation in  1974,  doctors  have  lost  their  direct  input  power. 
It’s  harder  now  for  clinics  and  hospitals  to  get  funding 
for  new  projects  because  proposals  become  “bogged 
down  in  committees,”  he  said.  “ We  don’t  accept  the  old 
boy  system,”  Dr  Thomson  said.  “Everything  goes  through 
committee  and  the  outcome  depends  on  consensus 
control.” 

While  most  patients  under  the  British  system  are  happy 
with  their  medical  care.  Dr  Thomson  said  that  the  morale 
of  the  medical  professionals  is  low.  Citing  frustration  and 
finance  as  two  of  the  main  causes  of  dissatisfaction,  he 
criticized  the  British  government  for  its  rigid  and  restrictive 
pay  policies. 

Noting  that  the  USA  spends  more  money  per  person 
per  year  than  most  other  countries.  Dr  Thomson  said  that 
in  Britain,  studies  show  that  for  1976,  the  average  patient 
in  the  BNHS  paid  $14  out-of-pocket  for  the  year’s  medical 
expenses.  During  the  same  year,  the  average  worker  in 
the  BNHS  paid  $54  through  tax  controls. 

British  doctors  contract  their  services  to  the  government 
and  salaries  are  generally  low.  A general  practice  physi- 
cian after  six  years  of  practice  could  expect  a maximum 
salary  of  approximately  $30,000.  A specialist  or  consul- 
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tant  could  expect  a maximum  salary  of  approximately 
$24,000  after  four  years  of  practice.  Said  Dr  Thomson, 
“There’s  no  inducement  for  doctors  to  specialize  when 
they  know  they  won’t  be  making  any  more  than  a general 
practitioner.” 

Thomson  acknowledged  that  government  encroach- 
ment into  health  care  is  inevitable  and  warned  Ameri- 
can doctors  to  be  wary  of  too  much  federal  intervention, 
to  anticipate  moves  by  politicians  and  legislators,  and 
lead  the  way  to  promoting  a national  health  service. 

County  jails  strive  for 
health  care  accreditation 

More  than  a year  has  passed  since  the  Texas  Medical 
Association  embarked  on  a pilot  project  aimed  at  improv- 
ing health  care  in  county  jails  through  accreditation.  The 
project,  funded  by  a grant  from  the  Law  Enforcement 
Assistance  Administration  (LEAA)  to  the  American  Medi- 
cal Association,  began  in  1975  with  six  states  participat- 
ing. Texas  was  one  of  ten  new  states  selected  in  1978  to 
join  in  the  expanded  project,  bringing  the  number  of  par- 
ticipating medical  societies  to  16. 

To  be  accredited  county  jails  are  expected  to  address 
42  standards  established  by  the  AMA  covering  medical 
care  and  health  services.  These  standards  serve  as 
guidelines  to  physicians,  jail  authorities,  and  health  care 
providers  as  to  what  services  and  resources  are  neces- 
sary to  provide  adequate  medical  care  to  inmates  as  re- 
quired by  the  courts. 

A county  jail  must  meet  ten  essential  standards  and  no 
less  than  70%  of  the  remaining  32  to  achieve  a one-year 
accreditation.  Meeting  85%  of  the  remaining  32  standards 
would  yield  a two-year  accreditation.  The  standards  in- 
clude such  procedures  as  screening  inmates  for  con- 
tagious diseases,  providing  emergency  care,  and  helping 
addicts  withdraw  from  drugs  or  alcohol.  The  essential 
standards  require,  for  example,  that  a physician  licensed 
in  the  state  be  responsible  for  the  operation  of  the  jail 
medical  facilities. 

Other  essential  standards  include  standing  operating 
procedures  and  certification  requirements  for  medical  per- 
sonnel. 

When  Texas  first  entered  the  program  in  April  1978, 
TMA  contacted  the  state’s  sheriffs  and  county  medical 
societies  seeking  applicants  for  the  volunteer  program. 


Four  counties — Harris,  Orange,  Dallas,  and  Travis — were 
ultimately  selected  as  state  pilot  projects.  The  size  of  the 
facility  and  status  of  the  existing  health  care  services  at 
these  facilities  were  deciding  factors  in  determining  which 
counties  were  to  participate  in  the  program,  as  were  the 
interest  and  willingness  shown  by  jail  officials  to  make 
appropriate  changes. 

Mike  Young,  director  of  medical  service  at  TMA  and 
state  pilot  project  director  for  the  program,  said  many 
jails  seek  accreditation  because  it  instills  a public  and 
professional  pride  in  the  way  a jail  medical  facility  is  being 
run.  It  also  shows  the  public  that  a county  jail  meets  cer- 
tain nationally  adopted  standards  in  terms  of  medical  fa- 
cilities and  procedures. 

The  Texas  project  is  working  with  jails  that  house  more 
inmates  than  any  other  old  or  new  state  project.  To  help 
the  jails  meet  the  standards,  TMA  has  supplied  advice 
and  technical  assistance.  Travis  and  Dallas  county  jails 
are  considered  applicants  for  accreditation  because  both 
are  still  working  to  meet  the  established  standards.  Harris 
and  Orange  County  jails  are  candidates  for  accreditation, 
having  already  indicated  by  self-surveys  that  they  are  in 
compliance  with  the  essential  standards.  Orange  County 
underwent  an  on-site  survey  in  April.  A survey  team, 
made  up  of  one  physician  not  associated  with  the  jail,  the 
Texas  pilot  director,  and  an  advisor  supplied  by  the  AMA, 
toured  the  facility  checking  medical  records  and  interview- 
ing medical  staff,  jailers,  jail  administrators,  and  inmates 
as  to  the  level  of  medical  care.  The  team  sent  their  find- 
ings to  the  AMA  National  Advisory  Committee  to  Improve 
Medical  Care  and  Health  Services  in  Jails,  which  will  de- 
cide whether  or  not  Orange  County  jail  qualifies  for  ac- 
creditation. Harris  County  jail  is  expected  to  be  surveyed 
soon. 

Humble  physician  wins 
TMA  service  award 

Haden  McKay,  Jr,  MD,  of  Humble  has  been  selected  to 
receive  TMA’s  Distinguished  Service  Award,  given  for 
outstanding  contributions  to  public  service  and  the  medi- 
cal profession.  The  award  will  be  presented  at  the  fall 
session  of  the  House  of  Delegates. 

Dr  McKay  is  serving  his  fourth  term  as  mayor  of 
Humble,  playing  a vital  role  in  the  civic  and  political 
affairs  of  his  community. 

In  the  course  of  more  than  40  years  of  TMA  member- 
ship, the  general  practitioner  has  served  as  vice  presi- 
dent of  the  Harris  County  Medical  Society,  member  of  the 
society’s  Executive  Board,  president  of  the  Ninth  District 
Medical  Society,  and  delegate  to  the  AMA.  His  specialty 
society  activities  include  serving  as  president  of  the  Texas 
Academy  of  Family  Physicians  and  as  a Texas  delegate 
to  the  American  Academy  of  Family  Physicians. 

Dr  McKay  currently  serves  on  the  TMA  Executive  Board 
and  the  Board  of  Councilors. 
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"I  SEE  A LOMG 
LIFETIME  OF 
GOOD  HEALTH, 
HHAMCIAL 
SECUMTY,  AHD 
EARLY 
RETIREMENT" 


Your  Texas  Medical  Association  took  the  guesswork  out  of 
your  financial  security  by  establishing  generous  coverage 
termination  dotes  due  to  oge  under  each  of  its  insurance 
plans . . . 


LONG  TERM  DISABILITY  INCOME AGE  75 


OFFICE  OVERHEAD AGE  70 

PERSONAL  ACCIDENT AGE  70 

MAJOR  MEDICAL LIFETIME 

LIFE  INSURANCE LIFETIME 


Refer  to  your  TMA  Insurance  Brochure  for  specifics 

JUST  ONE  MORE  REASON  WHY  YOUR  TEXAS  MEDICAL 
ASSOCIATION  INSURANCE  PROGRAM  SERVES  YOU  BEST 

FOR  INFORMATION  OR  SERVICE 
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TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

1901  N.  Lomor  Dlvd.  • Austin,  Texas  78705 
TOLL  FREE  1 -800-252-931 8 
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Annual  session  sports  events 
draw  101  participants 

Tennis,  golf,  and  running  drew  more  than  100  physician 
athletes  to  varying  competitions  during  the  TMA  annual 
session  in  May.  Golf  and  tennis  tournaments  were  held 
at  the  Las  Colinas  Country  Club  in  Irving,  and  a 3.1 -mile 
Run  for  Fun  was  held  for  early  risers  at  Bachman  Lake. 

Thirty-six  golfers  teed  off  and  played  across  the  soggy 
18-hole  course,  and  awards  for  the  low  gross  and  low  net 
winners  were  presented.  Mack  Bailey  Cawthron,  MD, 
Arlington,  and  William  J.  Bennett,  MD,  Dallas,  tied  as  first 
place  low  gross  winners  with  scores  of  81 . John  Holland, 
III,  MD,  was  runner-up  with  a score  of  82. 

David  Russell,  MD,  and  R.  Kent  Cherry,  MD,  both  of 
Arlington,  and  Dr  Bennett  tied  for  low  net  score.  Dr  Ben- 
nett organized  the  event. 

While  the  golfers  were  swinging,  13  tennis  players 
stroked  their  way  through  the  first  round  of  the  TMA  open. 
Winner  of  the  men’s  open-singles  was  Don  Mitchell, 

MD,  of  Houston,  followed  by  Neal  Small,  MD,  of  Plano 
as  runner-up.  Drs  Mitchell  and  Small  teamed  up  to  win 
the  men's  open-doubles;  David  Lockman,  MD,  Dallas  and 
Rex  Anderson,  MD,  Abilene  were  runners-up.  Dr  Lock- 
man  won  the  consolation  round,  and  Stephen  Webb,  MD, 


of  Dallas  was  runner-up. 

James  Shepherd,  MD,  of  Georgetown  won  the  men’s 
45  and  over  singles.  Bernard  Fein,  MD,  of  San  Antonio 
was  runner-up.  Drs  Fein  and  Shepherd  teamed  up  to  win 
the  men’s  45  and  over  doubles,  placing  Otto  Brandt, 

MD,  and  Clift  Price,  MD,  both  of  Austin,  as  runners-up. 
Phil  H.  Berry,  MD,  of  Dallas  organized  this  event. 

On  Saturday  morning,  52  runners  took  their  mark,  got 
set,  and  went  3.1  miles  around  Bachman  Lake  in  TMA’s 
second  annual  Run  for  Fun.  John  W.  Roberts,  MD,  a 
surgeon  from  Temple,  led  the  pack  over  the  finish  line 
with  a winning  time  of  17:21.  The  first  female  to  finish 
was  Rosalyn  Constant  of  McKinney  who  clocked  in  at 
24:08.  Michael  S.  Harris,  MD,  of  Dallas  organized  the 
event. 

Coming  next  month 

Articles  scheduled  for  publication  in  the  August  issue  of 
Texas  Medicine  deal  with  tricyclic  antidepressants,  insulin 
therapy  for  diabetic  ketoacidosis,  renal  sodium  regulation 
and  salt-wasting  nephropathy,  no-fault  malpractice  in- 
surance, and  a case  report  of  an  unusual  form  of  mesen- 
chymoma. Texas  Medicine  also  will  feature  a roundup 
of  legislation  affecting  Texas  physicians. 


Investment  performance 

for  TMA  Members’  Retirement  Plan  and  Trust 


(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling  in  the  program,  comparative  perfor- 
mances for  investments  are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  news- 
papers list  up-to-the  minute  values  on  mutual  funds.) 


Investment  Media^ 

1979 

through 

5/31/79 

3 Years 

Ended 

12/31/78 

5 Years 

Ended 

12/31/78 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-0.8 

+39.5 

+ 7.6 

2.1 

Loomis-Sayles  Mutual  Fund 

-1-0.4 

+ 3.1 

- 9.7 

5.0 

Mercantile  Bank  HR-10  Equity  Fund 

-H6.3 

+24.9 

+ 17.8 

— 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

-1-3.3 

+ 22.9 

+ 28.1 

— 

T.  Rowe  Price  Growth  Stock  Fund 

-1.9 

+ 9.1 

- 3.8 

2.5 

T.  Rowe  Price  New  Income  Fund 

-2.7 

+ 0.2 

- 2.9 

8.1 

Stein,  Roe  & Farnham  Balanced  Fund 

+ 3.5 

+ 3.6 

- 7.4 

4.0 

Standard  & Poor  500  Stock  Average 

+ 3.1 

+ 6.6 

- 1.3 

— 

Dow  Jones  Industrial  Average 

+ 2.2 

- 5.6 

- 5.4 

— 

a.  Mutual  Fund  performances  include  reinvested  capital  gain  distributions. 

b.  Mercantile  HR-10  Equity  and  Fixed  Income  Funds  make  no  distributions.  All  earnings  are  retained  in  the  respective  funds. 


TEXAS  MEDICINE 


They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


Ihe  primary 
beneficiaries  of 


ORAL 

HYDERGENE'^r 

Each  1 mg  Hydergine  tablet  containsdihydroergocornine  mesylate0.333mg,dihydro- 
ergocristine  mesylate  0.333  mg , and  di  hydroergocrypti  ne  (di  hydro-alpha-ergocry  pti  ne 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1]  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 


The  still-functioning  geriatric  can  benefit 
from  Hydergine  treatment 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded— the 
ability  to  function  can  be  maintained. 

! Oral  Hydergine  tablets  promote 
: better  patient  compliance 
Compared  with  the  sublingual  form,  dosage  administra- 
I tion  is  easier,  with  less  need  for  supervision. 

I 

© 1979  Sandoz,  Inc. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  should 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  effects  have  not  been  found.  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin- 
gual tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  tOO  and  500 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg;  packages  of  100, 500,  and  1000  Hydergine  sublingual  tablets  0.5  mg,  contain- 
ing dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0,167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.167  mg,  representing  a total  of  0.5  mg; 
packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  for  full  product  information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936  sandoz 

SDZ  9 350 
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PROFESSIONAL  LIABILITY  INSURANCE 

Li<^L  may'L  of  distinction 


iS  a 


A.  F.  Ennis,  Jr.  and  B.  C.  Crim,  Suite  210,  712  N.  Washington,  Dallas  75246 

L.  W.  Kirk  and  J.  L.  Svec,  Suite  255,  7887  Katy  Fwy.,  Houston  77024 

M.  C.  Rollons,  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 
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Since  1899 


Professional  Protection  Exclusively  since  1899 


Bank  Financing 
I for  Physicians  | 


I 

I 

I 

I 

I 

I 

I 

I 


We  specialize  in  equipment  leasing  and  financing, 
unsecured  loans  and  lines  of  credit  to  Physicians 
And  we  handie  it  all  by  mail. 

Unsecured  loans  with  optional  dollar  amounts 
(to  $10,000),  optional  payment  schedules.  Equipment 
leasing  to  give  you  tax  advantages,  restore  operating 
capital,  convert  unused  depreciation  to  cash.  And  lines 
of  credit  to  provide  for  future  cash  needs. 

We  charge  tax  deductible  bank  rates.  You  won’t  spend 
any  of  your  valuable  time  at  your  bank,  and  you'll  re- 
serve your  regular  bank  credit  for  times  when  you 
really  need  it. 

For  further  information,  complete  and  mail  this  coupon 
today.  I want  to  know  more  about: 

_ Unsecured  Loans  _ Sale  & Lease  Back  Plans 
__  A Line  of  Credit  — Lease-Purchase  Plans 
__  Equipment  Leasing  . Equipment  Financing 

__ 
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Profemional 
Service*  DIvieion 

P.  O.  Box  101  Jacksonville,  Texas 
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Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
James  T.  Lee,  M.D. 

Paul  J.  Foxcroft,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

Richard  H.  Moore,  M.D. 

Dalton  R.  Carpenter,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
K.  Thomas  Bose,  M.D. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith.  M.D.,  F.A.C.P. 

Preston  McCall.  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

Lowell  L.  Harvey,  M.D..  Pulmonary 
John  A.  Caras,  M.D.,  Endocrinology 
Rick  Y.  Ho,  M.D.,  Gastroenterology 

FAMILY  PRACTICE 
J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany.  M.D. 

Madeleine  Kent,  M.D. 

UROLOGY 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


MEDICAL  NEWSMAKERS 


MICHAEL  S.  BROWN,  MD,  and  JOSEPH  L.  GOLD- 
STEIN, MD,  professors  at  UT  Southwestern  Medical 
School  in  Dallas,  are  the  recipients  of  the  first  annual 
Richard  Lounsbery  Award  for  Biology  and  Medicine  pre- 
sented by  the  National  Academy  of  Science.  Drs  Brown 
and  Goldstein  have  been  honored  for  their  research  in 
identifying  a biochemical  pathway  by  which  the  body  con- 
trols the  production  of  cholesterol. 

MARIO  E.  RAMIREZ,  MD,  Rio  Grande  City,  TMA  presi- 
dent, has  received  the  Presidential  Citation  honoring  out- 
standing alumni  of  The  University  of  Texas  at  Austin. 

C.  E.  GIBBS,  JR,  MD,  San  Antonio,  has  been  appointed 
to  serve  on  the  AMA  Committee  on  Maternal,  Adolescent, 
and  Child  Health.  Dr  Gibbs  is  chairman  of  the  TMA  Com- 
mittee on  Maternal  and  Child  Health. 

DAN  G.  McNAMARA,  MD,  Houston,  has  been  elected 
vice  president  and  CHARLES  B.  MULLINS,  MD,  Dallas, 
secretary,  of  the  American  College  of  Cardiology  (ACC). 
Elected  to  serve  as  the  new  chairman  of  the  ACC  Board 
of  Governors  was  JOHN  F.  WILLIAMS,  JR,  MD,  Gal- 
veston. 

CHARLES  A.  BERRY,  MD,  Houston,  has  been  selected 
by  the  American  Medical  Association  to  receive  the  1979 
Dr  Rodman  E.  Sheen  and  Thomas  G.  Sheen  Award. 

CASEY  E.  PATTERSON,  MD,  Dallas,  has  been  named 
Neurosurgeon  of  the  Year — 1979  by  the  Texas  Associa- 
tion of  Neurological  Surgeons. 


JAMES  R.  CLARK,  MD,  Brownsville,  has  been  named 
Health  Professional  of  the  Year  by  the  Texas  Nurses  As- 
sociation. Honored  for  his  leadership  in  infant  and  mater- 
nal care  in  the  Rio  Grande  Valley,  Dr  Clark  is  the  found- 
er of  Brownsville  Woman’s  Clinic,  Inc,  and  chief  of  staff 
at  Brownsville  Medical  Center. 

EDWARD  N.  BRANDT,  JR,  MD,  PhD,  vice  chancellor  for 
health  affairs,  UT  System,  Austin,  has  been  appointed 
to  the  AMA  Liaison  Committee  on  Continuing  Medical 
Education  Review  Committee. 

JAMES  ROGER  BULLARD,  MD,  has  been  named  direc- 
tor of  the  obstetrical-anesthesiology  department  at  Baylor 
University  Medical  Center.  Dr  Bullard  is  a diplomat  of  the 
American  Board  of  Anesthesiology,  and  a member  of  the 
American  Society  of  Anesthesiologists,  the  International 
Anesthesia  Research  Society,  and  the  American  Medical 
Association. 

A.  D.  CATTERSON,  MD,  Houston,  has  been  appointed 
representative  to  the  AMA  Residency  Review  Committee 
for  Preventive  Medicine. 

HAROLD  MURRAY,  PhD,  professor  and  chairman  of  bi- 
ology at  Trinity  University,  has  been  selected  chairman- 
elect  of  the  Texas  Advisors  for  the  Health  Professions. 


Mario  E Ramirez.  MD 


Edward  N.  Brandt.  Jr.  MD.  PhD 


James  Roger  Bullard.  MD 
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“THE  PHYSiaAN  IS  A 
DECISION  MAKER,  AND  ALMOST 
EVERY  DECISION  HE  MAKES 
COSTS  OR  SAVES  MONEY.” 

— Z>'.  William  Felts,  Past  President, 
American  Society  of  Internal  Medicine 

More  and  more  physicians  today  are  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 
hospital  charges  for  routine  lab  tests.  They’re  requesting  copies  of  patients’ 
hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 
tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients’  hospital 
stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 
Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 
patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients’ 
demands  for  unnecessary  medication,  treatment  or  hospitalization. 
Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 

More  physicians  today  realize  what  a tough  problem  we’re  all  faced 
with.  They  know  this  is  a challenge  for  medicine.  And  that  physicians  are 
in  the  best  position  to  deal  with  and  solve  the  problem. 


Blue  Cross 
Blue  Shield 

of  Texas 


& Registered  Service  Marks  of  the  Blue  C/oss  Associaiior> 
©'Registered  Service  Marks  of  the  Blue  Shield  Association 


YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 

Hearing  Aid  Speciaiist 

IN  TEXAS 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Earl  O Barnes 

Beitone  Hearing  Aid  Service 
604  North  7th 
Beaumont.  Texas  77701 
(713)  832-7132  & 832-1433 

Gordon  L.  Bisel 
Beitone  Hearing  Aid  Service 
6800  North  Mam  Street 
Suite  107B 

Houston,  Texas  77030 
(713)  523-0919 

R,  J,  Cox 

Beitone  Hearing  Aid  Service 
3122  S.  Alameda 
Corpus  Christi,  Texas  78404 
(512)  884-2217 

William  Crnkovic 
Beitone  Hearing  Aid  Service 
Sunnyland  Shopping  Center 
1706  Texas  Avenue 
Bryan.  Texas  77801 
(713)  823-582! 

Beitone  Hearing  Aid  Service 
Weingarten's  Shopping  Center 
729  East  Davis 
Conroe.  Texas  77301 
(713)  539-2626 

Ken  Dennis 

Beitone  Hearing  Aid  Service 
1125  Twenty-Third  Street 
Galveston  Island.  Texas  77550 
(^13)  765-5791 

Beitone  Hearing  Aid  Service 
1617  Sixth  Street 
Bay  City.  Texas  77414 
(713)  245-9383 

Dick  Durbin 

Beitone  Hearing  Aid  Service 
8412  Preston  Center  Plaza 
Dallas,  Texas  75225 
(214)  363-7510 

Beitone  Hearing  Aid  Service 
1770  W Irving  Blvd,  - Suite  # 14 
Irving.  Texas  75061 
(214)  253-2026 


Beitone  Hearing  Aid  Service 
104  W Virginia 
McKinney.  Texas  75069 
(214)  542-3793 
(214)  542-3793 

Tom  Durbin 

Bellone  Hearing  Aid  Service 
267  Wynnwood  Village 
Dallas,  Texas  75224 
(214)  948-3273 

John  N.  Evans 

Beitone  Hearing  Aid  Center 
The  Suburban  1 
4201  North  1st  Street 
Abilene.  Texas  79603 
(915)  673-4989 

Robert  J.  Fonner 
Beitone  Hearing  Aid  Service 
315  Randol  Mill  Road 
Arlington.  Texas  76011 
(817)  277-8121 

Beitone  Hearing  Aid  Center 
7305  Grapevine  Highway 
Fort  Worth,  Texas  76118 
(817)  485-1051 

Joe  Geraci 

Beitone  Hearing  Aid  Center 
617  South  First 
P O Box  1464 
Lufkin,  Texas  75901 
(713)  634-4383  & 634-4384 

Ann  Head 

Beitone  Heonng  Aid  Service 
109  W Beauregard  - P O Box  1082 
San  Angelo.  Texas  76901 
(915)  653-5044 

Eldon  Johnson 
Beitone  Hearing  Aid  Service 
315  North  Travis 
Sherman.  Texas  75090 
(214)  892-1597 

Rulus  Jordan 

Beitone  Hearing  Aid  Center 
215  Easl  Missouri 
El  Peso.  Texas  79901 
(915)  533-2291 


Charles  H Knox 
Beitone  Hearing  Aid  Service 
1015  Pennsylvania 
Fort  Worth,  Texas  76104 
(817)  322-6397 

Joe  B.  Lardizabal 
Beitone  Hearing  Aid  Center 
1421  North  Elm  Street 
Suite  104 

Denton.  Texas  76201 
(817)  387-9574 

Homer  R,  Mayhall 
Beitone  Hearing  Aid  Service 
127  East  7th  Street 
Austin,  Texas  78701 
(512)  472-1777 

Beitone  Hearing  Aid  Service 
Washington  County  Chamber  of 
Commerce  Building 
Bienham.  Texas  77833 
(713)  836-3695 

James  M,  McCrae 
Beitone  Hearing  Aid  Center 
5430  Fredericksburg  Road 
Oak  Hills  Tower  #119 
San  Antonio.  Texas  78229 
(512)  341-1414 

Wes  McKinzey 
Beitone  Hearing  Aid  Service 
402  East  7th  Street 
Odessa,  Texas  79761 
(915)  332-0519 

Beitone  Hearing  Aid  Service 
104  North  O Street 
Midland,  Texas  79701 
(915)  682-2180 

Beitone  Hearing  Aid  Service 
606  Johnson 
Big  Spring,  Texas  79720 
(915)  263-6181 

Carlos  Perez 

Beitone  Hearing  Aid  Center 
905  Judson  Road 
Longview.  Texas  75601 
(214)  758-5558 


J Gregory  Platten 
Bellone  Hearing  Aid  Service 
822  South  Beckham  Street 
lyler,  Texas  75701 
(214)  593-8215 

Herb  Schlier 

Beitone  Hearing  Aid  Center 
2215  Kemp  Blvd, 

Wichita  Falls.  Texas  76309 
(817)  322-3541 

Kingsbury  Scott 
Beitone  Hearing  Aid  Center 
402  Mam  Street 
P O Box  710 
Kerrville,  Texas  78028 
(512)  257-5855 

Louis  R Thibault 
Beitone  Hearing  Aid  Service 
910  North  Mam  Street 
McAllen.  Texas  78501 
(512)  686-6881 

Beitone  Hearing  Aid  Service 
803  South  7 7 Sunshine  Strip 
Suite  106 

Harlingen.  Texas  78550 
(512)  425-4011 

Hollis  Underwood 
Beitone  Hearing  Aid  Service 
1207  Mam  Street 
Pasadena,  Texas  77506 
(713)  477-4835 

Beitone  Hearing  Aid  Service 
1017  North  Mam  Street 
Baytown,  Texas  77520 
(713)  428-2121 

Kenneth  R Wade 
Beitone  ol  Lubbock 
2815  Avenue  Q 
Lubbock,  Texas  79405 
(806)  747-1675  & 747-1676 

John  Westmoreland 
Bellone  Hearing  Aid  Service 
1616  Austin  Avenue 
Waco.  Texas  76710 
(817)  754-5485 


WORLD  LE7VDER  IN  HE/VTING  AIDS  AND  HE7LRING  TEST  INSTRUMENTS 

ELECTROKICS  CORPORATION 


4201  West  Victoria  Street  ■ Chicago,  Illinois  60646 


An  American  Company 


AFnRAUTHOSE 
YEARS  OF  HARD 
WORK,  SOMEONE 
FMAUy  HANDS 
IT  TO  YOU. 


You’re  extremely  vulnerable. 

Because,  along  with  achiev- 
ing a good  reputation,  a nice- 
sized practice,  and  a large 
estate,  you’ve  become  a prime 
target  for  malpractice  claims. 

And  though  you  may  get 
one  that’s  of  a frivolous  nature, 
improperly  handled  it  can  cause 
enough  pressure  to  affect  you 
at  work. 

Which  is  why  you  may  want 
to  contact  Insurance  Corporation 
of  America. 

There  are  some  specific  rea- 
sons why  we’re  better  at  help- 
ing you  than  other  malpractice 
insurance  companies. 

AN  ICA  ATTORNEY.  FROM 
THE  START. 

Legal  action  against  a policy- 
holder of  ours  is  met  head-on. 

With  legal  action  from  us. 

So,  unlike  other  insurance 
companies,  ICA  doesn’t  give 
you  a general  adjuster  who 
also  handles  auto  liability 
claims. 

Instead,  even  your  initial 
phone  conversation  with  ICA 
about  a claim  is  with  one  of  our 
licensed  attorneys,  seasoned  in 


handling  professional  liability 
claims. 

AFTER  YOU  CALL  US,  WE 
WON'T  LEAVE  YOU 
HANGING. 

To  help  relieve  the  worries  and 
frustrations  a claim  can  bring 
you,  we  quickly  become  per- 
sonally involved. 

Soon  after  your  call,  we’re 
discussing  the  claim  face-to- 
face  with  you. 

We  also  personally  check 
every  hospital  record  in  a case, 
and  act  promptly  on  even  a 
suspicion  of  a claim. 

In  so  doing  we’re  able  to  end 
many  malpractice  threats  before 
they  become  formal  suits. 

And  if  a claim  is  formally 
lodged  against  you,  your  ICA 
attorney  will  bring  together  a 
task  force  drawn  from  the  best, 
most  experienced  legal  firms  in 
the  field  of  malpractice  law. 

He  will  coordinate  the  attor- 
neys’ efforts  with  those  out- 
standing physicians  who  serve 
as  ICA  consultants. 

And  he’ll  be  totally  com- 
mitted to  fight  until  you  get  a 
favorable  judgment  or  until 


all  remedies  by  appeal  or  other 
proceedings  are  exhausted. 

What’s  more,  at  ICA  we 
never  recommend  that  you  set- 
tle just  because  it  could  be  less 
costly  than  fighting. 

WE  TREAT  $15,000-D0LLAR 
CLAIMS  LIKE  CLAIMS  100 
TIMES  BIGGER. 

A small  claim  can  do  as  much 
damage  to  a doctor’s  reputation 
as  a big  one. 

And  we’re  very  .sensitive 
to  that  fact.  Because  in  addition 
to  being  operated  by  attorneys, 
our  medical  liability  division  is 
founded  by  an  attorney  who  is 
also  a physician. 

So  when  it  comes  to  protect- 
ing physicians,  we’re  not  only 
highly  professional. 

We’re  highly  motivated. 

And  we  hope  that  motivates 
you  to  fill  in  and  mail  the  at- 
tached postage-paid  form  today. 


INSURANCE 
k CORPORATION 
OF  AMERICA 


ICA  Building,  2205  Montrose 
Blvd.,  Houston,  Texas  77006, 
Phone  713/526-4863 

A: XV  Reinsurance  Protection  Provided. 
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MEDICINE  AND  THE  ANTITRUST  LAW 

Part  3.  Antitrust  Aftermath 

This  is  the  third  of  a multipart  article^  addressing  the  cur- 
rent clash  between  organized  medicine  and  federal  anti- 
trust law  intrusions. 

Professionalism  as  a Relevant  Factor  for  Sherman  Act 
Purposes 

As  discussed  in  Part  2,  when  the  United  States  Supreme 
Court  overturned  the  “learned  profession”  exemption  in 
1975  in  the  Goldfarb  case,^  it  reserved  for  subsequent 
consideration  the  extent  to  which  “learned  profession” 
may  be  a relevant  factor  in  determining  whether  a particu- 
lar professional  practice  violates  the  Sherman  Antitrust 
Act.  In  1978  that  question  was  raised  and  ruled  on  by 
the  Supreme  Court  adversely  to  professionalism  in  the 
National  Society  of  Professional  Engineers  case.^ 

There  the  United  States,  acting  through  the  Antitrust 
Division  of  the  Department  of  Justice,  sued  the  National 
Society  of  Professional  Engineers  to  nullify  an  associa- 
tion canon  of  ethics  prohibiting  competitive  bidding  by  its 
members.  The  question  presented  was  whether  the  can- 
on could  be  justified  under  the  Sherman  Act  because  it 
was  adopted  by  members  of  a “learned  profession”  to 
minimize  the  risk  that  competition  would  produce  decep- 
tively low  bids  and  inferior  engineering  work  endangering 
the  public  safety. 

In  Professional  Engineers  the  United  States  Supreme 
Court  rejected  the  Society’s  position  that  its  ethical  canon 
against  competitive  bidding  ultimately  inured  to  the  public 
benefit  by  preventing  substandard  work  and  by  assuring 
ethical  behavior,  which  the  Society  urged  as  justified  un- 
der the  antitrust  law’s  Rule  of  Reason.^  The  injunctive 
judgment  affirmed  by  the  Supreme  Court  not  only  invali- 
dated the  canon  itself  but  also  prohibited  the  society  from 
adopting  any  official  opinion,  policy  statement,  or  guide- 
line stating  or  implying  that  competitive  bidding  is  un- 
ethical. 

In  contractive  and  confining  language  regarding  profes- 
sionalism as  a relevant  factor  vis-a-vis  antitrust  violations, 
the  Supreme  Court’s  opinion  says; 

“.  . . The  Rule  of  Reason,  with  its  origins  in  common- 
law  precedents  long  antedating  the  Sherman  Act, . . . 
has  been  used  to  give  the  Act  both  flexibility  and  defini- 
tion, and  its  central  principle  of  antitrust  analysis  has 


remained  constant.  Contrary  to  its  name,  the  Rule  does 
not  open  the  field  of  antitrust  inquiry  to  any  argument 
in  favor  of  a challenged  restraint  that  may  fall  within 
the  realm  of  reason.  Instead,  it  focuses  directly  on  the 
challenged  restraint’s  impact  on  competitive  conditions. 
“.  . . The  early  cases  also  foreclose  the  argument  that 
because  of  the  special  characteristics  of  a particular 
industry,  monopolistic  arrangements  will  better  promote 
trade  and  commerce  than  competition.  . . That  kind  of 
argument  is  properly  addressed  to  Congress  and  may 
justify  an  exemption  from  the  statute  for  specific  indus- 
tries, but  it  is  not  permitted  by  the  Rule  of  Reason  . . . 

“.  . . [The  Supreme]  Court  has  adhered  to  the  position 
that  the  inquiry  mandated  by  the  Rule  of  Reason  is 
whether  the  challenged  agreement  is  one  that  pro- 
motes competition  or  one  that  suppresses  competition. 
The  true  test  of  legality  is  whether  the  restraint  imposed 
is  such  as  merely  regulates  and  perhaps  thereby  pro- 
motes competition  or  whether  it  is  such  as  may  sup- 
press or  even  destroy  competition’  . . . 

“.  . . [In  the  Rule  of  Reason]  category  are  agreements 
whose  competitive  effect  can  only  be  evaluated  by 
analyzing  the  facts  peculiar  to  the  business,  the  his- 
tory of  the  restraint,  and  the  reasons  why  it  was  im- 
posed . . . [T]he  purpose  of  the  analysis  is  to  form  a 
judgment  about  the  competitive  significance  of  the  re- 
straint; it  is  not  to  decide  whether  a policy  favoring  com- 
petition is  in  the  public  interest,  or  in  the  interest  of 
the  members  of  an  industry  . . . 

“.  . . The  Sherman  Act  does  not  require  competitive  bid- 
ding; it  prohibits  unreasonable  restraints  on  competi- 
tion ...  It  is  this  restraint  that  must  be  justified  under 
the  Rule  of  Reason,  and  [the  Society’s]  attempt  to  do 
so  on  the  basis  of  the  potential  threat  that  competition 
poses  to  the  public  safety  and  the  ethics  of  its  profes- 
sion is  nothing  less  than  a frontal  assault  on  the  basic 
policy  of  the  Sherman  Act. 

“.  . . By  the  same  token,  the  cautionary  footnote  in 
Goldfarb  . . . cannot  be  read  as  fashioning  a broad  ex- 
emption under  the  Rule  of  Reason  for  learned  profes- 
sions. We  adhere  to  the  view  expressed  in  Goldfarb 
that,  by  their  nature,  professional  services  may  differ 
significantly  from  other  business  services,  and,  accord- 
ingly, the  nature  of  the  competition  in  such  services 
may  vary.  Ethical  norms  may  serve  to  regulate  and 
promote  this  competition,  and  thus  fall  within  the  Rule 
of  Reason,  but  the  Society’s  argument  in  this  case  is 
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a far  cry  from  such  a position.  We  are  faced  with  a 
contention  that  a total  ban  on  competitive  bidding  is 
necessary  because  otherwise  engineers  will  be  tempt- 
ed to  submit  deceptively  low  bids.  Certainly,  the  prob- 
lem of  professional  deception  is  a proper  subject  of  an 
ethical  canon.  But  once  again,  the  equation  of  compe- 
tition with  deception,  like  the  similar  equation  with  safe- 
ty hazards,  is  simply  too  broad;  we  may  assume  that 
competition  is  not  entirely  conducive  to  ethical  behavior 
but  that  is  not  a reason,  cognizable  under  the  Sherman 
Act,  for  doing  away  with  competition. 

“.  . . In  sum,  the  Rule  of  Reason  does  not  support  a 
defense  based  on  the  assumption  that  competition  itself 
is  unreasonable  . . 

Accordingly,  with  the  emasculation  of  the  “learned  pro- 
fession” doctrine  under  Goldfarb  and  Professional  En- 
gineers, various  professional  practices  traditionally  per- 
formed in  the  good  faith  belief  that  the  public  interest 
was  best  served  thereby  will  be  subjected  to  antitrust 
scrutiny,  and  some  (but  not  all)  of  them  regrettably  will 
cease  as  direct  and  indirect  results  of  antitrust  proceed- 
ings and  pressures. 

Illustrative  Post-Goldfarb  Antitrust  Challenges 

In  the  antitrust  aftermath  of  the  Goldfarb-Professional 
Engineers  era  there  has  been  a virtual  “future  shock” 
acceleration  of  antitrust  activities  in  the  health  care  field. 
While  evaluation  of  various  antitrust  theories  currently  be- 
ing asserted  is  beyond  the  scope  of  this  article  in  general, 
the  following  are  illustrative  of  the  diversity  of  antitrust 
challenges  that  now  confront  the  medical  profession.  In 
reading  this  subject  matter  survey  of  antitrust  activities, 
it  should  be  borne  in  mind  that  neither  “investigations” 
(which  are  exploratory  or  preparatory  in  nature)  nor  “con- 
sent agreements"  (which  are  for  settlement  purposes) 
constitute  or  imply  either  guilt  or  validation  of  the  under- 
lying antitrust  theory. 

Advertising-Solicitation-Employment  Contracts 

For  a discussion  of  the  FTC  proceeding  against  AMA  and 
Connecticut  state/county  medical  societies  see  part  1 of 
this  article.'* 

Fees  and  Relative  Value  Scales/Guides 

The  American  Academy  of  Orthopaedic  Surgeons,  Ameri- 
can College  of  Obstetricians  and  Gynecologists,  Ameri- 
can College  of  Radiology  and  California  and  Minnesota 


State  Medical  Associations  have  acquiesced  in  consent 
agreements  to  cease  using  relative  value  scales  as 
guides  for  pricing  professional  services.  The  American 
Society  of  Anesthesiologists  is  in  litigation  with  the  Jus- 
tice Department  over  the  use  of  such  guides. 

A consent  agreement  has  been  entered  into  by  the 
American  Society  of  Anesthesiologists  under  which  its  of- 
ficial policy  will  be  that  an  anesthesiologist  is  free  to 
choose  whatever  method  he  prefers  for  compensation, 
that  such  choice  will  not  be  a matter  of  professional  ethics, 
and  that  financial  arrangements  between  an  anesthesi- 
ologist and  a hospital  or  other  institutional  provider  will 
not  be  the  basis  for  denial  of  ASA  membership  or  privilege. 

HMOs 

In  addition  to  the  HMO  aspect  of  the  FTC  proceeding 
against  AMA  and  Connecticut  state/county  medical  soci- 
eties, the  following  HMO-related  antitrust  activities  have 
occurred:  (a)  In  1976  a Blue  Shield  organization  in  the 
State  of  Washington  and  its  participating  physicians  en- 
tered into  a consent  agreement  pertaining  to  an  HMO; 

(b)  in  1977  the  FTC  sent  letters  of  inquiry  to  more  than 
200  HMOs  asking  for  information  on  anticompetitive  en- 
deavors; and  (c)  in  1978  the  Justice  Department  filed  suit 
in  Florida  against  a county  medical  society  and  a medical 
center  charging  conspiracy  against  an  HMO,  including 
adoption  and  distribution  of  a resolution  opposing  it  and 
establishment  of  a committee  to  discourage  physician 
participation. 

Other  Antitrust  Activities  by  FTC/ Justice  Department 

Other  governmental  involvement  in  this  area  includes:  (1) 
investigations  and  FTC  rule-making  activities  regarding 
ophthalmic  goods  and  services  (including  advertising  and 
prescriptions)  and  physician  membership  on  Blue  Shield 
boards;  (2)  investigations  and  protests  by  FTC  question- 
ing possible  influence  on  the  part  of  AMA  and  others, 
including  the  Liaison  Committee  on  Medical  Education, 
upon  quantity  of  physicians  through  accreditation  pro- 
grams; (3)  investigations  and  other  activities  concerning 
“second  opinion”  programs  (including  a consent  agree- 
ment by  an  Indiana  dental  association  to  the  effect  that 
members  are  free  to  choose  their  own  course  of  action 
in  dealing  with  dental  health  care  insurance  plans);  and 
(4)  some  federal  government  involvement  relating  to  vari- 
ous aspects  of  fee  review  functions  on  the  part  of  profes- 
sional associations. 
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Nongovernmental  Antitrust  Litigation 

Antitrust  lawsuits  filed  by  nongovernment  plaintiffs  for  in- 
junctive relief  and/or  treble  monetary  damages  include 
(1)  suits  against  AMA  and  others  involving  chiropractor 
and/or  chiropractic  issues;®  (2)  a suit  against  a number 
of  Florida  physicians,  including  the  executive  director  of 
the  Florida  Board  of  Medical  Examiners  both  individually 
and  in  that  capacity,  wherein  the  plaintiff  abortion  clinic 
alleges,  among  other  things,  a conspiracy  by  the  defend- 
ant doctors  to  boycott  such  clinic,  to  fix  prices  for  abor- 
tions, and  to  monopolize  the  abortion  market  in  their 
area;^  and  (3)  a suit  by  independent  pharmacies  against 
Blue  Shield  of  Texas  involving  certain  insurance  cover- 
ages for  prescription  drugs  and  related  participating  phar- 
macy agreements.® 

Part  4 

In  the  final  part  4 of  this  article  we  will  discuss  interaction 
of  antitrust  and  First  Amendment,  the  antitrust  doctrine 
of  “state  action,"  and  some  concluding  antitrust  general- 
izations. 

Jack  D.  Maroney 
Will  G.  Barber 

Brown,  Maroney,  Rose,  Baker  & Barber 
TMA  Legal  Counsel 
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Firstmark  Capital  Corporation 
announces  a new  personal 
lending  service  designed 
to  meet  the  special  needs 
of  health  care  professionals. 


Consider  the  advantages  . . . 

• ONLY  YOUR  SIGNATURE  IS  RE- 
QUIRED TO  BORROW  FROM  $5,000 
TO  $25,000,  TERMS  TO  SIXTY 
MONTHS. 

• QUICK  CONFIDENTIAL  SERVICE, 
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cation call  Mr.  Charles  Toll  Free  at  1-800- 
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That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
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• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 
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• Custom  tailored  leases 
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penicillin  V potassium 
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widely  prescribed 
brand  of  oral  penicillin 


.Sit* 


S&ei/ 

V-CILLlN  K 

C29 


V-CiUin  K® 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  11021751 

*Equivalenl  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
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WASHINGTON  MALPRACTICE  AWARDS  The  size  of 
the  average  professional  liability  claim  nearly  doubled 
over  a recent  six-year  period,  according  to  a survey  by 
HEW.  In  1976,  the  average  award  was  $27,708,  almost 
double  the  1970  average  of  $14,281.  The  just-published 
HEW  study  is  based  on  a survey  of  all  medical  malprac- 
tice claims  closed  between  July  1,  1976,  and  Oct  31, 
1976,  by  nine  major  underwriters  who  were  involved  in 
84%  of  the  claims  settled  by  private  carriers  that  year. 

NEW  YORK  YOUNG  DOCTORS  ORGANIZE  Young 
interns  and  resident  physicians  in  hospitals  around  the 
country  are  organizing  a new  collective  bargaining  drive 
as  a result  of  the  US  Court  of  Appeals  decision  that  up- 
held their  contention  that  they  are  professional  hospital 
employees  rather  than  students  completing  their  medical 
education.  In  its  decision,  the  Court  of  Appeals  for  the 
District  of  Columbia  overturned  a 1976  ruling  by  the  Na- 
tional Labor  Relations  Board  that  said  interns  and  resi- 
dents in  hospitals  were  primarily  students  and  thus  not 
entitled  to  collective  bargaining  rights  as  full-fledged  pro- 
fessional employees. 

WASHINGTON  DENTISTS  FREE  TO  ADVERTISE 
The  Federal  Trade  Commission  has  announced  an 
agreement  with  the  American  Dental  Association  ending 
the  two-year-old  antitrust  case  attacking  ethical  standards 
that  allegedly  increased  dental  bills.  Final  settlement  of 
the  case  will  depend  on  the  outcome  of  a similar  FTC 
suit  against  the  American  Medical  Association.  Whatever 
results  come  from  the  AMA  case  will  also  be  applied  to 
the  ADA  case.  While  the  AMA  case  remains  in  litigation, 
the  consent  agreement  bars  ethical  restrictions  that  keep 
dentists  from  advertising  truthfully  or  soliciting  business. 
The  agreement  requires  the  dental  association  to  send 
letters  to  all  of  its  more  than  130,000  members  and  more 
than  500  state  and  local  dental  societies  urging  them  to 
abide  by  the  agreement.  About  95%  of  the  nation's  den- 
tists belong  to  the  association.  The  FTC  agreement  will 
be  the  subject  of  public  comment  until  July  2,  after  which 
the  Commission  can  accept  it  as  final,  pending  the  ulti- 
mate outcome  of  the  AMA  case. 

WASHINGTON  US  HEALTH  GOOD  HEW  Secretary 
Joseph  Califano,  Jr,  in  a report  on  the  state  of  the  nation's 
health  said,  “Americans  are  among  the  healthiest  people 
in  the  world.”  The  report  was  compiled  by  HEW’s  National 
Center  for  Health  Statistics  and  National  Center  for  Health 
Service  Research.  The  500-page  report  showed  life  ex- 


pectancy at  72.8  years  in  1976,  against  72.5  in  1975, 
while  infant  mortality  was  down  from  16.1  to  15.2  per 
1,000  live  births.  The  report  found  decline  in  death  rate 
to  8.8  per  1,000  in  1977,  low  mark  for  the  nation  to  date. 

Death  rates  were  down  in  8 of  13  leading  causes  and 
up  in  5,  including  accidents,  suicide,  and  homicide.  HEW 
reported  1 in  8 deaths  might  have  been  prevented  through 
proper  medical  intervention;  one-fourth  of  pregnant  wom- 
en fail  to  see  a physician  during  first  trimester  when  pre- 
natal care  is  most  critical;  half  of  Americans  did  not  see 
dentists  at  all  in  1977,  and  20%  had  not  seen  one  for 
at  least  five  years. 

The  report  further  noted  that  heart  disease  and  cancer 
remain  the  leading  killers,  accounting  for  about  60%  of 
all  deaths.  The  death  rate  from  cancer  declined  for  per- 
sons under  45,  but  overall  the  cancer  death  rate  in- 
creased 5.5%  since  1950.  Califano  stressed  that  the  cost 
of  good  health  comes  at  an  increasingly  higher  figure. 

The  nation’s  health  bill  in  1977  was  put  at  $163  billion 
or  $737  per  capita.  Health  costs  came  to  8.8%  of  the 
gross  national  product  in  1977,  against  4.5%  in  1960. 
Califano  put  1979  health  care  costs  at  more  than  $200 
billion. 

WASHINGTON  BUSINESS  GROUP  OPPOSES  COST 
CONTAINMENT  The  Business  Roundtable,  an  organi- 
zation of  major  US  corporations,  has  publicly  announced 
its  decision  not  to  endorse  the  administration’s  proposed 
hospital  cost  containment  bill. 

AUSTIN  GUBERNATORIAL  APPOINTMENTS  Gover- 
nor Bill  Clements  has  appointed  the  following:  Mr  Herbert 
Snow  Harris,  Jr,  Midland  County,  to  the  Industrial  Accident 
Board  for  a six-year  term  to  expire  Sept  1,  1979;  he  re- 
places Cue  Boykin.  Richard  W.  Ragsdale,  OD,  Denton, 
has  been  appointed  to  the  Board  of  Health  for  a six-year 
term  to  expire  Feb  1,  1985,  replacing  Philip  Lewis,  OD. 

E.  J.  Mason,  MD,  Dallas,  has  been  appointed  to  the  Fam- 
ily Practice  Residency  Advisory  Committee  for  a three- 
year  term  to  expire  Aug  29,  1981. 

VIRGINIA  BLUES  WIN  ANTITRUST  CASE  IN  VIRGINIA 
Psychologists  in  Virginia  have  lost  their  court  battle  against 
Blue  Cross-Blue  Shield  and  its  policy  to  reimburse  psy- 
chologists only  if  their  services  were  provided  under  the 
supervision  of  and  billed  through  a licensed  physician. 
The  court  ruled  that  the  McCarron-Ferguson  Act  exempts 
“the  business  of  insurance  ” from  the  antitrust  laws. 
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WASHINGTON  SUPREME  COURT  DECISION  A re- 
cent Supreme  Court  decision  sets  a national  legal  stan- 
dard for  determining  whether  a person  can  be  confined 
to  a mental  institution  against  his  will.  The  guideline, 
which  states  that  committing  a person  can  only  be  re- 
quired if  there  is  “clear  and  convincing”  evidence  that 
the  person  is  mentally  ill  and  a danger  to  himself  or  to 
the  community,  is  described  as  moderate  by  Supreme 
Court  observers.  It  is  identical  to  the  present  guidelines 
in  20  states,  and  will  not  strike  down  the  tougher  burdens 
of  proof  required  in  10  other  states.  Only  two  states, 
Texas  and  Mississippi,  presently  allow  commitments  un- 
der a relatively  easy  standard  of  proof.  Those  states  will 
be  forced  by  the  decision  to  tighten  their  standards. 

WASHINGTON  CONGRESSMAN  COLLINS  KNOCKS 
FEDERAL  COST  CONTROL  PLAN  “The  administra- 
tion’s hospital  cost  containment  plan  cannot  possibly  be 
the  answer  to  the  hospital  inflation  problem,  ” stated  Rep- 
resentative James  Collins,  R-Tex.  in  a recent  House 
speech.  “We  have  already  seen  how  price  controls  have 
caused  severe  supply  shortages  of  oil  and  gas,  ” he  said. 
“Shortages  in  hospital  care  would  certainly  mean  cut- 
backs in  patient  services  and  a slowdown  in  our  techno- 
logical advances.  I think  we  should  question  the  federal 
government's  ability  to  regulate  cost  for  hospitals.  First, 
it  should  be  noted  that  President  Carter’s  plan  only  covers 
the  approximately  3,000  nonfederal  hospitals,  while  the 
government  spends  over  $2.5  billion  to  operate  171  fed- 
eral health  institutions.  Second,  the  President's  hospital 
cost  containment  plan  creates  a very  real  danger  that 
government  regulations  will  add  to  hospital  costs  rather 
than  lower  them,  as  federal  regulations  have  done  in  other 
areas  when  the  government  makes  arbitrary  cost-cutting 
decisions.”  Collins  concluded  by  asking,  “The  Administra- 
tion has  not  said  why  HEW’s  budget  is  increasing  by  $2 
million  an  hour,  while  hospital  costs  in  general  have  risen 
only  half  that  amount.  Are  hospitals  suppose  to  double 
their  costs  to  keep  up  with  HEW?  ” 

WASHINGTON  HEALTH  PLANNING  AMENDMENTS 
On  May  1 , the  Senate  passed  S 544,  the  so-called  Health 
Planning  Amendments  of  1979.  A major  change  in  the 
present  bill  (from  last  year’s  proposal)  relates  to  the  prior 
bill’s  extension  of  certificate-of-need  (CON)  requirement 
to  all  medical  equipment  valued  at  more  than  $150,000. 

S 544  provides  an  exemption  of  major  medical  equipment 
from  health  planning  certificate-of-need  requirements  if 


the  equipment  is  not  to  be  owned  or  located  in  a health 
care  facility.  Notice  of  purchase  of  major  medical  equip- 
ment could  not  be  used  “to  provide  services  on  a regular 
basis  for  inpatients  of  a hospital.” 

Other  provisions  of  S 544  would  (1)  require  state  cer- 
tificate-of-need programs  to  exempt  (from  a CON  require- 
ment) the  establishment  of  HMO  ambulatory  facilities;  (2) 
change  Health  Systems  Agencies’  (HSAs)  provisions  to 
require  HSA  staff  to  be  asigned  to  consumer  board 
members,  to  require  an  open  selection  process  for  HSA 
membership,  to  require  consumer  majorities  on  HSA  sub- 
committees, to  provide  advance  payments  for  HSA  mem- 
bers’ expenses,  and  to  improve  liability  protection  for 
HSA  members;  (3)  improve  coordination  between  health 
planning  entities  and  appropriate  drug  abuse,  alcohol 
abuse,  mental  health  and  rate  review  agencies;  and  (4) 
emphasize  in  the  health  planning  process  the  mainte- 
nance and  improvement  of  competition  in  the  health  in- 
dustry. 


Editor's  note;  'Capital  Comments"  is  prepared  by  Brown,  Maroney, 
Rose,  Baker  & Barber,  TMA  Legal  Counsel,  and  highlights  current  items 
of  interest  relating  to  health  matters  In  the  US  Congress,  federal  agen- 
cies, state  legislatures,  and  Texas  administrative  agencies. 
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Alcohol  Addiction.  Doctors  know  all 
too  well  the  anguish  and  frustration 
felt  by  an  alcoholic  and  his  family. 

Schick's  Shadel  Hospital,  one  of 
the  few  hospitals  in  the  Southwest 
directed  by  a medical  doctor,  is  a 
valuable  resource  for  physicians  with 
patients  suffering  from  this  often 
evident  disease. 

The  10  to  14  day  program  begins 
with  a complete  medical  examination 
and  withdrawal  from  alcohol,  if  the 
patient  is  admitted  while  intoxicated. 

Treatment  involves  the 
administering  of  Emetine  to  induce 
nausea  as  the  patient  is  exposed  to 
alcoholic  beverages.  As  a result,  the 
patient  develops  an  acute  aversion  to 
the  sight,  smell  and  taste  of  alcohol . 


On  alternate  days,  the  patient 
undergoes  deeply  relaxing  sleep 
therapy  induced  by  sodium 
pentothal.  Possible  psychological 
problems  requiring  further  treatment 
are  investigated,  and,  by  creating  a 
feeling  of  emotional  well-being,  the 
patient's  aversion  to  alcohol  is 
reinforced . 

The  fourteen  day  program  has 
been  successful  in  more  than  40  years 
of  treatment  and  research  at  Schick's 
Shadel  Hospital  in  Seattle, 
Washington.  And  an  independent 
research  firm  has  credited  Schick's 
Shadel  with  a 62%  success  rate. 

For  patient  referral  information, 
send  today  for  the  Schick's  Shadel 
Hospital  brochure  .You  could  save  a life. 


Schick’s  Shadel  Hospital 

4101  Frawley  Drive  Fort  Worth,  Texas  76118  (817)  284-9217 


TMA’S  new  president  focuses  attention 
on  better  health  education  in  Texas 


Some  20  years  ago,  a family  doctor  in  Roma,  Tex, 
wrote  to  the  Texas  Medical  Association  asking  what  could 
be  done  about  salesmen  who  were  traveling  through  Starr 
County  selling  fraudulent  health  insurance  and  falsifying 
benefits  to  poor  people,  some  of  them  with  incurable  dis- 
eases. As  a result,  Mario  E.  Ramirez,  MD,  was  asked  to 
join  the  TMA  Committee  on  Health  Insurance  to  help 
solve  the  problem. 

That  was  only  the  beginning. 

Today,  after  29  years  of  active  membership  with  TMA, 
Dr  Ramirez  is  the  president  of  this  15,000-plus  member 
association. 

Mario  Ramirez,  a soft-spoken,  stocky  man,  rocked  eas- 
ily in  a swivel  chair  in  the  empty  Hyatt  meeting  room  in 
Dallas.  His  graying  hair  hugged  the  sides  of  his  head 
much  like  the  practice  helmet  baseball  players  wear,  leav- 
ing the  pate  bare  and  polished.  Wearing  his  dapper  vest- 
ed suit  and  silver-rimmed  glasses,  he  seemed  wiser  than 
his  scant  53  years.  But  then,  it  could  be  the  lessons  he’s 
learned  through  the  life  of  dedication  to  the  people  he 
has  chosen  to  serve. 

Unlike  many  presidents  before  him,  the  Mexican-Ameri- 
can  physician  has  decided  to  focus  on  one  major  issue 
in  Texas  medicine  this  year  rather  than  taking  on  an  array 
of  topical  subjects. 

“As  president,  I am  placing  health  education  as  my 
personal  number  one  priority  for  the  coming  year.  We  will 
strive  to  enhance  our  existing  programs  and  to  implement 


New  TMA  president.  Mario  E.  Ramirez,  MD.  accepts  the  gavel  from 
outgoing  president  Mylie  E Durham,  MD.  during  TMA's  annual  session. 


new  ones.  This  should  result  in  a larger  arsenal  to  pro- 
mote positive  health  habits  and  attitudes.” 

Dr  Ramirez  added  in  his  installation  speech  at  annual 
session.  May  4,  “With  proper  planning  and  support,  we 
will  avoid  a flashy  unproductive  approach  which  might 
fade  away  after  a year.  Rather,  we  hope  to  develop  a 
solid  ongoing  program.”  The  Starr  County  physician 
asked  Joseph  Painter,  MD,  to  head  a special  committee 
to  develop  a coordinated  plan  for  professional  and  public 
health  education. 

In  his  two-pronged  attack  on  health  unawareness  the 
new  TMA  president  plans  to  concentrate  first  on  students, 
with  better  health  education  in  the  schools  being  taught 
by  professionals.  Sitting  upright.  Dr  Ramirez  declared  that 
in  the  schools,  "the  people  who  teach  health  education 
are  usually  coaches  who  teach  health  only  when  it’s  rain- 
ing.” He  continued,  “Most  students  have  a poor  knowl- 
edge of  physiology.  How  can  we  expect  them  to  take 
care  of  themselves?  . . . With  proper  education  in  minor 
matters,  even  the  more  complex  diseases  such  as  lung 
cancer,  heart  disease,  and  mental  disorders  can  be 
affected.” 

Next,  Dr  Ramirez  plans  to  educate  adults  about  health 
via  the  media,  with  an  emphasis  on  television.  “When 
you  realize  that  even  the  poorest  families  have  televi- 
sion,” he  said,  “It  should  not  be  difficult  to  reach  them.” 
He  acknowledges  that  his  goals  have  problems  such  as 
costs  and  the  difficulty  of  finding  marketable  subjects  that 
are  interesting.  Dr  Ramirez  first  encountered  these  prob- 
lems while  he  was  on  the  Advisory  Council  of  CTW,  the 
producers  of  Sesame  Street,  in  New  York.  He  was  in- 
volved with  a CTW  health  project  called  “Feeling  Good,” 
which  presented  good  material  and  good  stars,  but  never 
drew  an  audience.  The  producers  changed  the  format  to  a 
serious  talk  show,  but  that  failed  to  draw  a sufficient 
audience  as  well. 

Still,  the  persistent  doctor  is  not  discouraged.  He  con- 
ducted a small  experimental  project  via  television  to  in- 
form people  in  his  county  of  free  diabetes  testing.  The 
turn-out  for  the  tests  was  good,  and  Dr  Ramirez  is  con- 
vinced that  the  potential  for,  and  response  to,  health 
programming  exist. 

Mario  Efrain  Ramirez  was  born  and  reared  in  Roma, 
a small  town  in  Starr  County,  Tex,  which  hugs  the  north 
bank  of  the  Rio  Grande.  Although  located  in  the  lush  Rio 
Grande  Valley,  Starr  County  is  a land  of  cactus,  dust, 
and  mesquite.  At  least  50%  of  the  people  are  migrant 
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workers  subsisting  on  an  annual  family  income  of  less 
than  $3,000,  and  in  their  poverty,  are  prey  to  more  than 
the  usual  quota  of  disease. 

More  than  six  generations  of  the  Ramirez  family  have 
grown  up  in  Roma,  and  it  is  because  of  these  family  ties 
that  “Dr  Mario"  returned  to  his  hometown  following  his 
general  (family  practice)  residency  at  Shreveport  Charity 
Hospital  in  Louisiana  in  1958. 

While  studying  at  the  University  of  Tennessee  College 
of  Medicine  at  Memphis,  the  Mexican-American  doctor 
had  toyed  with  the  idea  of  practicing  pediatrics,  a desire 
that  harked  back  to  the  death  of  his  younger  brother, 
when  Dr  Ramirez  was  only  14  years  old.  This  tragedy 
reinforced  his  decision  to  pursue  a career  in  medicine. 
Deciding  early  that  pediatrics  should  be  his  specialty, 
young  Mario  Ramirez  sought  and  was  accepted  into  a 
pediatrics  residency.  Then  one  day  he  considered,  “I  can’t 
go  back  home  and  just  practice  pediatrics. " He  discussed 
his  problem  with  his  advisors,  and  the  Shreveport  Charity 
Hospital  created  an  unprecedented  rotating  residency  to 
better  prepare  him  for  family  practice,  thus  extending  his 
medical  education  by  one  year. 

At  24  years  of  age.  Dr  Ramirez  returned  home  to  Roma 
with  his  medical  degree  and  a wife,  Sarah  Aycock  Ra- 
mirez, a nurse,  at  his  side.  Since  his  return,  life  has 
been  a continuing  lesson  in  self-sufficiency,  resourceful- 
ness, and  participation. 

In  1952  he  started  a small  hospital  in  Roma  which  grew 
by  1958  from  5 to  21  beds  and  included  surgical  facilities. 
Through  his  efforts,  a community  hospital  was  built  in 
nearby  Rio  Grande  City  in  1975  to  replace  the  crowded 
Roma  facility.  As  an  elected  County  Judge  of  Starr  Coun- 
ty, he  has  been  influential  in  establishing  programs  in 
low-rent  housing,  adult  and  secondary  education,  trans- 
portation, programs  for  the  poor,  and  recreational 
programs. 

Dr  Ramirez  has  been  involved  in  state  and  national 
affairs  as  well,  serving  as  a member  of  the  Governor's 
Advisory  Committee  on  Mental  Retardation,  the  Depart- 
ment of  Health  Education,  and  Welfare’s  National  Ad- 
visory Health  Council,  and  chairman  of  the  South  Texas 
Development  Council.  He  is  a past  president  of  the  Texas 
Academy  of  Family  Physicians.  His  numerous  TMA  posi- 
tions include  being  chairman  of  the  Council  on  Tax-Fi- 
nanced Health  Care  Programs  and  chairman  of  the  Com- 
mittee on  Health  Care  of  the  Poor.  He  has  been  a member 
of  the  Committee  on  Health  Planning,  Government  Health 


Programs,  and  Health  Insurance. 

Dr  Ramirez  has  earned  a long  list  of  honors  during 
his  career.  For  his  contributions  to  citizenship  and  com- 
munity service,  the  American  Medical  Association  pre- 
sented him  its  Benjamin  Rush  Bicentennial  Award.  He 
was  the  youngest  recipient  ever  to  receive  TMA’s  Dis- 
tinguished Service  Award,  the  organization’s  highest 
honor.  In  May  1978,  Dr  Ramirez  received  the  prestigious 
"Family  Doctor  of  the  Year  Award”  from  the  American 
Academy  of  Family  Physicians  and  Good  Housekeeping 
magazine,  the  initial  announcement  of  which,  was  made 
at  ceremonies  with  President  Carter  at  the  White  House. 

For  many  years,  “Dr  Mario"  was  the  only  physician  in 
the  Roma  area,  and  for  a long  time  the  hospital  at  Roma 
was  the  only  one  in  three  counties.  There  were  frequent 
cases  of  diphtheria,  whooping  cough,  some  tetanus,  and 
a moderate  amount  of  poliomyelitis  among  the  population 
of  19,000.  “Today,”  said  he,  rocking  gently,  “the  biggest 
problem  in  Roma  and  the  surrounding  communities  is  dia- 
betes.” He  thinks  that  the  frequency  of  disease  results 
from  intermarriages  in  the  close-knit  communities  over 
the  years,  and  from  poverty. 

“However,”  and  his  face  brightened  as  he  turned  to 
a favorite  subject,  “with  education  and  proper  health  care, 
this  sickness  can  be  brought  under  control.” 


TMA  president,  Dr  Mario  Ramirez,  stresses  the  need  for  health  educa- 
tion in  an  address  to  the  House  of  Delegates. 
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C.  Lincoln  Williston  is  honored  for 
25-year  career  as  TMA  executive 


During  annual  session  the  Texas  Medical  Association 
Board  of  Trustees  honored  TMA's  executive  director  C. 
Lincoln  Williston  at  the  opening  session  of  the  House  of 
Delegates,  May  3,  commending  his  many  achievements 
spanning  25  years  of  service  to  the  Association.  Don  G. 
Harrel,  MD,  chairman  of  the  Board  of  Trustees,  read  a 
ten-point  resolution  and  presented  Mr  and  Mrs  Williston 
with  a silver  service  marking  the  silver  anniversary. 

TMA  programs,  membership,  and  staff  have  grown 
consistently  during  Line  Williston’s  service  to  the  Associ- 
ation. When  he  first  came  to  TMA  April  1,  1954,  there 
were  a dozen  staff  members  and  a membership  of  about 
6,400  physicians.  The  previous  year,  the  Association  had 
recorded  a $71,000  payroll,  less  than  one-tenth  of  the 
$1  million  figure  it  would  reach  by  1979. 

Today,  as  a result  of  his  efforts,  a staff  of  70-plus 
supports  programs  and  services  for  more  than  15,500 
physicians  on  TMA's  membership  roster. 

The  Association’s  annual  session  is  the  largest  state 
medical  society  scientific  meeting  in  the  country.  And,  the 
TMA  orientation  program,  advocated  strongly  by  the 


executive  director,  has  introduced  more  than  1 1 ,000 
physicians  to  TMA. 

While  the  programs  have  expanded,  medicolegal  is- 
sues have  shifted  only  slightly  during  25  years.  In  1954, 
representatives  voiced  concern  over  socialized  medicine, 
professional  liability  insurance,  rural  health  care,  and 
“infringement  on  the  practice  of  medicine.  . . Cost  of 
medical  care  was  another  recurring  issue;  the  doctor- 
patient  relationship,  physician  distribution  and  even  gen- 
eric prescribing,  were  others. 

Today,  these  issues  appear  again  and  again  as  varia- 
tions of  the  same  theme:  attempts  at  increased  federal 
intervention  (including  national  health  insurance  and  in- 
trusion by  DHEW),  fiscal  intermediaries  and  hospital 
administrators,  challenges  to  traditional  medical  policies 
and  ethics,  questions  of  relicensure  requirements,  profes- 
sional liability  insurance,  and  health  care  delivery. 

Through  it  all.  Line  Williston  has  weathered  the  years 
as  emissary  to  the  public,  staff  organizer,  and  physician 
advocate,  always  speaking  positively  and  optimistically. 
Every  county  medical  society  in  the  state  has  heard  his 


A well-spoken  and  respected  leader. 


Line  Williston  pauses  in  thought. 
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‘‘Best-Medical-Care-for-AII-Texans’’  speech. 

Before  coming  to  TMA  young  Williston  seemed  des- 
tined for  a career  in  newspaper  journalism.  Sports  editor 
of  The  Daily  lllini  during  his  senior  year  at  the  University 
of  Illinois,  he  pumped  out  “The  Missing  Link,”  a daily 
sports  column.  After  graduation  and  a three-year  stint  in 
The  Air  Force,  the  red  headed  young  man  returned  to 
Illinois  for  a year  of  newspaper  reporting.  Next,  a job  as 
manager  of  the  public  information  office  at  the  University 
of  Illinois  Chicago  Professional  Colleges  proved  to  be  the 
beginning  of  a 31 -year  association  with  doctors. 

By  1954  Line  Williston  and  his  young  family  were  ready 
to  move  to  Austin  to  serve  the  Texas  Medical  Association. 

Immediate  past  president  Mylie  E.  Durham,  Jr,  MD, 
calls  Mr  Williston  “one  of  the  most  energetic  men  that 
I know,”  and  probably  “the  most  disciplined  man  I've  ever 
known  in  my  life.”  “I  am  convinced  that  TMA  is  in  the 
best  possible  hands  it  could  be  in,  executive  wise.  Not 
only  does  he  carry  the  utmost  respect  of  the  physicians 
in  TMA,  he  carries  the  respect  of  TMA  employees  and 
executives  across  the  nation.” 

C,  Lincoln  Williston  and  his  wile.  Jane,  were  honored  during  the  House 
of  Delegates  opening  session  May  3 by  a surprise  presentation  of  a 
silver  tea  service,  signifying  25  years  of  service  to  TMA.  Presenting  the 


Whatever  the  source— coworkers,  friends,  professional 
associates — the  sketch  of  Line  Williston  is  decidedly  con- 
sistent. He's  been  described  by  acquaintances  through 
the  years  as  a “dead  serious  " college  sports  writer,  a 
“cool,  thoughtful,  level-headed  professional, ' and  a 
“fiercely  fair  competitor”  who  never  “blows  his  cool.” 
Those  who  know  him  say  he  is  intense  at  whatever  he 
undertakes.  If  the  fish  aren't  biting,  says  his  friend,  former 
TMA  legal  counsel  Phil  Overton,  Line  puts  the  pole  aside 
and  pulls  out  a bundle  of  papers.  “That's  just  his  nature, " 
says  Mr  Overton,  who  confirmed  other  reports  that  Willis- 
ton was  seldom  far  from  his  paperwork — except  when 
playing  golf.  “The  minute  you  got  on  the  plane,  he  started 
writing.  He's  a detailist.  There’s  nobody  else  like  him  . . .” 

Mr  Williston  once  described  his  own  views  of  his  work. 
“You  really  have  to  feel  good  about  those  people  who 
enjoy  their  work,”  he  said.  “I’m  one  of  those  people.” 
That,  along  with  “a  very  strong  belief  in  God,  a wonder- 
ful wife  who's  put  up  with  me  for  31  years  and  under- 
stands my  devotion  to  my  job,”  his  family,  and  sports 
are  the  foundations  upon  which  he  has  built  success. 

service  is  Mylie  Durham.  MD,  immediate  past  president  of  TMA.  and  in 
the  background.  D.  Clifford  Burross.  MD,  vice  speaker  of  the  House  of 
Delegates. 
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STANDS  UP 

TO  SET  THE  RECORD  STRAIGHT! 


The  TEXAS  MEDICAL  LIABILITY  TRUST  stands  up  as  a viable  insurance  entity. 
The  Trust  began  issuing  coverage  to  TMA  members  on  January  1 , 1 979,  and  con- 
tinues to  issue  coverage  on  a daily  basis. 

Available  to  TMA  members; 

— Non-assessable  occurrence  professional  liability  policies 
— Prior  Acts  Coverage 
— Excess  Coverage 

TMLT  has  reinsurance  with  Lloyd’s  of  London.  The  Trust  has  surplus  sufficient  to 
cover  claims  under  $200,000.  Reinsurance  is  less  costly  if  only  higher  levels  of  risk 
are  insured.  TMLT  is  reinsuring  all  claims  in  excess  of  $200,000  to  their  policy 
limits  of  $750,000.  There  is  no  aggregate  limit  on  the  amount  of  risk  taken  by  the 
reinsurer. 

TMLT  provides  the  opportunity  for  its  policyholders  to  purchase  excess  coverage 
through  its  reinsurance  broker,  since  the  JUA  provides  excess  coverage  only  to  its 
member  companies. 

TMLT  has  three  members  serving  on  the  Texas  State  Board  of  Insurance  nine- 
member  Advisory  Committee. 

TMLT  STANDS  UP  TO  BE  COUNTED  AS  A VIABLE  INSURANCE  ENTITY 

FOR  TMA  PHYSICIANS 


For  Information  Contact 

“A  health  care  liability  claim  trust 
created  by  the  Texas  Medical  Association” 


TEXAS  MEDICAL  LIABILITY  TRUST 
21 1 East  7th  • Austin.  Texas  78701  • (51 2)  472-3322 


TEXAS  MEDICINE 


A reminder 


ZYIAPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drup  and  strict  attention  shouid  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim'  (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion. renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CONTRAINDICATIONS;  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS;  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens- Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  In  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim,  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis 

In  patients  receiving  Purinethol*  (mercapto- 
purine)  or  Imuran*  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  anti  Women  of  Childbearing  Age 
Zyloprim*  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  Impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  Is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS; 

Dermatologic  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident 


Gastrointestinal:  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  ^loprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy  "Toxic  " 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yii  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting. 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported, 

HOW  SUPPLIED;  100  mg  (white)  scored  tablets, 
bottles  of  1 00  and  1 000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500  Unit  dose  packs  for  each 
strength  also  available 

Complete  Information  available  from  mr  local  B W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML 

U.S.  Patent  No.  3,624,205  (Use  Patent) 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Anything  you  want! 

From  spacious  meeting  rooms  • To  facilities  for  thousands 

in  luxury  motels  . . . in  our  Texas-size  convention  center. 

From  Western  dance  halls  . . . • To  sophisticated  ballrooms. 

lounges  and  discos. 

From  complimentary  services  • To  surprisingly  low  rates  for 

by  our  staff.  . . excellent  rooms,  food  and  facilities. 

Call  collect  or  write  for  details: 

Board  of  Convention  and  Visitors  Activities 
Dept.  TM 

301  Polk.  Amarillo.  TX  79101  • (806)  374-9812 


AMARlfi!^ 


TEXAS 


Bask  in  our  sunshine  and  our  warm  hospitality 


—FOR  PHYSICIANS  & SURGEONS  ONLY!— 

Microbiology  Capsules® 

"Update  Capsule  News  for  the  Busy  Physician." 

We  review  and  selectively  abstract  the  latest  advances 
in  Microbiology  and  Immunology  from  the  world’s 
leading  journals  and  conventions  IF  they  impact  on 
the  diagnosis,  treatment  or  care  of  the  patient. 

After  20  years  of  experience  in  the  diagnostic  and 
research  areas  of  clinical  microbiology  we  are  aware, 
as  few  are,  of  two  facts: 

1)  the  great  need  of  the  medical  practitioner  to 
keep  up  with  these  fast-developing  fields  and 

2)  his  inability,  because  of  his  busy  practice,  to 
spend  long  hours  researching  the  voluminous  world 
literature. 

We,  therefore,  decided  to  offer  a specialized  service 
which  many  physicians  and  surgeons  need. 

INTRODUCTORY  OFFER:  $22.00/6  issues,  U.S.  and 
Canada;  all  other  countries:  $35.00.  Please  allow  6- 
8 weeks  for  delivery. 

FOR  FREE  BROCHURE:  Please  send  stamped,  self- 
addressed  envelope. 

Microbiology  Capusles^ 

(Joseph  A Valu,  Editor.) 

P.O.  Box  212 
Scarsdale,  N.Y.  10583. 

* Rfgisterctl  in  \\’est(lK‘.ster  (.‘ounts,  N.Y. 


Tenuate''(S 

(dlethylpropion  hydrochloride  NF) 

Tenuate  Dospan'' 

(diethylpropion  hydrochloride  NF)  controlied-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  ate  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  |a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
VI/ARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect;  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  anrf  related  drugs  may 
be  associateil  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEC.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia.  Irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  In 
Pregnancy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease.  Including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  atonetime  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a tew  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting.abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine: 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia, Miscellaneous : A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  In  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloridejcontrolletf-release:  One  75  mg, 
tablet  daily,  swallowed  whole.  In  midmorning.  Tenuate  is  not  recom- 
mended (or  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperretlexia,  rapid  respiration,  contusion,  assault- 
iveness. hallucinatrons.  panic  states. Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodiaiysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine®)  has  been  suggesterf  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey.  Puerto  Rico  00633 
Direct  Medical  Inguiries  to: 

MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Dhio  45215,  U.S.A, 

Licensor  of  Merreil® 

References;  (.Citations  available  on  request- Medical  Research 
Department.  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215.  2.  Hoekenga,  M.T., 
O'Dillon,  R.H.,  and  Leyland,  H .M  : A Comprehensive  Review  of  Dieth- 
ylpropion Hydrochloride.  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy,  Jan.  20-21, 1977. 

Merreil 
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Overweight  may  not  always  be  simple 
complications  can  develop^ 

Complicated  or  not... 


o 

vaievnyipropion  hydroc 

Pfitrolled-release  tablets 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program; 

Overweight  patients  in  certain  diagnostic  categories  often  require 
strict  appetite  control  and  a successful  program  of  weight  v;  ^ 

reduction  may  tend  to  diminish  the  incidence  or  severity  of  the  ^ 
complications  in  some  patients.  Diethyl propion  hydrochloride  T , ' 
has  been  reported  useful  in  such  patients  and  while  it  is  not  ; \ 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen. Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension;  = ^ ; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 

In  uncomplicated  overweight.  ^ 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no  i 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature  ^ 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
lossprogram. 

Clinical  effectiveness.  r 

The  anorectic  effectiveness  of  diethyl  propion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And  , - ; 
the  unique  chemistry  of  Tenuate  provides  “. . .anorectic  potency  . 

with  minimal  overt  central  nervous  system  or  cardiovascular  : 

stimulation.  ”2  Compared  with  the  amphetamines,  diethyl  propion  - ; 

has  minimal  potential  for  abuse. 
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1bnuate-it  makes  sense. 

And  it’s  responsible  medicine. 


*Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 
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Before  prescribing,  please  consult  complete 
uct  information,  a summary  of  which  follows 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephrlti 
pyelitis  and  cystitis)  due  to  susceptible  organ 
(usually  E.  coli,  Klebsiella-Aerobacter,  Staph. 
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fully  coordinate//)  vitro  sulfonamide  sensitivu 
tests  with  bacteriologic  and  clinical  lesponss 
aminobenzoic  acid  to  follow-up  culture  media 
increasing  frequency  of  resistant  organisms  l.> 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels 
variations  may  occur;  20  mg/100  ml  should  b 
maximum  total  level. 

Contraindications;  Children  below  age  12;  sui 
fonamide  hypersensitivity;  pregnancy  at  terrr 
during  nursing  period;  because  Azo  Gantanoi 
tains  phenazopyridine  hydrochloride  it  iscont 
dicat^  in  glomerulonephritis,  severe  hepatitr 
uremia,  and  pyelonephritis  of  pregnancy  with 
disturbances. 

Warnings:  Safety  during  pregnancy  not  estabi 
Deaths  from  hypersensitivity  reactions,  agrani 
tosis,  aplastic  anemia  and  other  blood  dyscr^ 
have  been  reported  and  early  clinical  signs  (; 
throat,  fever,  pallor,  purpura  or  jaundice)  ma, 
dicate  serious  blood  disorders.  Frequent  CB(; 
urinalysis  with  microscopic  examination  are  r« 
ommended  during  sulfonamide  therapy. 
Precautions;  Use  cautiously  in  patients  with  ir 
paired  renal  or  hepatic  function,  severe  allei> 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whotr 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  ai 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
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hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
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hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  tox 
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nodosa  and  L.  E.  phenomenon).  Due  to  certair 
chemical  similarities  with  some  goitrogens,  di-i 
uretics  (acetazolamide,  thiazides)  and  oral  hyc- 
glycemic  agents,  sulfonamides  have  caused  raj 
instances  of  goiter  production,  diuresis  and  hyj 
glycemia.  Cross-sensitivity  with  these  agents  n] 
exist. 
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WHATS  NEW 


Retrolental  fibroplasia;  a continuing  problem 

R.  Michael  Nisbet,  MD  Edward  C.  Ferguson,  III,  MD 

Retrolental  fibroplasia  (RLF)  was  first  reported  in  1942 
by  Theodore  Terry,'  a Texan  who  was  practicing  in  Bos- 
ton. He  described  the  case  of  a six-month-old  infant,  born 
two  months  prematurely  and  found  to  have  an  opaque 
membrane  behind  each  lens.  This  membrane  was  thought 
to  be  a fibroblastic  overgrowth  of  the  persistent  tunica 
vasculosa  lentis.  During  the  next  12  years,  RLF  became 
the  largest  single  cause  of  infant  blindness  in  the  United 
States.  It  continues  today  to  be  a problem  that  deserves 
the  attention  of  all  physicians  who  care  for  premature 
infants. 

Confirmation  of  the  Etiology 

In  1956,  the  results  of  the  national  cooperative  study  on 
retrolental  fibroplasia  demonstrated  conclusively  that  the 
length  of  time  the  premature  infant  is  kept  in  an  oxygen- 
enriched  environment  is  an  important  factor  in  causing 
RLF.  Following  the  report  of  the  cooperative  study  group, 
the  use  of  oxygen  for  premature  infants  was  severely  cur- 
tailed for  several  years.  In  1969,  the  mortality  rate  in  pre- 
mature infants  was  shown  to  have  increased  during  the 
period  1954  to  1958  when  use  of  oxygen  had  been  cur- 
tailed. In  addition,  in  1963  the  incidence  of  cerebral 
palsy  was  shown  to  have  increased  in  premature  infants 
from  whom  oxygen  had  been  withheld. 

The  Dilemma  in  Treatment 

Pediatricians  found  themselves  in  the  difficult  position  of 
accepting  either  increased  infant  mortality  and  cerebral 
palsy  or  possible  visual  impairment  because  of  RLF.  In 
the  ensuing  years,  they  tended  toward  a liberalized  atti- 
tude in  the  use  of  oxygen  in  management  of  idiopathic 
respiratory  distress  syndrome.  In  spite  of  careful  periodic 
monitoring  of  arterial  blood  gas  values,  however,  the  num- 
ber of  cases  of  RLF  appeared  to  increase. 

Since  blood  gas  monitoring  had  proved  to  be  inade- 
quate, ophthalmoscopic  examination  for  retinal  vasocon- 
striction was  suggested  as  a guideline  to  the  oxygen 
levels.  Ophthalmoscopy  unfortunately  proved  not  to  be 
useful  clinically  for  several  reasons.  Vitreous  haze  made 
it  impossible  to  visualize  the  fundus  in  many  small  pre- 
mature infants,  visualization  was  diminished  by  persistent 
remnants  of  the  embryonic  hyaloid  system,  and  estima- 


tion of  hyperoxia  on  the  basis  of  constricted  retinal  ves- 
sels proved  inaccurate. 

No  data  are  available  on  the  precise  values  of  arterial 
partial  pressure  of  oxygen  at  which  retinal  damage  oc- 
curs. A second  national  cooperative  study  was  begun 
with  the  goal  of  determining  the  relation  between  PaOj 
and  retolental  fibroplasia,  and  the  results  of  that  study 
were  available  in  1977.^  The  occurrence  of  RLF  was 
found  to  be  unrelated  to  PaOj,  as  determined  by  inter- 
mittent sampling.  The  strongest  associations  found  were 
birth  weight  and  time  in  oxygen. 

Another  small  study  suggested  that  infants  may  be  at 
greatest  risk  of  severe  retinal  damage  from  oxygen  rela- 
tively late  in  the  course  of  their  oxygen  therapy.  The 
ophthalmologist  cannot  dictate  the  amount  of  oxygen  ad- 
ministered but  monitors  the  retinal  vascular  changes  that 
may  ensue. 

The  incidence  of  retrolental  fibroplasia  in  a modern 
infant  special  care  unit  ranges  widely  (from  6%  to  16%). 
This  discrepancy  occurs  because  the  patients  in  the  study 
groups  are  not  always  comparable  in  birth  weight  or  in 
the  amount  of  oxygen  they  receive  and  because  the 
criteria  for  diagnosis  of  RLF  are  not  consistent.  We  found, 
for  example,  among  100  infants  examined  prospectively, 
a 6%  incidence  of  RLF." 

Evaluation  and  Treatment 

Which  infants  have  the  greatest  risk  of  developing  RLF? 
The  lower  the  birth  weight,  the  greater  the  risk.  The  profile 
of  a “high-risk”  infant  includes  birth  weight  less  than  1 ,500 
gm,  respiratory  distress  syndrome,  and  multiple  episodes 
of  apnea. 3 

Which  infants  should  be  examined?  All  infants  with  a 
birth  weight  less  than  2,000  gm  (4.2  lb)  or  a gestational 
age  less  than  34  weeks  should  be  screened  if  they  re- 
ceive oxygen  in  concentrations  greater  than  that  of  the 
room  air.  The  examination,  performed  by  a knowledge- 
able ophthalmologist,  using  a binocular  indirect  ophthal- 
moscope, is  performed  before  the  infant  is  discharged 
from  the  nursery.  Affected  infants  are  reexamined  at 
monthly  intervals.  The  criteria  for  the  diagnosis  of  active 
retrolental  fibroplasia  are  a prominent  demarcation  line 
between  vascular  and  avascular  retina  and  evidence  of 
abnormal  vascularization  at  that  junction. 

Treatment  of  the  active  stage  of  RLF  is  controversial 
because  of  the  high  rate  of  spontaneous  regression, 
estimated  to  occur  in  90%  of  cases.  Two  recent  series'*’® 
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40  have  shown  that  treatment  of  the  neovascularization  by 
either  cryotherapy  or  photocoagulation  was  successful  in 
eliminating  new  vessels  but  did  not  influence  the  degree 
of  myopia  or  traction  of  the  macula.  Kingham^  concluded 
that  cryotherapy  was  ineffective  and  perhaps  even  dele- 
terious. 

The  late  complications  of  retrolental  fibroplasia  include 
myopia,  vitreous  membranes,  pigmentary  retinopathy, 
dragged  retina,  ectopic  macula,  lattice  degeneration,  reti- 
nal breaks,  falciform  folds,  and  retinal  detachment.  Infants 
with  RLF  should  be  .followed  at  six-month  intervals  for 
treatable  complications,  such  as  retinal  breaks  and  retinal 
detachments,  especially  between  5 and  10  years,  which 
is  the  age  at  which  these  complications  commonly  be- 
come manifest. 
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TEXAS  MEDICINE 


Anticholinergics  and  psychiatric  practice 


Cyrus  Sajadi,  MD 


Nearly  all  currently  marketed  psychiatric  medications 
exert  an  atropine-like  blocking  effect  on  muscarinic 
acetylcholine  receptor  sites  in  both  the  peripheral  and 
central  nervous  systems  J Most  clinicians  consider  the 
anticholinergic  actions  of  these  compounds  as  side 
effects  rather  than  therapeutic  effects.  Such  anticholin- 
ergic symptoms  as  dry  mouth,  blurred  vision,  urinary 
hesitancy,  and  constipation  are  uncomfortable  for  the 
patient  and  may  bring  about  or  contribute  to  dangerous 
conditions  such  as  paralytic  ileus  or  glaucoma.  In  addi- 
tion, anticholinergic  effects  may  be  uncomfortable  to  the 
point  that  the  patient  does  not  comply  with  the  medica- 
tion regimen.  Despite  the  possibly  deleterious  atropine- 
like activity  of  psychotropics,  many  anticholinergic  effects 
may  offer  some  therapeutic  advantage  to  the  patient. 

This  article  reviews  the  good  and  ill  associated  with  this 
action  of  the  psychotropic  compounds. 


History 

Anticholinergics,  also  known  as  atropinics,  are  present  in 
a wide  variety  in  nature.  They  are  found  as  alkaloids  in 
plants  and  also  are  produced  synthetically.  Plants  of  the 
nightshade  or  Solanaceae  family  are  a natural  source  of 
these  groups  of  compounds.  In  ancient  societies  these 
plants  frequently  were  used  as  poison.  The  name  of  the 
prototype  compound,  atropine,  is  derived  from  "Atro- 
pos,”  the  eldest  of  the  three  Fates  who  cuts  the  threads 
of  life  in  Greek  mythology. ^ 

Therapeutic  use  of  belladonna  alkaloids  dates  back  to 
the  middle  ages,  although  the  understanding  of  their 
therapeutic  action  began  only  in  the  early  19th  century. 
Although  effects  of  these  compounds  on  different  organ 
systems  have  been  studied,  their  mechanism  of  action  in 


the  central  nervous  system  remains  obscure  and  com- 
plex. There  are  a great  many  commercially  available 
prescription  and  proprietary  drugs  which  contain  anti- 
cholinergics such  as  atropine,  scopolamine,  homatropine, 
or  their  methylated  derivatives.  More  than  600  currently 
available  pharmaceutical  preparations  and  combinations 
contain  atropine  or  scopolamine.  With  each  of  these  com- 
pounds there  are  potential  complications  such  as  unpre- 
dictable deleterious  reactions  to  therapeutic  doses  and 
intentional  or  accidental  ingestion  of  overdoses. 

Pharmacology 

Antimuscarinic  drugs  are  competitive  antagonists  to  the 
actions  of  acetylcholine  and  other  agonists  in  the  CNS 
and  at  postganglionic  parasympathetic  endings  peripher- 
ally. It  is  thought  that  the  psychotropic  compounds  imitate 
atropine  at  muscarinic  receptor  sites  through  competitive 
inhibition  of  access  of  acetylcholine  to  receptor  sites.  Most 
potent  anticholinergic  drugs  can  be  considered  deriva- 
tives of  muscarinic  agonists  by  the  introduction  of  bulky 
substituent  groups  into  the  molecule.  These  bulky  groups 
are  capable  of  van  der  Waals  binding,  and  so  increase 
the  affinity  of  the  drug  molecule  for  the  receptor  site. 

It  has  been  suggested  that  there  is  a relatively  large  area 
lying  outside  but  adjacent  to  the  area  of  the  three-site 
receptor  where  such  van  der  Waals  interactions  can  take 
place.  There  is,  of  course,  an  alternative  possibility  that 
acetylcholine  antagonists  do  not  act  upon  the  acetylcho- 
line receptor  sites,  but  rather  as  an  adjacent  or  nearby 
receptor,  modifying  it  in  such  a way  that  the  affinity  of 
the  agonist  for  it  would  be  reduced. 

Fig  1 summarizes  those  anticholinergic  properties  con- 
sidered beneficial.  Fig  2 lists  the  deleterious  or  undesir- 
able effects  of  atropine-like  medications. 


7.  Anticholingerics:  some  beneficial  effects^ 


Psychiatry 

Anesthesiology 
Cardiology 
Gastroenterology 
Ophthalmology 
Vestibular  system 

Basal  ganglia 
Genitourinary  system 

Miscellaneous 


Neuroleptics  with  more  potent  anticholinergic  property  produce  fewer  neurological  side  effects.  Sedation.  Anti- 
anxiety  effects. 

Decrease  sialorrhea  and  vagally  mediated  bradycardia. 

Useful  in  the  treatment  of  heart  block,  myocardial  infarction,  vagally  induced  bradycardia,  and  other  arrhythmias. 
Decrease  motility  and  secretion. 

Induce  mydriasis  and  cycloplegia  (eye  examination)  in  treatment  of  iritis,  iridocyclitis,  keratitis,  choroiditis. 
Control  nausea  and  vomiting  secondary  to  vestibular  disease;  used  in  treatment  of  motion  sickness,  Meniere's 
disease. 

Treatment  of  parkinsonism  and  pseudoparkinsonism. 

Temporary  decrease  in  dysmenorrhea  symptoms;  some  beneficial  effect  in  treatment  of  renal  colic;  in  treatment 
of  bladder  dysfunction.  Beneficial  in  some  cases  of  enuresis  of  children. 

Some  beneficial  effect  in  treatment  of  asthma,  cold,  migraine,  mushroom  poisoning  (rapid  type),  organo- 
phosphorous poisoning. 
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Anticholinergics 


Discussion 

Of  all  the  beneficial  effects  postulated  for  atropine  and 
its  pharmacological  congeners,  the  concept  of  the  CNS 
balance  between  acetylcholine,  dopamine,  and  norepine- 
phrine is  most  intriguing.  Disturbance  of  such  a balance 
has  been  implicated  in  affective  disorders  and  in  motor 
disorders,^  suggesting  that  a balance  between  acetylcho- 
line and  norepinephrine  is  associated  with  normal  mood. 
In  this  model,  mania  would  represent  a relative  hyper- 
adrenergic  state  or  a hypocholinergic  state;  depression, 
conversely,  would  be  a relatively  hypercholinergic  or 
hypoadrenergic  condition.^  In  this  same  manner,  in  move- 
ment disorders,  parkinsonism  secondary  to  administration 
of  neuroleptics  would  represent  a hypodopaminergic  state 
or  a relative  hypercholinergic  state.  Choreoathetosis  and 
hyperkinesis,  on  the  other  hand,  would  be  the  manifesta- 
tion of  a hyperdopaminergic  state  or  a relative  hypo- 
cholinergic condition. 5 Pharmacological  evidence  for 
these  postulates  exists  in  that  physostigmine,  a centrally 
active  anticholinesterase  which,  by  preventing  hydrolytic 
inactivation  of  acetylcholine,  renders  more  acetylcholine 
available  at  cholinergic  receptor  sites  in  the  brain,  will 
reduce  mania  to  a near  depression.®  Conversely,  giving 
adrenergic  compounds  such  as  amphetamine  will  ex- 
acerbate mania,  and  may  in  some  subjects,  temporarily 
at  least,  relieve  depression. 

In  the  motor  system,  physostigmine  will  reduce  the 
clinical  manifestations  of  choreoathetosis  or  aggravate 
the  manifestations  of  parkinsonism,  or  both.  Dopaminer- 
gic agents,  such  as  methylphenidate,  will  relieve  the 
effects  of  parkinsonism  and  aggravate  choreoathetosis. 
Atropine-like  compounds,  on  the  other  hand,  may  con- 

2.  Anticholinergics,  some  deleterious  effects. 


tribute  to  the  antidepressant  efficacy  of  the  tricyclic,  and 
they  have  some  efficacy  in  treatment  of  parkinsonism  as 
well  as  aggravating  the  symptoms  of  dyskinesia. 

Current  biochemical  theories  of  psychosis,  particularly 
schizophrenia,  postulate  an  abnormality  in  dopamine 
function,  particularly  in  the  mesolimbic  area  of  the  brain. ^ 
None  of  the  experiments  has  shown  that  dopamine  abnor- 
mality is  the  causal  agent,  but  data  obtained  from  various 
experiments  correlate  well  with  current  knowledge.  It  is 
known  that  antipsychotic  drugs  interfere  with  dopamine 
transmission  in  the  mesolimbic  area  primarily  through 
blocking  of  postsynaptic  dopamine  receptors.  This  is  a 
property  shared  by  all  of  the  currently  marketed  anti- 
psychotic agents.  At  the  same  time,  however,  these 
potent  agents  also  block  dopamine  receptor  sites  in  the 
striatum,  which  brings  about  the  undesirable  extrapyra- 
midal  condition  generally  recognized  as  pseudoparkin- 
sonism. Some  investigators  have  shown  that  such  side 
effects  may  not  necessarily  correlate  with  plasma  or 
brain  concentration  of  the  drug,  but  rather  with  the  disrup- 
tion of  the  balance  between  dopaminergic  and  cholinergic 
function  in  the  striatum.  The  ability  of  any  particular  com- 
pound to  bring  about  such  a disruption  is  secondary  to  its 
relative  anticholinergic  and  antidopaminergic  properties. 
All  currently  available  antipsychotic  medications  possess 
both  antidopaminergic  and  anticholinergic  properties  in 
various  ratios. 

One  may  establish  a continuum  of  these  activities  with 
the  most  potent  antidopaminergic  but  weakest  anticholin- 
ergic (ie,  haloperidol)  and  the  weakest  antidopaminergic 
but  most  potent  anticholinergic  (ie,  thioridazine)  at  the 
poles.  The  fact  that  haloperidol  is  the  most  likely  and 
thioridazine  least  likely  to  bring  about  acute  extrapyra- 
midal  disorder  suggests  that  because  of  its  relative  lack 
of  atropinic  effects,  haloperidol  throws  these  functional 
systems  out  of  balance  toward  a hypodopaminergic  state. 
Thioridazine,  which  is  a potent  atropinic,  in  effect  carries 
its  own  antiparkinson  agent  which,  while  blocking  dopa- 
mine, restores  the  balance  at  the  same  time  through  sup- 
pression of  acetylcholine  function  to  the  level  of  the 
suppressed  dopamine  function.  This  activity  is,  of  course, 
an  illustration  of  the  beneficial  effects  of  anticholinergics. 


Long-term  treatment  with 
neuroleptics 


Ophthalmology 
Central  cholinergic  system 
Gastrointestinal 
Long-acting  phenothiazines 
Psychotogenic  effect 

Behavior 

Salivary  and  submucosal 
gland 

Cardiovascular 
Central  nervous  system 
Other  peripheral  effects 


May  contribute  to  or  aggravate  possibly  irreversible  movement  disorders  such  as  tardive  dyskinesia.  Anti- 
cholinergics are  dispensable  in  neuroleptic-induced  parkinsonian  syndrome  after  long-term  treatment  with  anti- 
psychotics.  Long-term  suppression  of  acetylcholine/dopamine  balance  necessary  for  normal  motor  function. 
Without  alteration  in  dopamine  function,  however,  the  movements  may  not  become  manifest. 

Aggravates  glaucoma. 

May  add  delirium  to  clinical  picture. 

Decrease  gastric  secretion,  motility,  etcetera.  Usual  gastrointestinal  side  effects  such  as  constipation. 

Some  long-acting  phenothiazines  with  low  anticholinergic  properties  have  not  had  significant  side  effects. 
Anticholinergics  in  hypnotics  and  analgesics  may  have  been  responsible  for  potential  psychotogenicity  of  some  of 
these  drugs. 

Hyperactivity  possible  by  blockage  of  cholinergic  systems  of  the  CNS. 

Anticholinergics  inhibit  secretion  of  salivary  gland  and  bronchial  gland. 

Sinus,  tachycardia,  vasodilatation,  and  hypotension. 

Anxiety,  delirium,  disorientation,  hallucinations,  seizure  disorders,  and  coma. 

High  temperature,  mydriasis,  and  urinary  retention. 
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Tricyclic  antidepressants  are  also  potent  anticholiner- 
gics. Snyder  and  Yamamura®  were  able  to  show  that  in 
amitriptyline,  anticholinergic  potency  is  almost  one- 
twentieth  that  of  atropine,  the  prototype  anticholinergic. 
Moreover,  imipramine’s  potency  was  equal  to  one-eighth 
that  of  amitriptyline.  It  is  not  clear  whether  some  struc- 
tural differences,  such  as  presence  of  an  exocyclic  double 
bond  such  as  is  possessed  by  amitriptyline  and  which  is 
believed  to  inhibit  the  free  rotation  of  the  molecule,  may 
be  an  important  factor  in  determining  the  anticholinergic 
potency  of  the  compound.  Data  also  suggest  that  posses- 
sion of  a dimethylated  side  chain  renders  the  compound 
more  anticholinergic  than  those  possessing  a mono- 
methylated  side  chain.  Such  a structure-activity  relation- 
ship also  exists  in  the  phenothiazines  and  has  been 
shown  to  be  a factor  in  their  antipsychotic  potency.  Of 
the  presence  of  the  two  methyl  groups  on  the  side  chain, 
nitrogen  is  believed  to  enhance  the  configuration  of  the 
molecule  in  its  competition  with  dopamine  for  the  dopa- 
mine receptor  site.  Such  structure-activity  relationships 
are  interesting  and  important,  but  are  beyond  the  scope  of 
this  paper.  There  are  too  many  compounds  to  list  that 
are  available  for  human  medication  with  anticholinergic 
effect  (see  appendix).  Shader  and  Greenblatt  list  more 
than  600  of  these  agents.® 

Summary 

Anticholinergic  compounds  are  of  particular  importance  in 
psychiatry  for  a variety  of  reasons: 

1 . Nearly  all  of  the  currently  marketed  psychotropic 
medications  exert  atropine-like  effects. 

2.  They  counteract  one  of  the  most  common  and  un- 
desirable side  effects  (ie,  pseudoparkinsonism)  of  some 
major  and  widely  used  psychiatric  medications  such  as 
phenothiazines. 

3.  Compounds  with  such  properties  are  in  use  in 
clinical  psychiatry  nearly  as  frequently  as  any  other  major 
medications.  Nearly  all  of  presently  prescribed  com- 
pounds are  synthetic  alkaloids  and  have  both  peripheral 
and  central  anticholinergic  effects. 

4.  Researchers  in  behavioral  sciences  have  shown  that 
the  cholinergic  system  plays  an  important  role  in  a variety 
of  behaviors  such  as  motor  and  consummatory  behavior 
and  those  behaviors  maintained  by  positive  and  nega- 
tive reinforcement.  There  are  additional  indications  that 
anti-acetylcholine  mechanisms  might  influence  learning 
processes. 
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Appendix 

Some  medications  in  common  use  with  anticholinergic  properties  or 
side  effects: 

A.  Atropine  products  or  belladonna  alkaloids: 

Atropine 
Scopolamine 
Homatropine 
Benztropine  (Cogentin) 

Hyoscyamine 

B Quaternary  ammonium  compounds: 

Homatropine  methylbromide 
Scopolamine  methylbromide  (Pamine) 

Atropine  methyinitrate  (Eumydrin) 

Propantheline  (Pro-Banthine) 

Poldine  (Nacton) 

Glycopyrrolate  (Robinul) 

Isopropamide  (Darbid) 

Methantheline  (Banthine) 

Tridihexethyl  (Pathilon) 

Oxyphenonium  (Antrenyl) 

Clidinium  (Quarzan) 

C.  Nonquaternary  compounds: 

Cyclopentolate  (Cyclogyl) 

Eucatropine  (Euphthalmine) 

Oxyphencyclimine  (Daricon) 

Dicyclomine  (Bentyl) 

D.  Piperidine  compounds: 

Trihexyphenidyl  (Artane) 

Procyclidine  (Kemadrin) 

Cycrimine  (Pagitane) 

Biperiden  (Akineton) 

E.  Antihistamines: 

Diphenhydramine  (Benadryl) 

Promethazine  (Phenergan) 

Dimenhydrinate  (Dramamine) 

Orphenadrine  (Disipal) 

Chlorphenoxamine  (Phenoxene) 

Cyclizine  (Marezine) 

Meclizine  (Bonine) 
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F.  Antipsychotics: 

Chlorpromazine  (Thorazine) 
Triflupromazine  (Vesprin) 

Promazine  (Sparine) 

Thioridazine  (Mellaril) 

Mesoridazine  (Serentil) 

Piperacetazine  (Guide) 

Carphenazine  (Proketazine) 
Acetophenazine  (Tindal) 
Prochlorperazine  (Compazine) 
Thiopropazate  (Dartal) 

Perphenazine  (Trilafon) 

Butaperazine  (Repoise) 

Trifluoperazine  (Stelazine) 

Fluphenazine  (Prolixin) 

Loxapine  (Loxitane) 

Flaloperidol  (Flaldol) 

Molindone  (Moban) 

G.  Tricyclic  antidepressants: 

Amitriptyline  (Elavil) 

Nortriptyline  (Aventyl) 

Protriptyline  (Vivactil) 

Imipramine  (Tofranil) 

Desipramine  (Pertofran) 

FI.  Monoamine  oxidase  inhibitors: 

Iproniazid 
Phenelzine  (Nardil) 

Isocarboxazid  (Marplan) 

Nialamide  (Niamid) 

Tranylcypromine  (Parnate) 

I.  Lithium  compounds: 

Lithium  chloride  (most  anticholinergic) 
Lithium  citrate  (intermediate  effect) 
Lithium  carbonate  (least  anticholinergic) 

J.  Antiparkinsonian  agents: 

Biperiden  (Akineton) 

Benztropine  Mesylate  (Cogentin) 
Chlorphenoxamine  (Phenoxene) 
Cycrimine  (Pagitane) 

Diethazine  (Diparcol) 

Diphenhydramine  (Benadryl) 
Ethopropazine  (Parsidol) 

Orphenadrine  (Disipal) 

Procyclidine  (Kemadrin) 

Trihexyphenidyl  (Artane) 


DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  “yes”  to  any  one 

of  the  questions  below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  praotioe; 

• becomes  easily  depressed  or  easily  annoyed; 

• drinks  more  than  a moderate  amount; 

• is  self-prescribing  mood-altering  drugs; 

• is  slowing  down,  over-tired,  or  constantly  placing 
work  ahead  of  personal  needs,  family,  recreation, 
of  self-interest  pursuits; 

— then,  you  may  know  a doctor  who  needs  our  help. 


DOCTORS  HELPING  DOCTORS 

TMA  Committee  on  Physician  Health  & 
Rehabilitation 
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our  HOTLINE.  Call  us  collect  anytime.) 

(512)  477-5575 
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Basilar  impression — 
mimic  of  neurological  disease 

Leslie  E.  Tucker,  MD 


Two  patients  with  basilar  impression  are  described.  Basi- 
lar impression  is  a skeletal  anomaly  where  the  base  of  the 
skull  invaginates  upon  the  upper  cervical  spine,  with 
resultant  compression  and  distortion  of  brainstem  anat- 
omy. This  condition  may  mimic  cerebrovascular  accident, 
transient  ischemic  attack,  spinal  cord  compression,  syrin- 
gomyelia, multiple  sclerosis,  fourth  ventricle  obstruction, 
and  chronic  degenerative  diseases,  particularly  of  the 
cerebellum.  Basilar  impression  should  be  considered  in 
the  differential  diagnosis  of  the  latter  neurological  dis- 
orders. Unlike  most  of  the  latter  neurological  diseases, 
basilar  impression  is  often  correctable  with  surgery. 


Some  physicians  are  unfamiliar  with  basilar  impression. 
Knowledge  of  this  disease  is  important  since  it  mimics 
many  neurological  diseases.  Unlike  most  of  the  diseases 
which  it  mimics,  basilar  impression  is  a surgically  correct- 
able lesion.  By  use  of  two  case  reports,  I hope  to  acquaint 
physicians  with  basilar  impression  and  to  review  its  wide 
clinical  spectrum. 

Case  Reports 

Case  1 : An  athletic  52-year-old  Caucasian  man  was  well 
until  one  year  before  admission  when  he  collapsed  with 
acute  nausea,  vomiting,  dysarthria,  and  dyscoordination 
in  his  legs.  Lumbar  puncture  and  pneumoencephalogram 
were  nondiagnostic.  Suspected  cerebellar  degeneration 
or  a posterior  fossa  cerebrovascular  accident  were  diag- 
nosed, and  the  patient  was  discharged.  His  condition 
stabilized,  but  his  movements  still  were  slow  and  deliber- 
ate, and  he  exhibited  persistent  dysarthria  and  a gait 
disturbance.  Three  months  before  the  second  admission, 
numbness  and  tingling  in  the  tips  of  the  fingers  of  both 
hands  developed.  The  patient  would  occasionally  burn  or 
prick  himself  without  being  aware  of  it.  On  rehospitaliza- 
tion, he  related  no  history  of  radicular  pain  or  weakness. 
There  was  no  family  history  of  cerebellar  dysfunction, 
toxin,  or  drug  exposure.  The  family  history  was  pertinent 
in  that  the  patient's  father  and  a cousin  were  of  short 
stature  and  had  extremely  short  necks;  the  patient  was 
short  of  stature  and  had  a short  neck  and  heaped  up 
shoulders.  Neurologically,  he  exhibited  dysmetria  on 
finger-to-nose  testing,  poor  heel-to-shin  movement,  a 
wide-based  ataxic  gait,  a mild  intention  tremor,  hyper- 
reflexia  of  the  lower  extremities  and  crossed  extensor 
reflexes  of  the  legs,  and  a suspended  sensory  loss  in 


the  cervical  region.  There  was  also  diminished  proprio- 
ception in  the  arms  and  legs.  On  skull  films,  basilar 
impression  was  noted  with  the  tip  of  the  odontoid  being 
2 cm  above  Chamberlain's  and  McGregor's  lines.  De- 
tailed cervical  spine  films  showed  congenital  fusion  of 
the  bodies  and  posterior  remnants  of  C3  and  C4,  partial 
occipitalization  of  the  atlas  and  incomplete  formation  of 
the  arch  of  Cl  (Figs  1 and  2).  A cervical  myelogram 
showed  no  tonsillar  herniation  suggestive  of  Arnold-Chiari 
malformation.  Bilateral  carotid  arteriography  via  an  arch 
study  showed  normal  carotids  and  normal  vertebrals  at 
takeoff.  The  patient  refused  basilar-vertebral  angiog- 
raphy. He  did  not  desire  surgical  treatment  and  is  being 
followed  by  his  internist. 

Case  2;  In  November  1972,  a 62-year-old  Caucasian 
woman  with  a 1 2-year  history  of  severe  Paget's  disease 
involving  the  cranial  bones,  pelvis,  and  vertebrae  was 
first  noted  to  have  ataxia,  decreased  vibratory  and  posi- 
tion sense  in  the  lower  extremities,  hyperactive  lower 
extremity  reflexes,  a right  facial  weakness  and  urinary 
incontinence.  In  January  of  1973  she  was  hospitalized  as 
an  emergency  measure  after  a spell  of  continual  staring 
and  foaming  at  the  mouth.  According  to  her  relatives,  the 
patient  had  been  almost  noncommunicative  for  the  previ- 
ous three  to  four  months,  sleeping  a great  deal  of  the 
time,  unable  to  walk,  and  manifesting  constant  urinary 
incontinence.  There  was  also  a history  of  decreased 
hearing  and  diplopia  in  recent  months.  On  physical  exam- 
ination, the  patient  was  lethargic  and  slow  to  respond, 
but  able  to  follow  commands.  Palpation  revealed  obvious 
frontal  bossing  and  deformed  occipital  and  parietal  bones. 
Neurological  examination  revealed  right  facial  weakness, 
bilateral  hearing  loss,  a generalized  diminished  proprio- 
ceptive and  vibratory  sense,  generalized  atrophy  with 
increased  tone  and  rigidity  of  all  extremities,  worse  on 
the  right.  There  were  also  intention  tremor  on  the  right, 
diffuse  hyperreflexia  with  bilateral  toe  signs,  and  Hoff- 
mann’s signs.  Initially,  the  patient  was  thought  to  have 
had  a cerebrovascular  accident.  On  skull  films,  however, 
basilar  impression  resulting  from  severe  Paget's  disease 
was  diagnosed.  A cervical  myelogram  showed  a partial 
obstruction  to  flow  at  the  first  and  second  cervical  bodies 
on  the  dorsal  aspect  of  the  clivus.  The  cervical  cord  was 
of  normal  size.  Left  vertebral  angiography  revealed  flat- 
tening of  the  basilar  artery  with  associated  distortion  of 
the  branches  of  the  vertebral  artery  (Fig  3).  A left  carot- 
id arteriogram  showed  widened  curvature  of  the  thalamo- 
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1.  Basilar  impression  is  present  (left)  with  the  tip  of  the  odontoid  being  2 cm  above  Chamberlain's  and  McGregor's  llnes^  Diagram  (right) 
depicts  radiographic  lines  used  in  diagnosis  of  basilar  impression  (see  text  for  discussion). 


2.  Diagram  (right)  illustrates  radiographic  findings  (left)  of  associated  Klippel-Feil  anomaly  in  case  1.  (a)  partial  occipitalization  of  atlas  at  Cl : 
(b)  fusion  of  bodies  and  posterior  remnants  of  C3  and  C4:  (c)  incomplete  formation  of  neural  arch  of  C1 . 
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Striate  vein  compatible  with  ventricular  enlargement  and 
hydrocephalus.  A pneumoencephalogram  showed  no 
ventricular  filling.  At  surgery,  an  occipital  craniectomy, 
a cervical  laminectomy  of  the  first,  second,  and  third 
cervical  bodies  and  a ventricular-peritoneal  shunt  were 
done.  The  dura  pulsated  immediately  after  decompres- 
sion. The  patient  subsequently  showed  improvement  in 
all  of  her  neurological  signs,  was  able  to  walk  without 
assistance,  had  increased  mentation,  and  became  able 
to  care  for  herself  and  her  family.  At  follow-up  two  years 
later,  the  patient  continued  to  do  well. 

Discussion 

Basilar  impression  is  a skeletal  anomaly  in  which  the  base 
of  the  skull  invaginates  and  flattens  onto  the  cervical 
spine.  It  is  diagnosed  radiologically  on  a lateral  skull 
film  through  use  of  Chamberlain's  and  McGregor’s  lines. 
Basilar  impression  is  present  if  the  odontoid  is  more  than 
50%  above  Chamberlain's  line  or  greater  than  0.5  cm 
above  McGregor’s  line.  Measurements  using  the  digastric 
line  are  thought  to  be  more  reliable  in  confirming  the 
diagnosis.  If  the  distance  between  the  middle  of  the 
atlanto-occipital  joint  and  the  digastric  line  is  greater  than 
1.1  cm  ± 0.14  cm,  basilar  impression  is  present. 

Often,  tomography  is  needed  to  visualize  the  anatomical 
structures  at  the  base  of  the  skull.  Moreover,  myelography 
and  pneumoencephalography  occasionally  are  warranted 
to  exclude  cerebellar  tonsillar  herniation  through  the  fora- 


men magnum,  indicating  the  presence  of  an  Arnold-Chiari 
malformation,  which  can  coexist  with  basilar  impression. ^ 

Basilar  impression  can  be  of  two  types;  (1)  primary, 
an  autosomal  dominant  inherited  defect  in  development 
with  variable  penetrance  often  associated  with  other 
anomalies  of  notochordal  development  such  as  Klippel- 
Feil  syndrome  or  occipitalization  of  the  atlas;''  ® or  (2) 
secondary,  due  to  softened  bone  as  a result  of  Paget’s 
disease,  osteomalacia,  hypothyroidism,  osteogenesis 
imperfecta.  Hunter’s  syndrome,  senile  osteoporosis,  and 
rickets. 

Clinically,  basilar  impression  masquerades  as  many 
neurological  diseases.  In  case  1 , the  patient’s  symptoms 
initially  were  confused  with  a degenerative  disease  of 
the  cerebellum,  vertebrobasilar  insufficiency,  and  syringo- 
myelia. Case  2 initially  was  misdiagnosed  as  a cerebro- 
vascular accident,  when  in  fact,  the  patient  had  cerebellar 
and  brain  stem  dysfunction,  obstructive  hydrocephalus, 
and  symptoms  of  high  cervical  cord  compression  due  to 
basilar  impression.  Basilar  impression  frequently  presents 
as  altered  states  of  consciousness,  transient  ischemic 
attacks,  and  cerebrovascular  accidents.  Symptoms  of 
nausea  and  vomiting,  headache,  vertigo,  hemiparesis, 
and  blindness  occur  and  are  often  precipitated  by  a rapid 
turning  of  the  head  or  acute  neck  flexion  or  extension. 
The  etiology  of  these  symptoms  relates  to  direct  bony 
encroachment  on  vascular  structures  in  the  brain  stem, 
cord,  and  cerebellum,  and  the  vasculature  distortion  as  a 


3.  Diagram  (right)  Illustrates  radiographic  findmgs  (left)  of  (a)  severe  flattening  of  base  of  skull:  (b)  distortion  of  branches  of  the  vertebral 
artery,  including  posterior  inferior  cerebellar  artery,  and  (c)  flattening  of  basilar  artery  and  branches. 
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result  of  an  adhesive  and  fibrinous  arachnoiditis.  In- 
creases in  CSF  pressure  and  blood  flow  with  coughing 
and  Valsalva's  maneuver  may  aggravate  the  compres- 
sion effects  on  vital  brain  stem  and  cerebellar  structures. 
Direct  pressure  effects  are  also  seen  during  surgical 
decompression  of  basilar  impression  when  the  spinal 
cord  often  does  not  pulsate  well  until  the  atlas  and  the 
underlying  bands  of  fibrous  adhesions  and  peridural 
tissue  are  removed. 

The  syringomyelia-like  symptomatology  has  been 
attributed  to  intermittent  fourth  ventricle  obstruction  or 
to  myelomalacia  as  a result  of  vascular  compromise  to 
the  vertebral  system  and  branches  to  the  anterior  spinal 
artery.®  Lastly,  basilar  impression  has  been  confused  with 
demyelinating  disease  such  as  multiple  sclerosis  and  cord 
tumors.  The  importance  of  recognizing  basilar  impression 
is  that  unlike  many  of  the  diseases  which  it  may  simulate, 
basilar  impression  is  correctable. 

Finally,  it  is  of  interest  that  the  patient  in  case  1 has 
an  associated  Klippel-Feil  syndrome  and  occipital  atlas 
fusion.  Some  studies  have  suggested  that  such  people 
have  an  accentuated  effect  of  basilar  impression  on  the 
brain  stem  and  are  at  increased  risk  for  neurological 
sequelae,  particularly  following  head  trauma.^  For  this 
reason,  family  members  should  be  sought  and  evaluated. 
Associated  Arnold-Chiari  malformation  also  needs  to  be 
excluded  in  these  people. 

In  summary,  basilar  impression  can  be  either  primary 
or  secondary.  The  importance  of  diagnosing  basilar  im- 
pression is  that  it  is  a surgically  correctable  lesion.  The 
families  of  those  with  primary  basilar  impression  should 
be  investigated  because  of  their  increased  risk  of  injury 
secondary  to  head  trauma  when  basilar  impression  is 
present.  These  people  also  need  to  be  evaluated  for 
Arnold-Chiari  malformation  presenting  in  adult  life. 
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Vaginal  smears  for  estrogenic  effect 


Thomas  C.  Vaughn,  MD 


Vaginal  cytology  for  hormonal  evaluation  in  the  absence 
of  infection  has  been  established  as  a simple,  inexpen- 
sive, and  reliable  procedure  for  determining  the  estro- 
genic status  of  the  human  female.  By  using  this  procedure 
at  the  initial  clinic  visit  to  determine  the  estrogenic  status 
of  the  amenorrheic  patient,  unnecessary  delay  in  evalua- 
tion and  treatment  can  be  avoided.  A procedure  for  stain- 
ing and  interpretation  of  the  vaginal  smear  is  discussed. 


Vaginal  cytology  for  hormonal  evaluation  in  the  absence 
of  infection  has  been  established  as  a simple,  inexpen- 
sive, and  reliable  procedure  for  determining  a woman's 
estrogenic  status.  This  is  particularly  true  for  identifying 
the  patient  with  low  levels  of  endogenous  estrogen. 

The  presence  or  absence  of  endogenous  estrogen  pro- 
duction is  vital  information  in  the  diagnostic  evaluation 
of  a patient  with  amenorrhea.  If  a patient  has  no  evidence 
of  estrogen  production,  then  a serum  follicle  stimulating 
hormone  (FSH)  concentration  is  necessary  to  differentiate 
an  ovarian  dysfunction  or  failure  from  a hypothalamic- 
pituitary  dysfunction.  The  use  of  the  vaginal  smear  identi- 
fies these  patients  on  their  initial  visit  and  consequently 
avoids  unnecessary  delay  in  the  diagnosis  by  use  of  the 
progesterone  challenge  test  and  then  the  estrogen  and 
progesterone  challenge  test  (and  also  waiting  four  to  six 
weeks  for  gonadotropin  levels  to  return  to  original  values). 

If  estrogen  effect  is  seen  either  on  the  vaginal  smear 
or  by  ferning  of  the  cervical  mucus,  then  a progesterone 
challenge  test  is  used  to  differentiate  chronic  anovulation 
from  an  end-organ  defect.  Establishing  gonadotropin 
levels  in  these  patients  is  not  always  necessary.  The 
vaginal  smear  has  therefore  become  one  of  the  initial 
procedures  at  The  University  of  Texas  Medical  Branch 
Hospitals  for  evaluation  of  nonpregnant  patients  with 
amenorrhea. 

Because  the  test  gives  a good  indication  of  the  overall 
estrogen  status  of  the  patient,  Lin,’  in  a prospective  study, 
was  able  to  predict  with  rare  exceptions  those  amen- 
orrheic patients  who  would  withdraw  to  the  progesterone 
challenge  test  by  observing  greater  than  10%  superficial 
cells  on  the  vaginal  smear.  Other  investigators^  have 
used  the  vaginal  smear  to  help  predict  which  amenorrheic 
patients  might  have  had  significant  unopposed  estrogen 
stimulation  to  the  endometrium  (and  would  therefore  need 
an  endometrial  biopsy)  by  observing  an  unusually  high 
percentage  of  superficial  cells.  This  is  particularly  im- 
portant in  the  management  of  the  amenorrheic  patient 


with  chronic  anovulation  or  polycystic  ovarian  disease. 

Vaginal  smears  are  easily  obtained  from  the  upper  third 
of  the  vaginal  wall  by  using  a cotton  swab  on  a stick  and 
thus  avoiding  contamination  from  the  cervix  or  vulvar 
epithelium.  The  swab  is  then  rolled  over  a slide  to  pre- 
pare a thin,  well  spread  smear.  There  are  several  avail- 
able techniques  (eosin,  Papanicolaou,  and  others)  that 
may  be  used  for  staining.  A modified  rapid  Papanicolaou 
technique,  described  by  Lin,^  may  be  performed  easily 
by  office  personnel  and  takes  only  nine  minutes.  The  air- 
dried  smears  are  treated  as  follows: 

1.  Harris  hematoxylin  solution  3 minutes 


2.  Water  5 dips 

3.  0.5%  Aqueous  HCL  5 dips 

4.  Running  water  2 minutes 

5.  EA  65  3 minutes 

6.  95%  Alcohol  5 dips 

7.  Xylol 

8.  Mount  in  Permount 


The  slides  are  initially  viewed  under  low  magnification 
to  obtain  a general  impression.  Then,  under  high  power, 
viewing  of  100  cells  allows  a differential  count  among 
basal,  intermediate,  and  superficial  cells.  The  basal  cells 
have  a thick,  rounded  cytoplasm  and  a centrally  vesicular 
nucleus.  The  precornified  squamous  cell  (intermediate 
cell  type)  is  thin  and  has  a rounded  vesicular  nucleus. 

The  most  superficial  cells  are  the  cornified  cells  with  small 
pyknotic  nuclei.  A percentage  of  these  cells  determines 
the  maturation  index  (Ml).  The  karyopyknotic  index  simply 
refers  to  those  cells  with  a pyknotic  nucleus,  while  the 
cornification  count  reflects  the  cytoplasmic  acidophilia  of 
the  squamous  cells. 

The  number  of  superficial  cells  reflects  the  estrogen 
dominance  of  the  hormonal  milieu.  That  is,  with  un- 
opposed estrogenic  stimulation  there  will  be  a shift  of  the 
maturation  index  to  the  right.  In  contrast,  a patient  with 
vaginal  atrophy  may  have  no  superficial  cells  present 
in  the  vaginal  smear.  In  the  presence  of  progesterone, 
vaginal  epithelium  is  proliferated  with  maturation  on  the 
surface  to  the  intermediate  cell  stage  (MI:0/100/0). 
Androgens  as  well  as  exogenous  glucocorticoids  may 
give  varying  patterns. 

Although  the  vaginal  smear  is  a highly  reliable  pro- 
cedure for  the  evaluation  of  the  presence  of  endogenous 
estrogen,  there  are  circumstances  where  the  vaginal 
cytology  may  be  altered  or  even  invalidated.  Ingestion 
of  any  of  the  sex  hormones  obviously  will  change  the 
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cytohormonal  patterns.  Drugs  such  as  digitalis,  tetra- 
cycline, or  Dilantin  will  have  an  effect  on  the  interpreta- 
tion of  the  cellular  response  to  exogenous  hormones.'* 
Inflammation  brings  forth  leukocytes  and  other  inflamma- 
tory elements  that  may  completely  modify  and  therefore 
invalidate  the  cytohormonal  patterns. 

Thus,  in  the  absence  of  inflammation  and  obvious  drug 
effects,  the  vaginal  smear  has  been  helpful  in  identify- 
ing those  patients  with  low  or  absent  endogenous  estro- 
gen levels  during  their  initial  office  visit  rather  than  two 
to  three  months  later.  This  expedites  diagnosis  and 
management  and  saves  the  patients  an  unnecessary  de- 
lay. Additionally,  if  a significant  estrogen  effect  is  present, 
those  patients  identified  at  the  initial  clinic  visit  may  not 
necessarily  need  a gonadotropin  assay  but  only  a pro- 
gesterone challenge  test. 
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A character 


all  its  own. 


Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should!  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 

A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valium*® 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2V2  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  21/2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 
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Isocult® 

iThe  inexpensive,  in-office  culture  tests  for  Trichomonas  vaginalis,  Candida  (Monilia),  N.  gonorrhoeae 


It’s  as  simple  as  swabbing  a specimen  on  the  culture 
media,  inserting  the  color-coded  tube  into  a slot  of  an 
office  incubator  and  reading  results  against  an  identifi- 
cation chart  24  to  48  hours  later. 

' All  three  tests  contain  highly  selective  media  that 
(give  you  the  right  results,  right  in  your  office.  And 
'there  are  also  two  combination  tests  that  let  you  check 
I tor  N.  gonorrhoeae  and  Candida  or  T.  vaginalis  and 
Candida  simultaneously. 

You  save  time.  You  save  space— the  incubator  is 
no  bigger  than  your  PDR.  And  you  save  money.  You 


can  cover  the  low  cost  of  the ' Isocult’  system  and  your 
professional  time  and  still  charge  your  patient  less  than 
the  cost  of  a standard  laboratory  culture. 

There’s  an  ‘Isocult’  culture  test  for  Bacteriuria  too. 
It’s  reliable,  rapid,  inexpensive  and  easy  to  interpret 
(results  are  available  within  18  to  24  hours). 

‘Isocult’  is  available  through  local  distributors, 
nationwide.  To  order  or  for  more  information  call  toll 
free;  (800)  538-1581 . (In  California  call  the  number 
below,  collect.) 
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•INDICATIONS— Based  on  a review  of  this 
drug  by  the  National  Academy  of  Science- 
National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indication 
as  follows: 

Fbssibly " effective;  For  long-term  therapy 
of  chronic  angina  pectoris  Prolonged 
therapy  may  reduce  the  frequency  or  el  im- 
inate  anginal  episodes,  improve  exercise 
tolerance,  and  reduce  nitroglycerin  require- 
ments The  drug  is  not  intended  to  abort  the 
acute  anginal  attack. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 


CONTRAINDICATIONS— No  specific  contra- 
indications are  known 

PRECAUTIONS— Since  excessive  doses  can 
produce  peripheral  vasodilation,  the  drug 
should  be  used  cautiously  in  patients  with 
hypotension 

ADVERSE  REACTIONS— Adverse  reactions 
are  minimal  and  transient  at  recommended 
dosages.  Instances  of  headache,  dizziness, 
nausea,  flushing,  weakness  or  syncope,  mild 
gastrointestinal  distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases  of  what 
appeared  to  be  an  aggravation  of  angina  pec- 
toris have  been  reported,  usually  at  the  initia- 
tion of  therapy  On  those  uncommon  occasions 
when  adverse  reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medication  has 
been  followed  promptly  by  cessation  of  unde- 
sirable symptoms 

DOSAGE  AND  ADMINISTRATION -The  rec- 
ommended dosage  is  50  mg  (2  tablets)  three 
times  a day.  taken  at  least  one  hour  before 
meals.  In  some  cases  higher  doses  may  be  nec- 
essary but  a significantly  increased  incidence 
of  side  effects  is  associated  with  increased  dos- 
age. Clinical  response  may  not  be  evident 
before  the  second  or  third  month  of  continuous 
therapy 

Tablets  of  25  mg 

For  complete  details,  please  see  the  full  pre- 
scribing information. 
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A Second  High  Rise  ^mdominium  in  Greenway  Plaza 


The  unprecedented  sellout  of  The  Green  way  I in  just 
six  weeks  has  accelerated  development  of  a second 
thirty-story  high  rise  condominium  in  Greenway 
Plaza:  The  Green  way  II . 

The  Greenway  II  offers  fifteen  floor  plans  that  are 
both  functional  and  beautiful  in  design,  each  with  its 
own  private  balcony  and  dramatic  view  of  the  city. 
For  recreation  there’s  a pool  in  a landscaped  garden 
setting,  and  via  covered  walkway,  the  new  Houston 
City  Club.  Green  way  condominium  owners  are  char- 
ter members  of  this  exclusive  club,  complete  with 
tennis,  racquetball,  indoor  and  outdoor  jogging 
tracks,  saunas  and  whirlpools.  The  club  has  exten- 
sive facilities  for  both  formal  and  casual  dining,  as 
well  as  meeting  rooms  for  business  and  social  events. 

The  Green  way  condominiums  are  part  of  an  ele- 
gant, secure,  living  environment  where  you  can  walk 
to  your  office  and  to  the  restaurants,  shops,  banks 
and  cinemas  in  Green  way  Plaza.  Since  many  profes- 
sional people  are  officed  in  Green  way  Plaza,  you’ll 
find  expert  accounting,  legal  and  medical  services 
right  in  your  own  neighborhood.  Green  way  Plaza  is 
within  a ten  minute  drive  of  downtown,  the  Medical 
Center,  the  Galleria  and  the  Post  Oak  area.  Inquire 
about  The  Green  way  II  today.  A joint  venture  of  Cen- 
tury Condominium  Corporation,  a subsidiary  of 
Century  Development  Corporation,  and  Bland  De- 
velopment Corporation. 

Located  in  the  Coastal  Tower,  Richmond  at  Edloe; 
sales  office  hours  are  9 a. m.  to  5:30p.m.  weekdays; 
evenings  and  weekends  by  appointment. 

$122,000  to  $526,000 
Nine  Greenway  Plaza,  Suite  1912 
Houston,  Texas  77046 
713/840-7070 


Reducing  costs  of  medical  care 
clinical  laboratory 

J.  H.  U.  Brown,  PhD 


Last  year  the  clinical  laboratories  in  this  country  con- 
ducted some  5 billion  tests  at  a cost  of  about  $20  billion. 
About  13%  of  the  cost  of  a typical  hospital  bill  can  be 
attributed  to  the  diagnostic  tests  which  are  ordered  by  the 
house  staff  and  the  physician.  The  problems  with  costs  of 
clinical  laboratory  medicine  are  twofold;  first,  too  many 
tests  are  being  ordered,  and  second,  the  laboratory  itself 
is  guilty  of  inaccuracy  which  increases  the  costs  of  care.' 

In  these  days  of  professional  liability  suits,  defensive 
medicine  requires  that  the  doctor  take  every  precaution  to 
be  sure  that  nothing  is  missed  in  a diagnosis.  The  classic 
example  in  medicine  is  the  x-ray.  John  Bunker,  MD,^ 
and  the  American  College  of  Radiology  have  stated  that 
about  10  million  head  x-rays  are  ordered  needlessly  each 
year. 

The  data  on  the  clinical  laboratory  is  less  conclusive 
than  that  of  the  x-ray  department,  but  is  equally  sug- 
gestive. Young  doctors,  interns,  and  residents  order  many 
more  tests  than  older  physicians. ^ We  do  not  know  if  this 
is  a result  of  inexperience  or  the  result  of  a technologically 
oriented  society.  However,  there  is  a considerable  varia- 
tion among  all  doctors.  A study  at  a major  medical  center^ 
revealed  a 17-fold  (1,700%)  variation  in  the  number  of 
tests  ordered  by  staff  physicians.  For  example,  patients 
receiving  diuretics  and  therefore  requiring  potassium 
determinations  were  treated  differently  by  different  physi- 
cians. Some  doctors  ordered  only  potassium  tests  ($4) 
while  others  ordered  the  full  battery  of  electrolytes  ($16), 
although  there  was  no  demonstrable  difference  in  patient 
outcome.  These  results  were  shown  to  the  physicians  and 
after  some  time  a second  audit  was  done  without  prior 
knowledge  on  the  part  of  those  surveyed.  There  had  been 
remarkable  decreases  in  laboratory  usage  between  the 
two  audits.'*  One  physician  decreased  his  laboratory 
usage  costs  from  $106  per  patient  to  $16. 

Another  common  practice  is  the  routine  procedure  of 
repeating  tests  on  a new  patient  even  when  the  record 
contains  adequate  data  and  normal  results.  Millions  of 
dollars  per  year  are  wasted  on  useless  repeated  tests.  In 
still  another  area,  many  studies  have  shown  that  physi- 
cians often  order  tests  which  are  never  used  in  reaching  a 
diagnosis.®  The  problem  of  inaccuracy  in  laboratories  also 
is  a major  problem.  Many  tests  in  a clinical  laboratory 
have  to  be  repeated  because  of  inaccurate  results  caused 
by  human  or  machine  failure.  In  a recent  report  of  several 
hundred  laboratories,®  10%  had  a grade  of  less  than  75% 
accuracy  in  bacteriology;  20%  had  a similar  accuracy  in 


mycology;  and  16%  were  more  than  15%  in  error  of  the 
correct  values  for  uric  acid,  cholesterol,  and  calcium 
determinations.  The  Center  for  Disease  Control  in  Atlanta 
rates  laboratories  by  sending  out  standard  samples  for 
analysis.  On  this  basis  the  CDC  finds  that  20%  of  all 
laboratories  are  unsatisfactory.  The  laboratories  tested  by 
CDC  are  interstate,  and  there  is  no  real  information  on  the 
accuracy  of  the  usual  hospital  or  physician’s  office  labora- 
tories. Presumably  the  interstate  laboratories  are  better 
controlled.  These  results  are  lamentable  when  it  is  consid- 
ered that  essentially  zero  error  should  be  allowed  in  a 
determination  which  may  affect  life  and  death.  It  is  com- 
mon practice  in  many  physicians'  offices  to  mail  samples 
to  commercial  laboratories  for  analysis.  The  evidence  is 
clear  that  many  of  these  laboratories  do  not  perform  to 
good  standards  and  that  the  cost  of  health  care  is 
increased  by  repeated  analysis®  demanded  by  poor  re- 
sults. Of  greater  concern  is  the  possibility  that  poor  results 
will  adversely  affect  the  treatment  provided  by  well  inten- 
tioned  practitioners.  Still  another  problem  of  the  clinical 
laboratory  is  the  automation  which  now  dominates  most  of 
the  chemical  determinations.  The  SMA-12  and  the  SMA- 
24  are  sophisticated  instruments  which  greatly  count  the 
cost  of  analyses  (12  analyses  cost  less  than  $5).  The 
number  of  channels  in  the  machine  effectively  dictates  the 
number  of  tests  which  may  be  run  on  a patient.  No 
account  is  taken  of  the  fact  that  a single  value  may  be  of 
more  diagnostic  worth  than  24  values,  many  of  which  may 
not  be  useful  or  may  in  fact  be  confusing.  The  auto- 
analyzer also  requires  excessive  duplication.  When  one 
channel  of  the  machine  tails,  it  often  affects  the  results  on 
adjacent  channels  and  requires  that  the  entire  battery  of 
tests  be  repeated. 

This  information  suggests  several  approaches  which 
could  be  adopted  by  the  practicing  physician  to  reduce 
costs  of  health  care  through  the  laboratory: 

1.  More  thought  should  be  given  to  the  precise  tests 
needed,  and  the  excess  tests  should  be  eliminated. 

2.  Pressure  should  be  placed  on  the  laboratory  to 
maintain  higher  performance  standards  to  reduce 
repeats.  Certification  for  the  tests  by  CDC  should  be 
required  for  interstate  laboratories  before  forwarding 
samples. 

3.  Frequency  with  which  tests  are  needed  should  be 
evaluated. 

4.  Examination  of  the  patient's  bill  to  note  the  labora- 
tory costs  might  be  instructive. 
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5.  Repeat  tests,  when  the  medical  record  clearly  pro- 
vides results,  should  be  avoided. 
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PATIENT 


For  Your  Patient’s  Benefit: 
Support 

•Volunteer  blood  donor 
recruitment 

•Approved  commimity  blood 
recruitment  projects 

Relate  To 

• Yoirr  hospital  Blood  Bank  and 
Transfusion  Service,  and  its 
Medical  Director 

•Your  hospital  transfusion 
committee 

•Your  regional  blood  center 

•Issues  of  your  Texas  Medical 
Association  and  County  Medical 
Society  dealing  with  blood 

•The  TMA  Committee  on  Blood 
Banking  and  Blood  Transfusion 

A public  service  announcement  sponsored  by  the 

TMA  Committee  on  Blood  Banking  and  Blood 

Transfusion  and  Texas  Medicine. 


TEXAS  MEDICINE 


MEETINGS  AND  CONTINUING 
EDUCATION  COURSES 


CURRENT  MEETINGS 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMUNOLOGY  AND 
ALLERGY.  The  13th  Annual  Congress  of  the  American  Association  for 
Clinical  Immunology  and  Allergy  is  scheduled  for  July  22-27,  1979,  in 
Denver.  The  scientific  and  educational  program  is  expected  to  attract 
more  than  600  physicians  who  specialize  in  the  management  of  allergic 
disorders  and  in  clinical  immunology.  Among  the  key  speakers  will  be  Dr 
Richard  S.  Farr,  professor  of  medicine,  National  Jewish  Hospital  and 
Research  Center,  who  will  give  the  Stanislaus  H.  Jaros  Memorial 
Lecture,  and  Dr  Robert  S.  Eliot,  medical  director.  University  of  Nebraska 
Medical  Center,  who  will  speak  on  “Stress  and  the  Cardiovascular 
System.”  There  will  be  an  opportunity  for  physicians  to  participate  in 
special  guided  visits  to  National  Jewish  Hospital  and  Research  Center 
and  the  National  Asthma  Center.  Contact:  Howard  Silber,  Box  912, 
Omaha,  NE  68101. 

ASPEN  MUSHROOM  CONFERENCE.  Snowmass-at-Aspen,  CO,  will 
host  the  6th  Annual  Aspen  Mushroom  Conference  July  29-Aug  3,  1979. 
The  conference  is  designed  for  physicians,  amateur  mycologists,  and 
scientists  interested  in  the  identification  and  toxic  properties  of  mush- 
rooms. An  in-depth  course  on  advances  in  the  diagnosis  and  treatment  of 
mushroom  poisoning  will  be  offered  by  Drs  Don  Simons,  Joe  Ammirati, 
and  Barry  Rumack.  The  conference  offers  physicians  an  opportunity  to 
earn  up  to  25  hours  of  Category  1 credit  of  the  AMA  Physician’s 
Recognition  Award.  Contact:  1601  Lowell  Blvd,  Denver,  CO  80204. 


CALENDAR  OF  MEETINGS 
■ Denotes  Texas  Meetings 


JULY 

AMERICAN  ASSOCIATION  FOR  CLINICAL 
IMMUNOLOGY  AND  ALLERGY 
Denver,  July  21-27,  1979 
Howard  Silber,  Box  912,  Omaha,  NE  68101 

■ AMERICAN  CANCER  SOCIETY,  TEXAS 
DIVISION,  INC 

Houston,  July  18-19,  1979 

Curt  Reimann,  Box  9863,  Austin,  TX  78766 

AMERICAN  MEDICAL  ASSOCIATION 

Chicago,  July  22-26,  1979 

AMA,  535  North  Dearborn,  Chicago,  IL  60610 

AMERICAN  PSYCHOANALYTIC 
ASSOCIATION 

New  York,  July  29-Aug  3,  1979 
Helen  Fischer,  1 E 57th  St,  New  York,  NY 
10022 

ASPEN  MUSHROOM  CONFERENCE 
Snowmass-at-Aspen,  July  29-Aug  3,  1979 
Emanuel  Saizman,  MD,  1601  Lowell  Blvd, 
Denver,  CO  80204 

■ TEXAS  SOCIETY  FOR  RESPIRATORY 
THERAPY 

Dallas,  July  19-21,  1979 

Program  Chairman,  4301  Airport  Blvd, 

Austin,  TX  78722 


AUGUST 

AMERICAN  INSTITUTE  OF  ULTRASOUND 
IN  MEDICINE,  INC, 

Montreal,  Canada,  Aug  27-31,  1979 
Patti  Roberts,  6161  N May,  Oklahoma  City, 
OK  73112 

INTERNATIONAL  SOCIETY  OF  EXPERIMEN- 
TAL HEMATOLOGY 

Rotterdam,  The  Netherlands,  Aug  21-24, 
1979 

M Bortin,  MD,  Mt  Sinai  Medical  Center, 
Milwaukee,  Wl 

ROCKY  MOUNTAIN  CANCER  CONFER- 
ENCE 

Colorado  Springs,  CO,  Aug  16-19,  1979 
FC  Schmidt,  1809  E 18th  Street,  Denver, 

CO  80218 

■ TEXAS  PERINATAL  ASSOCIATION 
Austin,  Aug  4-6,  1979 
William  S Tinney,  MD,  Box  4480,  Lubbock, 
TX  79409 


SEPTEMBER 

■ AMERICAN  ACADEMY  OF  PEDIATRICS, 
TEXAS  CHAPTER 
Galveston,  Sept  13-15,  1979 
Mary  Greene,  1905  N Lamar  Blvd,  Austin, 
TX  78705 

AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE 
Atlanta,  Sept  16-21,  1979 
Joseph  J Garvey,  2317  W Jefferson,  Suite 
208,  Joliet,  IL  60435 
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AMERICAN  COLLEGE  OF  RADIOLOGY 
Chicago,  Sept  16-20,  1979 
William  C Stronach,  20  N Wacker,  Chicago, 
IL  60606 

AMERICAN  ELECTROENCEPHALO- 
GRAPHIC  SOCIETY 
Atlanta,  Sept  16-21,  1979 
Margaret  Henry,  38238  Glenn  Ave,  Willough- 
by, OH  44094 

AMERICAN  SOCIETY  OF  INTERNAL  MEDI- 
CINE 

Las  Vegas,  Sept  28-29,  1979 
William  R Ramsey,  2550  M Street,  NW, 

Suite  620,  Washington,  DC  20037 

■ BLACKFORD  MEMORIAL  LECTURES 
Denison,  TX,  Sept  8,  1979 
John  D decker,  MD,  211  N Fannin,  Deni- 
son, TX  75020 


THE  CENTRAL  ASSOCIATION  OF  OBSTE- 
TRICIANS AND  GYNECOLOGISTS 
White  Sulphur  Springs,  WV,  Sept  21-23, 
1979 

David  G Anderson,  MD,  University  of  Michi- 
gan Medical  Center,  Ann  Arbor,  Ml  48109 

■ TEXASACADEMYOFFAMILYPHYSICIANS 
Houston,  Sept  16-18,  1979 

Donald  C Jackson,  1901  N Lamar  Blvd, 
Austin,  TX  78705 

■ TEXAS  MEDICAL  ASSOCIATION 
Austin,  Sept  21-23,  1979 

C Lincoln  Williston,  1801  N Lamar  Blvd, 
Austin,  TX  78701 

■ TEXAS  PEDIATRIC  SOCIETY 
Galveston,  Sept  13-15,  1979 

Mary  Greene,  1905  N Lamar  Blvd,  Austin, 

TX  78705 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS 
Corpus  Christi,  Sept  13-15  1979 

Mary  Jones,  1905  N Lamar  Blvd,  Austin,  TX 
78705 

■ TEXAS  SOCIETY  OF  PEDIATRIC 
SURGEONS 

Galveston,  Sept  13-15,  1979 

Leonard  Graivier,  MD,  601 1 Harry  Hines  Blvd, 

Dallas,  TX  75235 

■ TEXAS  SURGICAL  SOCIETY 
Austin,  Sept  30-Oct  2,  1979 

William  D Barnett,  MD,  1004  N Washington. 
Dallas,  TX  75204 


Cards  requesting  information  on  medical 
meetings  are  sent  monthly  to  medical  orga- 
nizations which  are  on  file.  If  your  medical 
organization  is  not  listed,  please  send  meet- 
ing information  to  "Meetings,"  Patricia  Jeter, 
1905  N Lamar  Blvd,  Austin,  TX  78705, 


COURSES 


JULY 


General  Medicine 


Title:  Basic  Life  Support  for  Physicians 

Location  of  course:  Room  N201,  UT  Health 
Science  Center  at  San  Antonio 

Date:  July  17,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  4 hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Drive,  San  Antonio, 
TX  78284 


Family  Medicine 


Title:  Upper  Gulf  Coast  Independence  Day 
Medical-Surgical  Conference 

Location  of  course:  Galleria  Plaza  Hotel, 
Magic  Circle,  Houston 

Date:  July  1-3,  1979 

Credit  AAFP.  Prescribed;  16  hours 

Contact  Gerald  W Maness,  MD.  2050  North 
Loop  West,  Suite  130,  Houston,  TX  77018 


Radiology  & Radioisotopes 


Title,  External  Beam,  Interstitial  and  Intra- 
cavitary Dosimetry — Principles 

Location  of  course:  Texas  Medical  Center, 
Houston 

Date:  July  2-13,  1 979 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  Hous- 
ton, Box  20367.  Houston  TX  77025 


Title  External  Beam,  Interstitial  and  Intra- 
cavitary Dosimetry — Manual  and  Computer 
Methods  of  Calculation 

Location  of  course:  Texas  Medical  Center, 
Houston 

Date:  July  16-27,  1979 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  Hous- 
ton, Box  20367,  Houston,  TX  77025 


Urology 


Title,  Fourth  Annual  Urologic  Seminar 

Location  of  course:  Shamrock  Hilton  Hotel, 
Houston 

Date:  July  12-14,  1979 

Credit'  AAFP,  Prescribed,  Category  1,  AMA 
Physician's  Recognition  Award,  18  hours 

Contact:  Douglas  E,  Johnson.  MD,  Depart- 
ment of  Urology,  6723  Bertner.  Houston.  TX 
77030 


AUGUST 


Basic  Sciences 


Title:  Biofeedback  to  Technicians 

Location  of  course;  UT  Health  Science  Cen- 
ter at  San  Antonio 

Date:  Aug  3-4,  1979 

Contact:  Office  of  Continuing  Education  Ser- 
vices, UT  Health  Science  Center  at  San  An- 
tonio, 7703  Floyd  Curl  Drive,  San  Antonio, 

TX  78284 


General  Medicine 


Title:  Basic  Life  Support  for  Physicians 

Location  of  course:  Room  N 201 , UT  Health 
Science  Center  at  San  Antonio 

Date.  Aug  21,  1979 


Credit:  AAFP,  Prescribed:  Category  1,  AMA 
Physician's  Recognition  Award;  4 hours 

Contact:  Office  of  Continuing  Education  Ser- 
vices, UT  Health  Science  Center  at  San  An- 
tonio, 7703  Floyd  Curl  Drive,  San  Antonio,  TX 
78284 


Orthopedic  Surgery 


Title  Southwest  Orthopedic  Surgery  Board 
Review 

Location  of  course:  UT  Health  Science  Cen- 
ter at  Dallas 

Date;  Aug  24-26,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award 

Contact:  George  J Race,  MD,  Associate 
Dean  for  Continuing  Education,  UT  Health 
Science  Center  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 


Psychiatry 


Title:  Psychoanalytic  Therapy  with  Children 

Location  of  course:  UT  Health  Science  Cen- 
ter at  San  Antonio 

Date;  Aug  3-4,  1979 

Contact:  Office  of  Continuing  Education  Ser- 
vices, UT  Health  Science  Center  at  San  An- 
tonio, 7703  Floyd  Curl  Drive.  San  Antonio,  TX 
78284 


The  "Meetings  and  Continuing  Education 
Courses"  section  is  prepared  by  Ms  Patricia 
Jeter,  administrative  assistant  for  continuing 
medical  education,  Texas  Medicine  De- 
partment, 


TEXAS  MEDICINE 


MEDICINE  IN  LITERATURE 


In  the  TMA  Library 

Albright  GA:  Anesthesia  in  Obstetrics:  Maternal,  Fetal, 
and  Neonatal  Aspects.  Menlo  Park,  CA,  Addison-Wesley 
Publishing  Company,  1978. 

Campbell's  Urology,  ed  4.  Philadelphia,  W.  B.  Saunders 
Company,  1979,  vol  2. 

Danowski  TS;  The  Hypoglycemia  Syndromes.  Pittsburgh, 
Harper  Printing  Service,  1978. 

Dargassies  SS:  Neurological  Development  in  the  Full- 
Term  and  Premature  Neonate.  New  York,  Excerpta 
Medica,  1977. 

Martin  WR,  Isbell  H (eds):  Drug  Addiction  and  the  US 
Public  Health  Service:  Proceedings  of  Symposium  Com- 
memorating the  40th  Anniversary  of  the  Addiction  Re- 
search Center  at  Lexington,  KY.  Public  Health  Service 
Publication  No.  (ADM)  77434,  National  Institute  on  Drug 
Abuse,  US  Department  of  Health,  Education,  and  Wel- 
fare, 1978. 

Fraser  RG,  Pare  JAP:  Diagnosis  of  Diseases  of  the 
Chest,  ed  2.  Philadelphia,  W.  B.  Saunders  Company, 
1978,  vol  2. 

Lebenthal  E,  Hatch  TF,  Romano  LR  (eds);  Digestive 
Diseases  in  Children.  New  York,  Grune  & Stratton,  1978. 

Murray  RO,  Jacobson,  HG:  The  Radiology  of  Skeletal 
Disorders:  Exercises  in  Diagnosis,  ed  2.  London, 

Churchill  Livingstone,  1977,  vols  1, 2,  3.  4. 

Phillips  JM  (ed):  Endoscopy  in  Cvnecology:  The  Pro- 
ceedings of  the  Third  International  Congress  on  Gyneco- 
logic Endoscopy.  Downey,  CA,  American  Association  of 
Gynecologic  Laparoscopists,  1978. 

Stewart  MA;  Psychological  Disorders  of  Children.  Balti- 
more, The  Williams  & Wilkins  Company,  1978, 

Walsh  TJ:  Neuro-Ophthalmology:  Clinical  Signs  and 
Symptoms.  Philadelphia,  Lea  & Febiger,  1978. 


Wells  CE  (ed):  Dementia,  ed  2.  Philadelphia,  F.  A.  Davis 
Company,  1977. 

In  the  Audiovisuals  Collection 

Basmajian  JV,  Fordyce  WE  (eds):  Clinical  Advances  in 
Pain  Management.  New  York,  BMA  Audio  Cassettes, 
audio  recording,  12  casettes,  5 hours,  1976. 

Freedman  GS:  Congenital  Heart  Disease.  New  York, 
Medcom,  65  slides,  33  minutes,  1978, 

Kalant  OJ:  Cocaine.  Toronto,  Addiction  Research  Foun- 
dation, audio  recording,  1 casette,  23  minutes,  1976. 

Ledger  WJ:  Bacterial  Infections.  Chicago,  Ed  Med  Inc,  59 
slides,  2 casettes,  57  minutes,  1977. 

Mason  EA:  Born  with  a Habit.  Boston,  Harvard  Medical 
School  Mental  Health  Training  Film  Program,  16mm 
motion  picture,  1 reel,  60  minutes,  1977. 

Renan  S,  Wise  R:  Burn  Emergency.  Santa  Monica,  CA, 
Pyramid  Films,  16mm  motion  picture,  1 reel,  50  minutes, 
1977. 

Riekse  J:  At  Issue:  New  Life  for  Old  Hands.  Arthritis 
Foundation  and  Dow-Corning  Corp,  16mm  motion  pic- 
ture, 1 reel,  40  minutes,  1975. 

Smith  DW:  Alcohol:  Crisis  for  the  Unborn.  White  Plains, 
NY,  National  Foundation,  March  of  Dimes,  16mm  motion 
picture,  1 reel,  32  minutes,  1977. 
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Freedom  is  a word  that  means  many 
things  to  many  people. 

Freedom  to  move  about  at  will. 
Freedom  to  be  whatever  one  wishes. 
Freedom  to  enjoy  financial  security. 
Managing  your  practice  and  financial 
affairs  can  limit  that  freedom. 

Now,  there's  a sensible  way  to  free 
yourself  from  this  burden  with  a 
professional,  objective  management 
team. 

Start  controlling  your  tomorrow  . . . 
TODAY! 


Please  fill  out  the  reply  card  and  return 
today  to: 

Practice  Management  Services,  Inc. 

5353  W.  Alabama,  Suite  502 
Houston,  Texas  77056,  (713)  960-8700. 


Check  one  of  the  following  and  drop  it  in  the  mail  TODAY!  The  sooner 
we  know  what  your  immediate  desires  are,  the  sooner  we  can  help  you 
realize  all  of  your  goals. 


□ Forming  or  expanding  a 
partnership 

□ Incorporating 

□ Pension  or  Profit 
Sharing  Plan 


□ Past  Due  Accounts 

□ Bottlenecks  of  Patients 

□ Adequacy  of  Insurance 

□ Tax  Advice 

□ Major  Equipment 
Purchase 


Name 


Street 


City 


State 


Zip 


Phone 


Start  control 


□ Uncontrolled  Family- 
Spending 

□ Estate  Planning 

□ Retirement 

□ Semi-Retirement 


tomorrow  •••  TODAY! 


DEATHS 


A.  N.  Boyd 

Adam  Napolean  Boyd,  MD,  an  honorary  member  of 
Texas  Medical  Association,  died  March  17,  1979.  A long- 
time resident  of  Houston,  Dr  Boyd,  81,  was  a past  presi- 
dent of  the  Methodist  Hospital  staff  and  served  as  plant 
physician  for  the  Goodyear  Rubber  Company  for  35 
years. 

Born  in  Indian  Territory,  Okla,  he  received  BS  and  MA 
degrees  from  The  University  of  Texas  at  Austin  and  was 
graduated  from  Washington  University  School  of  Medi- 
cine in  St  Louis  in  1926.  His  internship  and  residency 
were  at  Vanderbilt  University  Hospital,  Nashville. 

Survivors  include  Dr  Boyd’s  wife,  Bertie  Simmons 
Boyd,  Houston;  daughters,  Bertie  Smith,  Houston,  and 
Lou  Penn,  Austin;  sons.  Brooks  S.  Boyd,  and  Charles 
S.  Boyd,  both  of  Houston;  five  granddaughters;  six  grand- 
sons; and  one  great-granddaughter. 

R.  B.  CARROLL 

Roland  Benefield  Carroll,  MD,  72,  an  honorary  member 
of  Texas  Medical  Association,  died  March  24,  1979.  A 
resident  of  Houston  since  1946,  Dr  Carroll  was  the  chair- 
man of  the  radiology  department  and  board  member  of 
Sam  Houston  Memorial  Hospital. 

Born  in  Bloomer,  Ark,  he  attended  Southern  Methodist 
University  in  Dallas  before  completing  his  medical  edu- 
cation at  Tulane  University  School  of  Medicine  in  1929. 
He  held  an  internship  at  Charity  Hospital  of  Louisiana 
in  New  Orleans  and  later  completed  a residency  at  Metho- 
dist Hospital  in  Houston.  He  began  his  practice  in  Port 
Arthur  in  1930  and  later  served  as  secretary  and  presi- 
dent of  the  Jefferson  County  Medical  Society. 

Survivors  include  his  wife,  Sally  Montague  Carroll, 
Houston;  son,  Ben  Roland  Carroll;  daughter,  Sally  Ann 
Carroll;  three  grandchildren;  and  one  great-grandchild. 

D.  F.  DAHLQUIST 

Donald  F.  Dahlquist,  MD,  38,  a member  of  Harris  County 
Medical  Society,  died  March  25,  1979. 

Dr  Dahlquist,  a native  of  Traverse  City,  Mich,  was  a 
1964  graduate  of  Baylor  University  College  of  Medicine. 
He  completed  an  internship  at  Ben  Taub  General  Hospi- 
tal, Houston,  and  a surgical  residency  under  Dr  Michael 
DeBakey  at  the  Baylor  College  of  Medicine  Affiliated  Hos- 
pitals. A pioneer  in  the  development  of  emergency  medi- 
cine as  a specialty.  Dr  Dahlquist  founded  the  Houston 
Emergency  Physician’s  Associates  and  was  director  of 


the  emergency  medical  service  of  the  Memorial  Hospital 
System  in  Houston. 

Survivors  include  Dr  Dahlquist’s  mother,  Mrs  Harold 
Dahlquist,  St  Petersburg,  Fla;  brothers.  Rev  Martin  R. 
Dahlquist,  Lakeland,  Fla,  and  David  W.  Dahlquist, 
Houston. 

O.  E.  MARLER 

Otis  Earl  Marler,  MD,  a Corpus  Christ!  obstetrician-gyne- 
cologist, died  March  9,  1979.  He  was  74. 

Born  in  Teton,  Idaho,  Dr  Marler  was  a graduate  of  Utah 
State  University  and  Northwestern  University  Medical 
School  in  Chicago.  In  1933  he  moved  to  Cleveland,  Ohio, 
to  serve  an  internship  at  Cleveland  City  Hospital  and  a 
residency  at  the  University  Hospitals  of  Cleveland.  He  be- 
gan his  practice  in  Corpus  Christ!  in  1940. 

Surviving  the  physician  are  his  wife,  Dorothy  Marler, 
Corpus  Christi;  sons,  James  Earl  Marler,  PhD,  Alexandria, 
La;  Bruce  Allen  Marler,  Highlands,  Tex;  and  Thomas  Neal 
Marler,  San  Antonio;  daughter,  Sandra  M.  Dean,  Corpus 
Christi;  and  13  grandchildren. 

H.  W.  WARD 

Harry  Walter  Ward,  MD,  a member  of  the  Colorado  Basin 
County  Medical  Society,  died  March  3,  1979. 

Dr  Ward,  65,  had  practiced  medicine  in  Snyder,  Tex, 
since  1948.  A native  of  Moran,  Tex,  he  attended  public 
schools  there  and  was  graduated  from  Abilene  Christian 
College  in  1934.  After  graduation  from  UT  Medical  Branch 
in  1948,  he  remained  in  Galveston  to  serve  an  intern- 
ship at  John  Sealy  Hospital. 

Surviving  Dr  Ward  are  his  wife,  Maurine  Stimson  Ward, 
and  son,  John  Ward,  both  of  Snyder;  daughter,  Harilyn 
Smith,  Houston;  and  five  grandchildren. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


A.  N.  BOYD 
Houston,  1897-1979 

R.  B.  CARROLL 
Houston,  1906-1979 

D.  F.  DAHLQUIST 
Houston,  1940-1979 


O.  E.  MARLER 

Corpus  Christi,  1904-1979 

H.  W.  WARD 
Snyder,  1913-1979 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 


TEXAS  MEDICINE 


■IfN(  ^ 
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Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


\^sodilan-compatlble  with  coexisting  diseases 
(e.g.,  giaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

Vasodilan-compatibie  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  is  compatible  with  such  drugs  as  hypoglycemics  and  miotics. 


Vasodiian-compatibie  with  your  totai  regimen  for 
vascuiar  insufficiency 

Vasodilan  can  bea  valuableadjunct  in  planninga  total  therapeutic  program  for 
vascular  insufficiency. 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  Insufficiency 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 

Vasodilan  iniection,  Isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular:  5 to  10  mg.d  or  2 ml.)  two  or  three  times  dally.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  Immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  m time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg,,  bottles  of  100, 1000,  5000  and  Unit  Dose;  Tablets, 
20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Iniection.  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

* U S Pat  No  3,056,836 


VASODILAN  20-mg  tablets 

( ISOXSUPRINE  HCI ) 

20  mg  q.i.d.  recommended  dosage 


PHARMACEUTICAL  DIVISION 

c 1970  MEAD  JOHNSON  & COMPANY  • EVANSVILLE  INDIANA  47721  USA  MJL  7-4237R 


This  asthmatic 

isn’t  worried  ahout  his  next  hreath. 


he’s  active 
he’s  eitecllvely 
mamiahied  on 


conroins  theophylline  (anhydrous)  1 50  mg 
ond  glyceryl  guoiocolote  (guolfenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 


Indicoflons:  For  The  sympromotic  relief  of  bronchospostic 
conditions  such  os  bronchial  osthmo,  chronic  bronchitis, 
ond  pulmonary  emphysema 

Wornings:  Do  not  odminister  more  frequently  than  every 
6 hours,  or  within  12  houts  ofter  rectal  dose  of  any  prepara- 
tion conroining  theophylline  or  aminophylline.  Do  nor 
give  other  compounds  conroining  xanthine  derivotives 
concurrently, 

Precoutions:  Use  with  courion  in  potienrs  with  cardiac 
diseose.  hepotic  or  renol  impoirment.  Concurrent  adminis- 
tration with  cerroin  ontibiorics,  i.e.,  clindomycin,  erythro- 
mycin, troleandomycin,  may  result  in  higher  serum  levels 
of  theophylline  Plosmo  prothrombin  and  factor  V may 
increose,  bur  ony  clinicol  effect  is  likely  to  be  smoll.  Metab- 
olites of  guaifenesin  may  contribute  to  increosed  urinory 
5-hydroxyindoleacetic  odd  reodings,  when  determined 
with  nirrosonophthol  reogent,  5ofe  use  in  pregnancy  hos 
nor  been  esroblished  Use  in  cose  of  pregnoncy  only  when 
clearly  needed. 

Adverse  Reoaions:  Theophylline  may  exert  some  srimu- 
loring  effect  on  the  central  nervous  system  Its  odminisrro- 
rion  may  couse  locol  irntotion  of  the  gostric  mucosa,  with 
possible  gastric  discomfort,  nausea,  and  vomiting  The 
frequency  of  adverse  reocrions  is  related  to  the  serum 
theophylline  level  ond  is  not  usuolly  a problem  or  serum 
theophylline  levels  below  20  mcg/ml. 

How  Supplied:  Capsules  in  borrles  of  100  and  1000  ond 
unit-dose  pocks  of  100;  Liquid  in  bottles  of  1 pint  ond  1 
gallon. 

See  package  insert  for  complete  prescribing  information. 


PHARMACEUTiCAL  DIVISION 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $17.50  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Clinics 


THE  FORT  WORTH  CUNIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendra  J.  Belli,  MD 
John  M.  Church,  MD 
Thomas  J.  Coleman,  MD 
Robert  R.  Dickey,  MD 
Ferd  E.  Garrison,  Jr,  MD 
Cortell  K.  Holsapple,  MD 
John  E.  Johnson,  Jr,  MD 
O,  M.  (Jack)  Phillips,  MD 


GENERAL  SURGERY 
John  H.  Sewell,  MD 
Robert  L.  Sewell,  MD 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  MD 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  MD 
Dixon  Presnall,  MD 
Harry  H.  Whipp.  MD 


FIFTH  AVENUE  CUNIC 

G50  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout.  MD 
Frank  L.  Bynum.  MD 
Ed  Etier,  Jr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs.  MD 

RADIOLOGY 
Otto  H.  Giunow,  MD 


MALONE  AND  HOGAN  CUNIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-63G1 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone.  MD.  FACS 

I.  W.  Tipton.  MD 

GENERAL  SURGERY 

J.  E.  Mathews.  MD.  FACS 

GENERAL  AND 
VASCULAR  SURGERY 
N.  Rao.  MD.  FACS 

ORTHOPEDIC  SURGERY 


INTERNAL  MEDICINE 
I.  H.  Burnett.  Jr.  MD 
W.  A.  Riley.  MD 
R.  S.  Griffin.  MD 
V.  T.  Smith.  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter.  MD 
J.  W.  Kuykendall.  MD 


FAMILY  PRACTICE 
Brian  J.  Caplan.  MD 


PEDIATRICS 

I.  M.  Woodall.  MD 

B.  R.  Owen.  MD.  FAAP 
R.  Marc  Schwarz.  MD 

PSYCHOLOGY 
Ron  Cohorn.  PhD 

DERMATOLOGY 
Merrill  M.  Cooper.  MD 

RADIOLOGY  & NUCLEAR 
MEDICINE 
Buerk  Williams.  MD 
lohn  L.  Rhodes.  MD 

UROLOGY 

J.  W.  Cowan.  MD 

PODIATRY 
Bradford  Glass.  DPM 

PATHOLOGY 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler.  MD 

ADMINISTRATION 

R.  L.  Heith.  Administrator 


RUGELEY  AND  BLASINGAME  CUNIC 

2100  North  Fulton  Street,  Wharton,  Texas 


Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  MD 

D.  W.  Samuelson,  MD 
lanet  L.  Strickland,  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 
C.  E.  Woodson.  MD 

PEDIATRICS 
F.  W.  Kolle,  MD 
F.  F.  Regueira.  MD 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr,  MD 
W.  C.  Yankowsky,  MD 

UROLOGY 

H.  Z.  Fretz,  MD 
GYNECOLOGY 

I.  A.  Wall,  MD 


OBSTETRICS  <5.  GYNECOLOGY 

D.  M.  Voulgaris,  MD 

H.  E.  Secor,  MD 
C.  I.  Landivar,  MD 

OPHTHALMOLOGY 
V.  A.  Black.  MD 
OTOLARYNGOLOGY 

I.  L.  Holcomb.  MD 
ORTHOPEDIC  SURGERY 

E.  T.  Smith,  MD 
ANESTHESIOLOGY 
C.  G.  Spears.  MD 
DENTISTRY 

I.  R.  Eieler,  Jr,  DDS 
PATHOLOGY— CONSULTANT 
H.  M.  Perches,  MD 
RADIOLOGY— CONSULTANT 
L.  D.  O'Gorman,  MD 


Baffled  by  medical-religious  beliefs? 

Find  answers  free  in  TMA's  handy  book 
“Faith  of  Our  Patients." 

Write:  Religion,  TMA,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 


HOUSTON  HEADACHE  CUNIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-191G 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 


TMA  Members  Retirement  Trust 


. . . Another  service  of  your  association 
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Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Eller,  MD,  FACA.  FAAA,  FAACIA* 

Richard  H.  lackson,  MD,  FACA,  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

*Diplomate  American  Board  of  Allergy  & Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomate  oi  the  American  Board  oi  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomate  American  Board  oi  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomat#  American  Board  of  Surgery 

Diplomote  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1203  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


HUGH  C .WELSH,  MD 
Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  Allergy-Dermatology 
W.  A.  Crozier,  MD,  FACA,  Allergy-Immunology 
James  A,  Caplin,  MD 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


FT.  WORTH  PROCTOLOGIC  CUNIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomat#  American  Board  oi  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 

Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T,  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
Jomes  A.  Ayers,  MD 
Eunice  W.  Chou,  MD 
Albert  Lehmann,  MD 
Gerald  T,  Machinski,  MD 


CONSULTANTS 
Evan  M,  Hersh,  MD 
Judith  H.  Marston,  PhD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

Herbert  C,  McKee,  PhD 
Richard  K.  Severs,  PhD 
AIR  POLLUTION 

Carolyn  S,  Leach,  PhD 
CLINICAL  LABORATORIES 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


MANUEL  G.  LAGON,  MD,  FACS 

Diplomat#  American  Board  oi  Colon  and  Rectal  Surgery 
Fort  Worth  Colon  and  Rectal  Clinic.  PA 

Colonoscopy,  Colon  and  Rectal  Surgery 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Calvin  J.  McLerran,  PhD 
Michael  A.  McCormick,  PhD 
Glenna  M.  Kyle,  MS 
Iting  May  Lu,  MS 


John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
ALLIED  HEALTH  SCIENCES 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


909  Eighth  Avenue,  Fort  Worth,  Texas  76104;  Telephone  332-1371 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  MD,  PA  or  C.  David  Meadows,  MD,  PA 
Diplomates  of  the  American  Board  oi  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012;  817  277-1161 


Need  national  or  state  legislative 
information? 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Call  Mr.  Kim  Ross  in  TMA's  new  Legislative 
Affairs  Office,  512  477-6704. 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 


Dermatology 

DAVID  R.  WEAKLEY.  MD.  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 

GERALD  A.  CASID.  MD.  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation.  Dermabrasion.  Chemical  Peels 

333  N.  Shiloh  Hd..  Garland,  Texas  75042 
Phone  214  272-S4SI 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers.  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  11,  Suite  2309,  7777  Forest  Lane. 

Dallas,  Texas  75230;  Telephone  214  661-7661 


WILUS  I.  COTTEL.  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DONALD  H.  PEREZ.  MD 
Endocrinology 

Rosa  Verde  Towers,  Suite  1004,  San  Antonio,  Texas  78205; 
Telephone  512  226-9161;  226-9170 


SHERWYN  L.  SCHWARTZ.  MD 

Diplomate  American  Boords  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420,  San  Antonio,  Texas  78229 
512  690-8612 

Family  & General  Practice 

SAMUEL  SILVA.  MD 
Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas;  817  923-7374 


CYRIL  H.  SCHULMAN.  MD 
Hair  Transplantation 

6700  Bellaire  Blvd.,  Suite  F,  Houston,  Texas  77074:  713  771-7293 


LUCIUS  P.  COOK.  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 

Medical  City  II.  Suite  2218,  7777  Forest  Lane 
Dallas,  Texas  75230;  214  661-7655 


Some  burns  take 
100  years  to  heal. 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS.  PA 

Stanley  Feld,  MD.  FACP 
Richard  Sachson.  MD.  FACP 
Steven  Doriman,  MD.  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive.  Dallas,  Texas  75231;  214  363-5535 


ZAVEN  H.  CHAKMAKJIAN.  MD 
SAMUEL  P.  MARYNICK.  MD 

Practice  Limited  to  Endocrinology  & Metabolism 


3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 


SAM  S.  MILLER.  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905.  7711  Louis  Pasteur  Drive, 
San  Antonio.  Texas  78229;  512  696-2700 


TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 
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Gastroenterology 


Gynecology 


CECIL  O.  PATTERSON,  MD.  FACP 
Gastroenterology.  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


RAYMOND  H.  ABRAMS.  MD.  FACOG 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology — Medical  and  Surgical 
Microsurgery 

Breast  Analysis  and  Therapy 

3434  Swiss  Avenue,  Suite  401,  Dallas,  Texas  75204 
Telephone  214  823-1063 


DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


NISAR  AHMED,  MD 

Gastroenterology,  Gastrointestinal  Endoscopy, 
Gastrointestinal  Oncology 

Twelve  Oaks  Tower,  Suite  930,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  961-0115 


General  Surgery 


Hand  Surgery 


L.  Lee  Lankford,  MD  and  Peter  R.  Carter,  MD 
HAND  SURGERY  ASSOCIATION 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246;  214  823-5351 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK.  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


BURT  B.  SMITH,  MD,  FACS 
Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025;  523-8323 


BRYAN  V.  WILLIAMS,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002;  227-5505 


LeROY  J.  KLEINSASSER,  MD.  FACS 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza.  3600  Gaston  Avenue. 

Dallas.  Texas  75246;  821-2356 


ROBERT  J.  TURNER,  RI.  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street.  Suite  104 
Fort  Worth.  Texas  76104;  335-8311 


Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member.  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member.  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy  6 Hypnotherapy 

6300  Hillcroft,  Suite  315,  Houston,  Texas  77081;  713  771-5809 


Neurology 


ROBERT  M.  STECKLER,  MD 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  214  827-9880 


HOUSTON  SURGICAL  CONSULTANTS 

Robert  Davis,  MD,  FACS,  FRCS,  FICS 
Gail  E.  Burbridge,  MD 

Diplomates  of  the  American  Board  of  Surgery 

General  and  Vascular  Surgery 

430  Park  Plaza  Professional  Building, 

1213  Hermann  Drive,  Houston,  Texas  77004;  713  528-0597 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

James  L.  Frey,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J.  Kim,  MD 
Lorenzo  Lorente,  MD 
Ernest  S.  Sears,  Jr,  MD 


1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4516 
427  West  20th,  Suite  BlOO,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


TEXAS  MEDICINE 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 
Adult  and  Pediatric  Neurology 
Electroencephalography,  Electromyography 

John  W.  Conwell,  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry.  MD.  Pediatric  Neurology 

Presbyterian  Professional  Building  .^900 

8210  Walnut  Hill  Lane.  Dallas.  Texas  75231;  214  361-9148 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson.  MD  Phillip  E.  Williams,  Jr,  MD 

Charles  W.  Simpson,  MD  Ira  C.  Denton,  Jr,  MD 

Morris  Sanders,  MD  W.  Robert  Hudgins,  MD 

Jack  Woolf,  MD,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza,  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long.  MD,  DABNS.  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 
3600  Gaston  Avenue — Dallas,  Texas  75246 
Telephone  214  826-7060 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street.  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology.  Endocrinology. 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery.  Urology, 
Ophthalmology.  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins.  MD,  FACS 


Jeffrey  D.  Lanier,  MD.  FACS 
Michael  A.  Bloome.  MD,  FACS 
Paul  C.  Salmonsen,  MD 
Richard  L.  Kimbrough,  MD 
Charles  A.  Garcia.  MD 


Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Raymond  A.  LeBlanc,  MD 
Jack  E.  McCallum,  MD 

920  South  Lake.  Fort  Worth.  Texas  76104 


TEXAS  NEUROLOGICAL  INSTITUTE 
AT  DALLAS,  PA 


Neurological  Surgery 

James  E.  Bland,  MD 
Martin  L.  Lazar,  MD 

Medical  Neurology 
Electroencephalography 
and  Electromyography 

Ralph  G.  Greenlee,  Jr..  MD 
Allan  L.  Naarden,  MD 
Richard  R.  North.  MD 
William  S.  Woodfin.  MD 

Neuro-Ophthalmology 


Director,  Pain  Relief  Centei 
and  Neuroanesthesiologist 

P.  Prithvi  Raj,  MD 

Consultant  in  Speech 

Josephine  Simonson,  MA 


Peter  R.  Bringewald.  MD 

7777  Forest  Lane.  MCD-2,  Suite  2420,  Dallas,  Texas  75230;  214  661-7656 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  "Texas  Physicians'  Directory." 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  MD  Hugh  B.  Currie.  MD 

Coleman  Taylor.  MD  Bruce  L.  Weinberger,  MD 

J.  Franklin  Howell,  Jr,  MD 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  52M153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  MD 
Robert  A.  Moura,  MD 
Arthur  W.  Willis,  MD 
Robert  W.  Butner,  MD 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 
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Orthopedic  Surgery 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson.  MD 
C.  A.  Struve,  MD 
John  W.  Lewis,  MD 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 
Austin,  Texas  78756;  512  451-8484 

Edward  J.  Petrus,  MD 
Richard  E.  Nieman,  MD 


RETINA  LIMITED  OF  SAN  ANTONIO 
Diseases  and  Surgery  of  the  Retina  and  Vitreous 

John  Y.  Harper,  Jr,  MD 
Darrell  Willerson,  Jr,  MD 

311  Camden,  Suite  601,  San  Antonio,  Texas  78215;  512  226-2446 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

MfiS  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN.  MD.  MPH 
Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


PETER  R.  BRINGEWALD,  MD 
Neuro-Ophthalmology 

Texas  Neurological  Institute  at  Dallas,  PA 
7777  Forest  Lane,  MCD-2,  Suite  2420, 
Dallas,  Texas  75230;  214  661-7676 

By  appointment  only 


EDWIN  C.  AUGUSTAT.  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


Texas  Medical  Liability  Trust 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth.  Texas 

Louis  J.  Levy,  MD 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77076;  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CUNIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 

G.  S.  Gill,  MD 
Dilip  K.  Pal,  MD,  PA 
Prem  K.  Das,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr,  MD 
E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd.  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman.  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CUNIC 


Joseph  Barnhart,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten.  MD 

7777  Forest  Lane.  Dallas.  Texas  75230 
Telephone  214  661-7874 


. . . Another  service  of  your  association  ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail.  Send 

old  and  new  address  to  Membership  Department,  Texas  Medical  Asso- 
ciation, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  MEDICINE 


Otolaryngology 

Physical  Medicine  & Rehabilitation 

EL  PASO  EAR,  NOSE  AND  THROAT  ASSOCIATES 

Otolaryngology,  Audiology  and 

Electronystagmography 

Mark  J.  Wegleitner.  MD 

Lyle  D.  Weeks,  MD 

Sarah  Daniel,  MA-Audiologist 

First  American  Title  Bldg.,  Suite  160,  5959  Gateway  West 

El  Paso,  Texas  79925;  915  779-5866 

WARM  SPRINGS  REHABIUTATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 

Pathology 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 

Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 

Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  817  336-7137 

ROBERTO  G.  ROLHNI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 

San  Antonio,  Texas  78205;  Telephone  226-2424 

Plastic  Surgery 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

E.  Hernandez,  MD 

Diplomates,  American  Board  oi  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 

Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin.  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 

BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 

George  V.  Miller,  MD 

Walter  G.  Olin,  Jr,  MD 

John  R.  Thomas,  MD 

S.  Joseph  Skinner,  MD 

Joe  B.  Haden,  MD 

Enrique  van  Santen,  MD 

Elaine  V.  Shalek,  MD 

Robert  H,  McNeely,  MD 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 

220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 

Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 

HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 

Jonathan  J.  Dora,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

1103  Medical  Tower,  Houston,  Texas  77030;  795-5575 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  MD,  FCAP 

Walter  Krohn,  MD,  FCAP 

Robert  Wayne  Walter,  MD,  FACP 

Dane  Barber,  MD,  Diplomate  American  Board  of  Pathology 

Clinical  Pathology,  Surgical  Pathology,  Exfoliative  Cytology,  Medico- 
legal Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707;  756-7226 

DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 

817  335-4752 

J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD  Ena  E.  Mocega,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 

Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 

ARTHUR  L.  RAINES,  MD  AND  ASSOCIATES 
Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181,  Ext.  360 

Mailing  Containers  on  Request 

PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

nil  West  34th  street.  Suite  207,  Austin,  Texas  78705;  459-3258 

TMA  Memorial  Library 

. . . Another  service  of  your  association 

WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 
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JOHN  E.  CARTER.  MD,  PA 

Dipiomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 


Plastic  Surgery 


7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  OHice  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 


508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,*  224-5509 


Psychiatry 


Perry  C.  Talkington,  MD 
Howard  M.  Burkett,  MD 
Jerry  M.  Lewis,  MD 
James  K.  Peden,  MD 
Dode  M.  Hanke,  MD 
Doyle  I.  Carson,  MD 
Joe  W,  King,  MD 
Keith  H.  Johansen,  MD 
Charles  G.  Markward,  MD 


Larry  E.  Tripp,  MD 
Gregory  G.  Dimijian,  MD 
Linda  R.  Hughes,  MD 
Roy  H.  Fanoni,  MD 
Byron  Howard,  MD 
Madeline  W.  Harford,  MD 
John  G.  Looney,  MD 
Carol  A.  Lewis,  MD 
Mark  J.  Blotcky,  MD 


BROMLEY  S.  FREEMAN.  MD,  FACS 
D.  ROBERT  WIEMER,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77030 
713  795-5584 


JACK  L.  CONLEE.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi.  Texas;  855-7359 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 

i 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic.  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


JOSEPH  P.  FLEMING.  MD.  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE.  MD.  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


Help  Yourself/Help  Your  Colleagues 
Call  512  477-5575  anytime— 

Confidential  counseling  for  troubled  doctors 

TMA  Physician  Health  Rehabilitation 
Hotline 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 

Frank  H.  Chesky,  MD 
lose  A.  Gutierrez,  MD 
Harris  M.  Hauser,  MD 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 


CHARLES  B.  COVERT.  MD,  PA 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Individual,  Group,  Marital 
and  Family  Therapy 

1900  Yorktown,  Suite  314 
Houston,  Texas  77056;  713  627-9988 


ALCOHOUSM  TREATMENT  PROGRAM 

Comprehensive  Inpatient/Outpatient  Rehabilitation 

Department  of  Psychiatry 

Texas  Tech  University  School  of  Medicine, 

Lubbock,  Texas  79430;  806  743-2804 


BARRY  M.  BROWN,  MD 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood,  Suite  187A,  Houston,  Texas  77024;  713-461-6160 


TMA  Legislative  Representation  and 
TMA  Action/TMA  Legislative  Bulletin 


• . . Another  service  of  your  association 


. . . Another  service  of  your  association 


TEXAS  MEDICINE 


Psychiatry  & Neurology 


Rheumatology 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


HAUSER  CUNIC 
Psychiatry  and  Neurology 

Section  of  Psychiatry 
*Abe  Hauser.  MD 
*Robert  I.  Hauser,  MD 
*H.  James  Stuart,  MD 
*Javier  A.  Zapata,  MD 
*Susan  B.  Darsey,  MD 
•Harvey  A.  Rosenstock,  MD 
•Cal  K.  Cohn,  MD 

Section  of  Neurology 
•Gerald  Ratinov,  MD 
Diane  S.  Gelland,  MD 

Section  of  Social  Work 
Pamela  Plimmer,  ACSW 
Marguerite  Papademitriou,  ACSW 
Wendy  Smolins,  MSSW 

Administrator 
Richard  J.  Kurzenberger 

7777  Southwest  Freeway,  Suite  1036,  Houston,  Texas  77074 
Telephone  713  776-8600 

*DipIomate,  American  Board  of  Psychiatry  and  Neurology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

CARLOS  M.  KIER,  MD 

Diplomate  American  Board  of  Internal  Medicine 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <&  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


JOEL  E.  RUTSTEIN.  MD 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 
Arthritis  Diagnostic  and  Treatment  Center 

8042  Wurzbach,  Suite  440,  San  Antonio,  Texas  78229;  512  690-8067 


Thoracic  Surgery 


Harold  C.  Urschel,  Ir,  MD 
Maruf  A.  Razzuk,  MD 

DRS.  URSCHEL,  RAZZUK  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  824-2503 

JOHN  L.  KEE,  JR,  MD 
Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246;  826-5184 


Radiology 


Harvey  M.  ^wry,  MD.  FACR  James  P.  Wills.  MD.  DABR 

James  R.  Gish,  MD,  DABR  Robert  Jacobs,  MD,  DABR 

Edward  A.  Sheldon,  MD,  DABR  Daniel  Karnicki,  MD,  DABR 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital,  833-6421 

Beaumont  Neurological  Center,  835-4921 

Beaumont  Medical  and  Surgical  Hospital,  838-1411 

Beaumont,  Texas 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

1801  North  Lamar  Blvd..  Austin,  Texas  78701,  512  477-6704 
A clinical  library  designed  to  assist  the  practicing  physician 
50,000  bound  volumes  • extensive  reprint  and  periodical  collection 

• 400  lay  and  professional  films  • pathological  slide  sets 

• cassette  and  reel-to-reel  tapes  from  AMA,  Audio  Digest 

• MEDLINE  computer  data  service 


ALLAN  L.  GRAHAM,  MD.  FACS 
KARAMAT  U.  CHOUDHRY.  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY,  MD 

Diplomate  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 

HECTOR  O.  YANES,  MD,  PA.  FACS.  FACC 
Cardiac.  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104;  332-1947 


RICHARD  E.  WOOD.  MD 
ROBERT  E.  RAWITSCHER.  MD 
THOMAS  P.  MEYERS.  MD 
Cardiac.  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


DONALD  L.  PAULSON.  MD.  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas,  Texas;  824-3660 


. . . Another  service  of  your  association 


TMA  Continuing  Education  Directory 

. . . Another  service  of  your  association 


Volume  75  July  1979 


Urology 


ELGIN  W.  WARE.  JR.  MD 
GEORGE  E.  HURT.  JR.  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
KING  SCOTT  COFFIELD.  MD 
Urology 

3600  Gaston  Avenue*  Dallas,  Texas  75246 


THE  UROLOGY  CUNIC 

Dolphus  £.  Compere,  MD,  FACS 
Grant  F.  Begley.  MD.  FACS 
Hugh  Lamensdori,  MD.  FACS 
Sidney  A.  Worsham,  III,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth.  Texas  76109 
817  336-5711 


H.  M.  GIBSON.  JR.  MD.  FACS 
ABEL  GARDUNO.  MD 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St..  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


DONALD  J.  NEESE.  MD 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive.  Houston,  Texas  77030;  713  524-3931 

400  Medical  Center  Blvd..  Suite  207.  Webster.  Texas  77598;  713  332-2466 


EUGENE  R.  TODD.  MD.  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower.  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 
Donald  J.  Logan,  MD 
Donald  L.  McEoy,  MD 
Christopher  D.  Fetner.  MD 


Medical  City  Dallas.  7777  Forest  Lane,  Suite  230.  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


Let^ssave 

energy 

now. 


“This  used  to  be  a flourishing,  gold- 
rich  tov/n.  The  people  who  lived  here 
never  thought  it  would  end  up  like  this.” 

But  the  gold  ran  out. 

“Today  we  run  the  risk  of  losing  some- 
thing more  precious  than  gold.  Our 
country’s  energy.  We  waste  a shameful 
amount  of  it. 

“We  can’t  aflbrd  to  waste  more  time 
or  more  energy.  We’ve  got  to  start  saving 
our  resources  today. 

“Join  me  in  an  important  new  alliance 
of  concerned  Amencans . . . the  Alliance 
to  Save  Energy.  Together  we  can  make 
a significant  contribution  to  the  future  of 
our  country. 

“For  our  children . . . and  their  children 
. . . Let’s  not  blow  it.  America.” 

For  a free  booklet  on  how  you  can 
help  save  energy,  mail  the  coupon  below. 


Maljjance  to  save  energy 

Box  57200.  Washington.  D C.  20006 
/ want  to  help  save  energy.  Send  me  vour  booklet. 


Name 

Address 

City  State  Zip 


A Public  Service  of  This  Magazine 
and  The  Adveriising  Council 


tSS! 


TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
lacilities  lor  doing  all  types  of  surgery  in  new  hospital  as  well  as  ollice 
in  new  clinic  building.  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Taylor  Smith,  MD,  Malone  and  Hogan 
Clinic,  1501  West  lltn  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED:  GP,  FP  NEEDED  to  join  4 man  group  to  do  general  jiractice 
and  OB.  Population  5,000;  trade  area  15,000  plus.  Old  established  clinic 
group  of  3 GPs  and  f board  surgeon.  Lovett  Meredith  Clinic,  Box  487, 
Olney,  Texas  76374;  817-564-5543. 


PHYSICIANS  WANTED — progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647.  Telephone  214-845-2281. 


EMERGENCY  DEPARTMENT — part-time  opportunities  in  the  Dallas, 
Texas  area.  Scheduling  flexible,  paid  malpractice,  weekdays,  nights, 
and  or  weekends.  Contact  Texas  Emergency  Room  Services,  PA,  3603 
Hall  Street,  Suite  102,  Dallas,  TX  75219,  or  call  214-522-5481. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Taylor 
Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place  Bia  Spring 
Texas  79720;  telephone  915-267-6361.  y y. 


NORTH  DALLAS — Collin  County  Hospital  Emergency  Department.  Phy- 
sician needed  for  weekday/evening  staffing.  Flexible  scheduling;  out- 
standing malpractice  insurance  coverage.  Contact  Texas  Emergency 
Room  Services,  P.A.,  3603  Hall  Street,  Dallas,  Texas  75219,  or  call 
214-522-5481. 


WANTED;  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


FAMILY  OR  GENERAL  PRACTITIONER  NEEDED  in  rapidly  growing 
East  Texas  community  8 miles  from  Longview  which  has  expanding  250 
bed  hospital  and  another  approved  hospital  site  6 miles  from  Halls- 
ville.  School  district  population  16,000.  Primary  income  business  and 
industry.  Contact  Mike  Buchanan,  Hallsville  Drug,  Hallsville,  Texas 
75650;  telephone  214-668-2012. 


FAMILY  PRACTITIONER— Central  Texas  (Ft.  Worth-Dallas  Metroplex 
area)  13  physician  multispecialty  group  would  like  to  add  one  or 
two  family  practitioners.  Excellent  hospital  and  community  facilities. 
Salary  open.  For  details,  write  to  Ad-904,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  Family  practitioner  or  GP  for  the  Westheimer-Highway  6 
area  of  Houston.  No  other  MDs.  Contact  713-467-4191. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $35,100  to  $42,600  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
12668,  Capitol  Station,  Austin,  Texas  78711. 
012-434-J/bl.  An  equal  opportunity,  affirmative  action  employer. 

NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
tamily.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with  ex- 
celtent  tacilities.  New  clinic  building  adjacent  to  new  hospital  Many 
benehts  that  only  a group  practice  can  provide.  Contact  Taylor  Smith 

7^9720“tererhor'9te  Texas 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
fee-fo^service  with  guarantee— malpractice  paid— 
Call  /13-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


FAMILY  PRACTICE — DALLAS,  TEXAS.  Unusual  opportunities  for  hospital 
oriented  practice.  Solo  or  group  practice  locations.  Guaranteed  in- 
come. Staff  membership  available  at  117  bed  teachinq  hospital,  af- 
filiated with  Texas  College  of  Osteopathic  Medicine.  Call  collect,  John 
Isbell,  Administrator,  Stevens  Park  Osteopathic  Hospital,  2120  West 
Colorado  Blvd.,  Dallas,  Texas  75211;  214-943-4631. 


EMERGENCY  DEPARTMENT  STAFF  PHYSICIAN  position  available  at 
500  bed  teaching  hospital,  Dallas,  Texas.  Flexible  scheduling;  $57,000- 
$60,000  minimum  guarantee;  paid  professional  liability  insurance.  Con- 
tact Texas  Emergency  Room  Services,  PA,  3606  Hall  Street,  #102,  Dal- 
las, Texas;  214-522-5481. 


DIAGNOSTIC  RADIOLOGIST:  Board  certified  or  eligible,  experienced 
in  ultrasound,  nuclear  medicine,  and  angiography  to  join  three  board 
certified  radiologists  in  busy  office  and  hospital  practice.  Radiology 
Consultants  of  ETl  Paso,  PA,  P.O.  Box  5701,  El  Paso,  Texas  79998,  tele- 
phone 915-545-1400. 


FAMILY  PRACTITIONER.  Board  certified  or  board  eligible  to  work  in 
new  well-equipped  clinic  which  is  a satellite  of  a large  multispecialty 
group  in  southwest  Houston.  Excellent  benefits  and  opportunity  for  full 
partnership  in  two  years.  Call  or  write:  Pierre  Gendron,  Administrator, 
Hillcroft  Medical  Clinic,  6630  DeMoss,  Houston,  Texas  77074;  713-774- 
5861. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon  do- 
ing GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  with  salary  of  $45,000  per  year  negotiable  City 
has  popiHation  of  9,000  with  trade  area  of  25,000  to  30  000  Contact 
?io  Q%c  Street,  Carrizo  Springs,  Texas  78834, 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
commuriities  available.  Prefer  career-oriented  emergency  MDs. 
Additiorial  training  and/or  experience  required.  Flexible  schedule,  fee- 
tor-service  with  quarantee  and  usual  fringes  including  malpractice  in- 
Jini  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850 


EXPANDING  GROUP  NEEDS  SPECIALISTS  in  obstetrics,  pediatrics 
and  tamily  practice.  Enjoy  practicing  medicine  with  our  28-man 
multispecialty  group  located  in  a friendly  city  of  100,000  people 
in  north  central  Texas.  Close  to  everything,  but  away  from  big  city 
problems.  If  you  want  to  know  more  about  this  long  established 
group  (1919)  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817-766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302. 


WANTED:  ORTHOPEDIST  for  the  Katy-West  Memorial  area  of  Houston. 
Booming  area.  No  other  orthopedists.  Telephone  713-465-1910. 


PRIMARY  CARE  PHYSICIANS — OB/GYN,  internist,  orthopedic  surgeon, 
family  practice.  Modern  progressive,  acute  care,  general  hospital. 
Growing  community  of  12,500  population,  medical  service  area  popu- 
lation, 50,000.  Financial  assistance  available.  Send  curriculum  vitae 
or  contact  Dan  Powers,  CEO,  Brownfield  Regional  Medical  Center,  705 
E.  Felt  Street,  Brownfield,  Texas  79316;  phone  806-637-3551. 


FAMILY  PRACTICE-GENERAL  MEDICINE  WANTED  now  to  join  a multi- 
specialty group  practice  on  the  Texas  Gulf  Coast.  Excellent  chance  for 
a good  practice  with  fringe  benefits,  will  have  opportunity  to  enter  as 
a stockholder  in  the  association.  Great  place  to  live.  Fantastic  outdoor 
activities  possible  year  around.  Contact  Gene  Hybner,  1533  South 
Brownlee,  Corpus  Christi,  Texas  78404;  512-883-7411 


TWENTY  MEMBER  MULTISPECIALTY  GROUP  in  East  Texas  needs 
American  or  Canadian  internists,  orthopedists,  pediatricians  and  urol- 
ogists. Excellent  salary  and  fringes.  No  accounting,  billing  or  personnel 
problems.  New  building,  in-house  lab,  x-ray  and  nuclear  medicine, 
linear  accelerator  therapy  unit.  Please  reply  to  Ad-918,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


LOCUM  TENENS — EMERGENCY  MEDICINE — available  in  our  Dallas 
area  hospitals;  monthly  scheduling  is  flexible  and  according  to  your 
preferences;  malpractice  is  paid,  excellent  hourly  income  according  to 
your  flexibility  and  hours  worked.  Call  214-522-5481  for  details. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Pediatrician, 
}nf®rnist,  psychiatrist,  family  practitioner,  solo  practice.  Home  Exxon, 
US  Steel,  Gulf.  High  income.  Bay  area  near  Houston.  Outstanding 
schools,  colleges.  Contact  Administrator,  1101  Decker  Drive,  Baytown, 
Texas  77520;  713-422-3405. 


blVE  AND  WORK  WHERE  OTHERS  VACATION:  Port  Aransas,  Mustang 
c onn^'  Developing  tourist  and  recreational  area  needs  physician. 
5,300  permanent  population;  50,000  transient  population.  Offers  un- 
limited potential.  Excellent  quality  of  life,  leisurely  pace,  unmatched 
recreational  opportunities.  Hospital  within  7 miles,  major  metropolitan 
niiles.  Reply  to  W.  L.  Gavit,  Box  188,  Port  Aransas,  Texas 


EMERGENCY  MEDICINE  OR  FAMILY  PRACTICE  opportunities  available 
in  Texas.  Emergency  medicine  positions  offer  flexible  scheduling,  at- 
tractive salaries,  and  malpractice  coverage.  Family  practice  positions 
located  in  growing  communities  with  varied  geographic  locations. 

surgery  preferred.  For  additional  information  contact 
Vicki  Hay,  P.  O.  Box  45148,  Dallas,  Texas  75245  or  call  collect  214- 
350-4991  or  214-358-4486. 


FAMILY  PRACTICE,  OB-GYN  DALLAS  AREA-MULTISPECIALTY  group 
clinic  of  28  physicians  in  Lewisville  and  Denton  seeking  physicians  for 
July  1979  and  July  1980.  Clinics  had  160,000  patient  visits  in  1978.  Clinic 
in  Lewisville  is  integrated  into  a 110  bed  acute  care  hospital  unit. 
Excellent  compensation  and  fringe  benefits  including  time  off.  Contact 
J.  R.  Jones,  M.D.,  214-221-2589,  or  Darrell  Lummus,  Business  Manager, 
or  write  J.  R.  Jones,  MD,  Doctors  Clinic,  500  West  Main,  Lewisville, 
Texas  75067. 


INTERNIST,  excellent  new  practice  opportunity  in  Northwest  Houston. 
New  medical  arts  building  in  the  1960  area.  Contact  Medical  Construc- 
tion Corp.,  713-376-8488. 

CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $15.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED;  GENERAL  PRACTITIONER  AND  PEDIATRICIAN  for  rapidly 
growing  community  in  Northwest  Austin.  Office  space  available.  Prime 
location  with  high  demand  for  medical  care.  For  further  information, 
contact  AD-911,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


MEDICAL  DIRECTOR;  For  a Dallas  based  private,  voluntary,  non-profit, 
multi-county  program  that  operates  twelve  centers  in  nine  counties  of 
Northeast  Texas  deliverina  primary  care  with  emphasis  on  family  plan- 
ning to  women  of  reproductive  age.  Services  will  be  expanded  over 
the  next  several  years.  Must  be  board  eligible  or  certified  in  family 
practice  or  GYN  specialties.  Texas  license  required.  Administrative 
experience  desirable.  Challenging  opportunity  for  those  interested  in 
public  health,  teaching  and  administration.  Salary  range  $35,000-$40,000 
depending  upon  experience  and  qualifications.  Send  curriculum  vitae 
to  Ray  IJavis,  Director  of  Human  Resources,  Life  Planning/Health 
Services,  Inc.,  2727  Oak  Lawn  Avenue,  Dallas,  Texas  75219.  Deadline 
7-1-79.  Position  available  8-1-79. 


PHYSICIAN  NEEDED  TO  PRACTICE  general  medicine  at  Student  Health 
Center  beginning  Sept.  1,  1979.  Must  have  Texas  license  and  4-5  years 
experience  in  general  practice.  Position  involves  some  medical  adminis- 
tration. Salary  negotiable.  Good  fringe  benefits.  Please  contact  Sheila 
Meyer,  Administration  Officer,  North  Texas  State  University  Student 
Health  Center,  P.O.  Box  5158,  Denton,  Texas  76203.  Telephone  817-788- 
2331.  We  are  an  equal  opportunity/affirmative  action  employer. 


PEDIATRICIAN;  Need  someone  interested  m community  health  services. 
Competitive  salary.  40  hours/week,  no  week-ends,  no  night  calls. 
Bilingual  (English  and  Spanish)  preferred.  Position  available  August  1, 
1979.  Send  inquiries  and  C.V.s  to  Dr.  Robert  Wilson,  Medical  Director, 
Los  Barrios  Unidos  Community  Clinic,  3201  Herbert  Street,  Dallas, 
Texas  75212;  telephone  214-651-8739. 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


TEXAS  PHYSICIAN  PLACEMENT.  We  are  a physician  management  firm 
searching  for  associates  for  our  management  clients  and  other  clients 
in  Texas.  Group,  associate  and  solo  practices  in  many  fields.  We  will 
help  you  select  the  right  practice  and  community  for  you  and  your 
family.  Fee  paid  by  our  clients.  Please  send  C.V.  and  lifestyle  prefer- 
ences to  W.  Sanford  Smith,  Professional  Practice  Management,  Inc., 
1102  Kingwood  Drive,  Humble,  Texas  77339. 


NORTH  DALLAS— FAMILY  PRACTITIONER  needed  to  join  busy  AAFP- 
certified  FP.  Fully  equipped  office  with  combination  family/industi lal 
load,  in  fastest  growing  part  of  Dallas.  Attractive  financial  terms. 
Gabriel  Fried,  MD,  15111  Preston  Road,  Dallas,  Texas  75248;  214-387- 
0155. 


GENERAL  SURGEON — Board  certified,  needed  for  seven  doctor  group 
that  consists  of  one  general  practitioner,  five  board  certified  family 
practitioners,  one  internist.  Must  be  willing  to  do  some  general  prac- 
tice. Our  two  year  old  clinic  has  full  lab  and  x-ray  facilities,  and  is 
located  next  to  a new  65  bed  hospital,  Located  30  miles  E/NE  of 
Austin,  Texas.  Send  resume  to  Johns  Clinic,  P.O.  Box  1010,  Taylor, 
Texas,  76574,  attention  C.  J.  Daniel,  MD. 


WANTED;  GP,  FP  NEEDED  to  join  five  man  group  to  do  general  prac- 
tice and  OB.  Population  6,000;  trade  area  20,000  plus.  New  facilities. 
Old  established  group.  Bowie  Clinic,  P.O.  Box  681,  Bowie,  Texas  76230. 
Contact  Phil  Flinn,  Administrator,  817-872-1121. 


OPHTHALMOLOGIST;  Medical  ophthalmologist  wanted  to  join  busy  solo 
practice  in  the  South  Texas  Sunbelt.  Age  or  sex  no  barrier.  Immediate 
opening.  Please  reply  to  Ad-925,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


OTOLARYNGOLOGIST  WANTED  in  large  multispecialty  clinic  in  Texas 
associated  with  medical  school.  Require  board-certification  or  recently 
board-eligible  person  with  an  interest  in  clinical  ENT,  surgery,  and  in 
some  undergraduate  teaching.  Prefer  native  Texan  or  Southwesterner. 
Salary  negotiable.  Full  fringe  benefits.  Call  817-774-2111,  ext.  2996. 


ER  PHYSICIAN  WANTED;  To  form  new  three  man  group,  providing 
services  at  a Houston  area  hospital.  Excellent  opportunity.  Please  call 
collect  Dr.  Criep  at  412-682-1233  or  713-932-5600. 


FAMILY  PHYSICIAN  WANTED:  Board  certified,  age  30-40,  broad  ex- 
perience, OB  preferable.  Would  help  develop  an  expanding  high 
quality  practice  embracing  the  whole  field  of  family  practice  from 
prenatal  to  geriatric  care.  Beautiful  wooded  area  on  major  IH;  45  miles 
north  of  Houston,  near  airport.  Large  cachment  area  covering  varied 
residential  and  industrial  developments.  Marvelous  educational  and 
recreational  facilities  for  children.  Please  reply  to  Ad-926,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  C.V.  and 
references  please. 


WANTED:  A board  certified  or  eligible  thoracic  surgeon  to  associate 
with  busy  board  certified  general  surgeon.  This  is  an  ideal  opportunity 
to  be  busy  while  building  a practice  in  thoracic  surgery.  Please  reply 
to  Ad-927,'  TEXAS  MEDICINE,  1801  North  Lamar  Blvd,,  Austin,  Texas 
78701. 


POSITION  AVAILABLE:  Chief  Physician.  Responsible  for  providing  basic 
medical  care  as  required  by  students  enrolled  at  SWTSU.  Provides 
professional  guidance  to  other  physicians,  nurses,  pharmacist  and 
radiological  and  laboratory  personnel.  Applicants  must  have  a current 
license  to  practice  medicine  in  the  State  of  Texas.  Salary:  approxi- 
mately $3,000  monthly.  Candidates  must  submit  letter  of  application  and 
credentials  with  current  references  by  July  15,  1979  to  Southwest  Texas 
State  University,  Personnel  Office,  209  J.  C.  Kellam  Building,  San  Mar- 
cos, Texas  78666.  SWTSU  is  an  affirmative  action/equal  opportunity 
employer. 


Situations  Wanted 


OB/GYN — 47  year  old  FACOG  desirous  of  OB/GYN  group  practice  in 
Southeast  or  Southwest  Texas.  Available  3-6  months.  Good  health. 
Please  reply  to  Ad-877,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd,, 
Austin,  Texas  78701. 


CARDIOLOGIST,  board  certified  in  internal  medicine,  board  eligible 
in  cardiology.  Well  trained  in  invasive  (Sones  and  Judkins)  and  non- 
invasive  cardiology.  Seeks  practice  opportunities  in  association  with 
other  cardiologist(s)  in  Dallas  or  Houston  area.  Available  July  1979. 
Contact  Ad-843,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


INTERNIST  AND  OBSTETRICIAN/GYNECOLOGIST— ages  38,  husband 
and  wife.  Certified  by  the  American  Board  of  Obstetrics  and  Gyne- 
cology. Prefer  Gulf  Coast  area.  Corpus  Christi,  Freeport,  Port  Arthur, 
Beaumont.  Group  or  solo  practice.  Both  licensed  in  Texas.  Available 
August  1979.  Please  reply  to  Ad-891,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


FOREIGN  MEDICAL  GRADUATE  with  ECFMG  certificate  wants  to  work 
as  medical  technician.  Contact  Ad-912,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


USA  UNIVERSITY  TRAINED  INTERNIST — Boston  trained  gastroenter- 
ologist, 30.  Seeking  practice  opportunity  as  gastroenterologist,  prefer- 
ably solo  with  minimum  income  guarantee;  group  or  partnership. 
Proficient  in  endoscopy,  liver  BX,  PTC.  Had  elective  rotations  studying 
echo  and  esophageal  manometry.  Please  reply  to  Ad-910,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  DIAGNOSTIC  RADIOLOGIST  for  locum  tenens.  Available 
any  time  January  1 to  April  30,  1980.  Office  practice  or  small  hospital. 
No  training  in  ultra-sound,  nuclear  medicine  or  angiography.  Board 
certihed  1956.  Extensive  experience  in  general  work  but  not  newer 
special  procedures.  Excellent  references.  Prefer  Gulf  Coast.  Contact 
AD-913,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TWO  UNIVERSITY  TRAINED  INTERNISTS  seeking  practice  opportunities 
in  Dallas.  Willing  to  do  primary  care  and  emergency  room.  Part-time, 
full-time.  Licensed  in  Michigan  and  Texas.  Apply  to  Ad-919,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  ELIGIBLE  INTERNIST  wants  to  join  an  established  internist  or 
a small  group  in  a city  of  50,000  or  more.  Would  prefer  Houston,  Dallas, 
San  Antonio,  Midland,  Austin,  Lubbock  area  suburb.  Available  July 
1979.  Excellent  academic  and  personal  background.  Resume  will  be 
sent  on  request.  Call  313-886-9777  or  write  Ad-916,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


CANADIAN  GRADUATE,  age  30,  with  national  board  and  temporary 
license.  Presently  GP  in  Ontario.  Wishes  to  relocate  to  Houston  or  its 
suburbs.  Group  or  solo  practice  with  shared  calls.  Please  reply  to 
P.O.  Box  2213,  Station  B,  Duke  Street,  Kitchener,  Ontario,  or  call  col- 
lect 519-578-8824  after  6 p.m. 


FAMILY  PRACTITIONER,  senior  but  active.  Would  like  to  work  with 

Proup  in  a city.  Now  under  contract  in  Texas.  Available  in  October. 

lease  reply  to  Ad-920,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd,, 
Austin,  Texas  78701. 


DERMATOLOGIST:  Widely  experienced  in  university  and  private  prac- 
tice. Seeks  practice  opportunity  in  Houston.  Please  reply  to  Ad-922, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WISHES  TO  RELOCATE  IN  TEXAS,  emergency  physician.  Full  time, 
salary  or  fee-for-service.  ACEP  member,  6 years  full  time  experience, 
several  years  surgical  experience.  Available  August-September  1979. 
Please  reply  to  Ad-923,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


OB/GYN:  46  year  old  board  certified  OB-GYN  seeks  relocation  in  Texas. 
Solo  or  group  practice  desired.  Trained  in  laparoscopy,  colposcopy  and 
urethroscopy  and  using  these  modalities  in  practice.  Excellent  health. 
Available  this  summer.  Wife  anesthesiologist;  seeking  suitable  position. 
Please  reply  to  Ad-924,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd,, 
Austin,  Texas  78701. 


GENERAL  SURGEON — 31  year  old  certified  surgeon  looking  for  practice 
situations.  FLEX  and  licensed  in  Texas.  All  locations  considered.  Solo 
or  group.  Contact  Dr.  D.  Kumar,  20110  Lorain  Road  #220,  Fairview 
Park,  Ohio  44126;  phone  216-331-3753. 


CANADIAN  FAMILY  PHYSICIAN  certified;  married,  34  years  old;  Texas 
license.  Wishes  to  relocate  to  Dallas/Fort  Worth  area.  Send  replies  to 
Ad-928,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ENERGETIC,  EXPERIENCED  AOA,  board  certified  internist  seeks  work 
as  locum  tenens,  internal  or  general  medicine.  Prefer  weekends  on  a 
regular  basis.  Please  reply  to  Ad-929,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  search, 
evaluation  and  screening  to  supplement  your  own  independent  recruit- 
ing. (We  never  require  deposit,  retainer  or  exclusion.)  Full  information 
to  physicians  and  nealth  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


EXCELLENT  PHYSICIANS — General  and  specialty.  Inquire  through  Sun- 
belt Physician  Placement  Service,  5500  N.  Braeswood,  No.  177,  Houston, 
Texas  77096;  713-729-6068, 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Laboratory  in  building.  Generous  allowance 
for  office  improvements.  Planning  and  layout  available  without  cost. 
Contact  Ike  H.  Silver,  214-328-3578,  or  write  P.O.  Box  18237,  Dallas, 
Texas  75218. 


FOR  SALE:  Fully  equipped,  modern  clinic  in  Mart,  Texas  (20  miles 
from  Waco).  Five  treatment  rooms,  laboratory,  offices,  reception  rooms, 
x-ray,  surgery,  recovery  room.  Town  desperately  needs  family  practi- 
tioner to  handle  medical  needs  for  a growing  community  and  surround- 
ing area.  Contact  Linda  Pope,  3723  Georgetown,  Houston,  Texas 
77005;  713-667-7934  after  5 p.m. 


LEASE  SPACE  AVAILABLE;  Ideal  NE  San  Antonio  space  available  in 
building  with  two  general  practitioners  and  one  general  dentist.  The 
medical  practices  have  been  in  the  same  location  for  ten  years.  C.  J. 
Merritt,  DDS,  10127  Sahara,  San  ntonio,  Texas  78216;  512-341-2536. 


TEXAS  MEDICINE 


TO  SUBLET — PHYSICIAN'S  OFFICE  lor  remainder  of  lease,  running 
until  May  1,  1980.  Contents  lor  sale.  Available  immediately.  Near  ex- 
cellent medical  center.  Telephone  713-471-1240,  LaPorte,  Texas  or  713- 
358-5833,  Kingwood,  Texas. 


DALLAS— 'WELL  ESTABLISHED  PROFESSIONAL  LOCATION.  Newly  re- 
decorated, 1200  sq.  ft.  lurnished  space.  Five  minutes  Baylor  Hospital. 
Immediate  occupancy.  Lab  and  x-ray  in  building.  Free  parking  for 
physicians,  patients  and  employees.  Janitorial  service  and  all  bills  paid. 
Excellent  location  for  primary  care  physicians  (family  practitioner,  in- 
ternist, pediatrician,  obstetrician-gynecologist,  dermatologist,  etc.). 
Contact  Lakewood  Medical  Building  214-821-9161. 


LABORATORY  EQUIPMENT  FOR  SALE:  Coulter  Counter,  Model  Fn,  ex- 
cellent condition,  like  new.  Good  for  doctor's  office  or  group  practice 
lab,  to  do  RBC  and  WBC  count.  Please  write  Medical  Clinics  of  Pasa- 
dena PA  (Lab)  3315  Fairview,  Pasadena,  Texas  77504,  or  call  713- 
944-9554. 


TROPICAL  BRO'WNS'VILl.E — handsomely  decorated  physicians  office 
suite.  Three  examining  rooms,  2 baths,  one  consultation  room,  one  large 
waiting  room,  partitioned,  glass,  cedar,  two  nurses  rooms.  Will  re- 
divide if  necessary;  less  than  45c  per  square  foot.  Call  512-546-2388. 


AUSTIN.  TEXAS — Medical  office  space  available  in  a rapidly  growing 
medical  community  near  Ben  White  Blvd.  and  South  Lamar.  512-452- 
9544  for  information. 


FOR  SALE:  Epstein  Audiometer,  15  frequency,  virtually  new.  $250.  Key- 
stone Telebinacular,  also  like  new,  $250.  Excellent  for  pilot  physicals 
or  other  screening.  Call  David  Dillon,  512-822-9641. 


FOR  SALE:  Burdick  EKG,  5A,  miscroscope,  sterilizer,  x-ray  illuminator, 
Mayo  instrument  stond,  goose  neck  lamp,  examination  couch,  Sanyo 
refrigerator  and  office  furniture.  Call  713-845-1511,  ext.  36  or  713-693- 
2514,  evenings. 


FAMILY  PRACTICE  OF  DECEASED  PHYSICIAN  for  sale  or  lease. 
Aransas  Pass,  Texas,  booming  industrial  area  20  minutes  from  Corpus 
Christi  on  the  coast.  Call  Mrs.  Ruth  Gaddis,  512-776-2794. 


HOUSTON— BRAND  NEW  MEDICAL  ARTS  BUILDING  adjacent  to  4000 
student  enrollment,  thousands  of  new  homeowners  in  the  FM1960  area 
of  Houston's  fastest  growing  new  area  now  has  primary  health  care 
is  seeking  ENT,  orthopedics,  internist,  dermatology.  For  lease  informa- 
tion call  Medical  Construction  Corp.,  713-376-8488. 


TURNKEY  SUBLEASE — Medical  practice  suite,  professionally  designed 
and  decorated  with  offices  and  clinic.  Situated  in  a prestigious  business 
office  building  in  southeast  Houston  suburb.  Fully  furnished  and  ex- 
tensively equipped  clinic  facility  with  3,600  square  feet.  Ideally  de- 
signed for  a group  medical  practice  with  possibly  a radiologist  to 
make  full  use  of  existing  x-ray  equipment.  An  attractive  waiting  room 
is  adjacent  to  the  reception/olfice  manager  area.  Individually  secured 
lockers  -n  separate  dressing  rooms  for  patients  to  use  during  examina- 
tion or  treatment  procedures.  Lab  area  for  collection  and  storage  of 
specimens  with  ample  space  for  performing  routine  tests.  Connecting 
office  and  examination  rooms  are  flexible  to  meet  the  requirements 
of  the  practitioners.  Two  larger  rooms  are  available  to  use  for  ex- 
tensive examination,  special  procedures  or  minor  surgery.  A lounge 
area  is  available  for  patient  use  or  may  be  made  an  additional 
office.  A separate  entrance  may  be  used  for  patient  exit.  Inside  parking 
plus  ample  patient  parking.  'TERMS — LONG  TERM  LEASE  of  7 years 
with  a 10  and  5 year  renewal  ontion.  Equipment  sold  outright  or 
leased  with  facility.  Interested  individuals  contact  Ad-930,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  SALE:  Hycel  300  and  dilutor  for  sale.  Contact  Charlene  Lee  at 
512-459-4171. 


ESTABLISHED  PRACTICE  AVAILABLE — Internal  medicine,  family  prac- 
tice. Also  suitable  for  other  type  practices.  Two  or  one  person.  Just 
take  over  lease.  Can  buy  equipment  if  you  wish.  Excellent  office. 
Excellent  location,  across  from  hospital.  Contact  J.  R.,  705  North  4th, 
Longview,  Texas  75601;  telephone  214-758-2741  or  residence  758-1182. 


PHYSICIAN  OFFICE  AVAILABLE  IN  NORTHWEST  MEDICAL  CENTER  at 
8020  Shoalcreek  Blvd.,  Austin.  Space  includes  reception  room,  doctor's 
office,  five  examining  rooms,  some  with  built-in  storage  space  and 
baths.  Ample  parking  in  front  and  back.  In  large  building  next  to  phar- 
macy. Owner  could  make  minor  adjustments  to  suit  lessee.  Excellent 
price.  Call  Bill  Kemp,  512-454-7629,  Bill  Kemp  Properties,  8235  Shoal- 
creek, Austin,  Texas  78758. 


AVAILABLE  FOR  SALE.  LEASE  OR  LEASE-PURCHASE.  1,700  square 
feet,  medical  office  condominium  in  Medical  Science  Center,  711  West 
38th,  Austin.  Building  just  completed;  interior  can  be  finished  to  your 
specifications.  Competitive  price.  Telephone  512-454-5651  or  write  711 
IVest  38th,  Suite  E-1,  Austin,  Texas  78'705. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  v^rith  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


ASPEN  MUSHROOM  CONFERENCE.  Identification  of  edible,  poisonous 
and  hallucinogenic  mushrooms.  Treatment  of  mushrooms  poisoning 
Microscopy.  Novice  and  advanced  courses.  AMA  Category  1.  July  29- 
August  3,  1979.  Wildwood  Inn,  Snowmass-at-Aspen,  Colorado.  Contact 
Beth  Israel  Hospital,  1601  Lowell  Blvd.,  Denver,  Colorado  80204.  313- 
825-2190,  ext.  550. 


FABULOUS  VACATION  HOME  FOR  RENT,  Jamaica  Beach,  Galveston. 
Spacious,  breezy,  elegant  and  fully  equipped  beach  house  with  pano- 
ramic view  of  Gulf  of  Mexico.  Three  bedroom,  2V2  baths,  $350  week, 
$150  weekend.  Phone  M/M  E.  A,  Dodd,  713-528-1879  before  8:30  a m. 
or  after  7 p.m.,  or  write  3614  Montrose,  Suite  803,  Houston,  Texas  770(16. 


HOWTO 
GET  BETTER 
MILEAGE 
FROM  YOUR 
CAR... 


Obey  the  55  mph  speed 
limit. 


Keep  your  engine  tuned. 


Don’t  let  the  engine  idle 
more  than  30  seconds. 


lt*NK  I 


©q 


And  when  buying,  don’t 
forget  the  fuel  economy 
label  is  part  of  the  pri^ 
tag,  too. 


For  a free  bool^let  witJi  more  easy 
energy-saving  tips,  write  “Energy," 
Box  62,  Oal<  Ridge,  TN  37830. 

ENERGY. 

We  can't  afford 
to  waste  it. 

u s Department  of  Energy 
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MEDICAL  PARK  TOWER 

1301  WEST  38TH  STREET 
AUSTIN,  TEXAS  78705 


PRESTIGIOUS 

An  excellent  mix  of 
medical  specialists 

CONVENIENT 

Adjacent  to  Seton  Medical  Center 
Near  many  other  medical  facilities 

LARGEST 

Sixty-eight  suites 

196  Physicians  & Dentists 

ACCESSIBLE 

Center  of  city 

Near  Interstate  35  & Mopac 

PROFESSIONALLY  MANAGED 

Vantage  Management  Company 
Full  time  on-site  manager 

Several  medical  suites  available  for  lease. 
Excellent  accommodations  for  individual  or 
group  practices.  For  further  information 
contact  ALAN  GUERIN,  454-3646,  Suite  206. 


CENTRAL  TEXAS 
PRIVATE  PRACTICE 

Hospital  Affiliates,  the  world's  largest  hospital  management  company,  is 
seeking  physicians  for  private  practice  opportunities  available  in  Texas. 
Small  town  communities  offer  the  unique  lifestyle  opportunity  to  practice 
medicine  in  a setting  that  provides  personal  interaction  with  patients 
and  patient  families,  together  with  a high  degree  of  community  involve- 
ment, recognition,  and  a direct  impact  on  the  health  care  system  in  that 
community. 

If  you  are  interested  in  practicing  in  this  type  of  environment,  please 
send  your  curriculum  vitae  or  call  collect,  to  Jean  Walker,  Hospital  Affiliates, 
6225  U.S.  Highway  290  East,  Austin,  Texas  78723.  (512)  458-4291. 

Hospital  Affiliates 

International  An  INA  Company 

The  Hospital  Management  Professionals 


MATURE  SURGEON 

A “second  career”  opportunity  with  a Southwestern 
Pharmaceutical  Company  who  is  seeking  a Director 
of  Surgery  in  the  Research  & Development  Depart- 
ment. Will  be  involved  in  Clinical  Research  of  new 
surgical  products.  Medical  Advisor  to  the  Marketing 
Department  and  Training  Consultant.  Excellent  Salary 
and  Personal  Benefits  are  offered.  For  detailed  infor- 
mation, write  or  call  in  complete  confidence.  A.  W. 
Blendow,  185  Front  Street  #205,  Danville,  California 
94526,  (415)  837-8115. 


PHYSICIANS  WANTED 

Downtown  Houston 
St.  Josephs  Medical  Plaza 

Immediate  openings  for  Family  Practi- 
tioners, Pediatricians,  General  Sur- 
geons, Internists,  etc.  Call  713  659-3440. 


FOR  SALE  OR  LEASE, 

WITH  OPTION  TO  BUY 

30-Bed  Hospital  with  10  Bassinets 

Located  in  West  Texas  within  100  nniles 

of  Texas  Tech  Medical  School 

Contact:  Ad-921 

Texas  Medicine 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


f The  Room  Has  Grown  • 

To  a full  department!  Many  hospitals  have 
responded  to  increased  community 
demands,  improved  training  and  growth 
in  the  state-of-the-art  by  elevating  the 
Emergency  Room  into  the  Emergency 
Department. 

The  American  College  of  Emergency 
Physicians  has  helped  to  develop  tal- 
ented, trained  men  and  women  to  deliver 
quality  patient  care.  Our  client,  staffing 
over  20  Emergency  Departments,  has  a 
high  proportion  of  Emergency  Medicine- 
trained  physicians  working  with  them. 

If  you  are  an  experienced  Emergency 
Physician,  you  will  want  to  live  your  career 
in  a Department,  not  in  a Room.  Call  us. 
We  will  put  you  with  the  leader  in  your 
field. 


You  can  grow,  too. 

/MEDSECO 

Medical  Search  Consultants,  Irx:. 

M 12605  East  Freeway,  Suite  608 

^ Houston,  Texas  77015 
r 800  / 231-7888 

^ 713/451-2222  (Texas) 

/VIEDSECO 
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stop!  Look! 
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Medical  Emergency  Clinics 


Minor  Emergencies  To  General 
Medico!  Care 

Physicians  in  Emergency  Medicine  and 
Family  Practice  are  needed  to  share  in 
this  unique  and  challenging  program. 


Advantages  include  regular  hours,  good 
compensation,  superb  work 
environment,  no  administrative 
hassles  ...  a better  lifestyle!  If  you  feel 
you  measure  up  to  the  challenge,  then 
why  not  give  it  a try? 


Send  a copy  of  your  Curriculum  Vitae  to 
our  exclusive  recruitment  agency. 


M 

w 


/V1EDSECO 

Medical  Search  Consultants,  Inc. 
12605  East  Freeway,  Suite  620 
Flouston,  Texas  77015 
800  / 231-7888 

713  / 451-2222  (if  within  Texas) 


/klEDSECO 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R.  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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EDITORIAL 


Hospital  medical  staffs,  administrators,  trustees 
asked  to  cooperate  in  voluntary  cost  containment 

As  the  Congressional  debate  on  the  administration’s  hos- 
pital cost  control  bill,  HR  2626,  moves  ever  closer  to  a 
decision,  the  necessity  increases  for  health  care  providers 
to  inform  the  public  and  our  representatives  in  Congress 
about  the  private  sector’s  successful  efforts  to  control 
costs  under  the  collective  banner  of  the  Voluntary  Effort. 
Many  observers  agree  that  the  administration’s  inability 
to  convince  Congress  thus  far  to  impose  cost  controls  on 
the  hospital  industry  can  be  traced  to  an  understandable 
congressional  reluctance  to  substitute  bureaucratic  regu- 
lation for  effective  private  sector  action  based  at  the  local 
level.  Physicians  and  hospital  administrators  must  come 
to  believe  and  to  act  upon  the  fact  that  voluntary  cost 
containment,  as  the  only  substitute  for  government  inter- 
vention, is  a permanent  fixture  in  their  professional  en- 
vironment. 

As  a battle  that  must  be  fought  by  the  private  sector 
every  day,  cost  containment  requires  a continuous  infu- 
sion of  dedication  and  of  new  ideas.  Toward  that  goal 
the  Texas  Medical  Association  and  the  Texas  Hospital 
Association  jointly  sponsored  a one-day  conference  in 
Houston  on  March  24  to  point  out  areas  of  common  con- 
cern and  promising  examples  of  successful  work  already 
under  way.  James  H.  Sammons,  MD,  executive  vice 
president  of  the  American  Medical  Association,  provided 
a few  insights  at  the  meeting  which  merit  emphasis: 

1 . When  people  clamor  loudly  enough  and  long  enough 
for  relief  from  high  health  care  costs.  Congress  may  even- 
tually respond — by  acceptable  and  workable  means,  or 
otherwise.  More  particularly,  industry,  which  buys  much  of 
the  nation’s  private  health  care  insurance  for  its  employ- 
ees, is  indicating  that  budgets  are  stretched  to  the  break- 
ing point.  Industry  is  pleading  for  help  with  those  costs. 

2.  Physicians  and  hospital  administrators  must  put 
themselves  in  a position  to  answer  that  plea  because  they 
are  the  only  ones  capable  of  making  intelligent  decisions 
about  cost  savings  possible  in  individual  institutions. 

3.  The  first  and  foremost  challenge  facing  physicians 
and  administrators  is  to  improve  channels  of  communica- 
tion among  themselves  on  this  subject.  A chief  of  staff 
should  not  nitpick  with  his  or  her  administrator  about  what 
prices  should  be  charged  for  various  items  from  supply. 
Rather,  together  they  should  explore  ways  to  motivate 

all  members  of  the  staff  to  seek  the  most  appropriate 


utilization  of  those  supplies.  Also,  the  chief  of  staff  should 
ask  how  the  medical  staff  can  help  the  administrator  to 
obtain  the  best  price  for  items  purchased  on  the  patient’s 
behalf. 

4.  Administrators  must  ask  the  chief  of  staff  what  the 
medical  staff  and  the  administration  can  do  together  to 
analyze  staffing  patterns  and  thereby  to  determine  how 
and  indeed  if  expanded  services  can  be  offered  in  the 
future.  Discussions  must  focus  on  whether  changes  in 
procedures  are  possible  for  the  benefit  of  the  public  in 
the  realm  of  cost  reduction. 

5.  The  whole  Voluntary  Effort  concept  can  never  suc- 
ceed without  the  active,  combined  participation  of  ad- 
ministration, the  medical  staff,  and  the  board  of  trustees. 

6.  Members  of  hospital  boards  must  be  enlisted  and 
involved  in  the  Voluntary  Effort.  Give  them  the  informa- 
tion to  document  their  institution’s  efforts,  and  then  ask 
board  members  to  speak  to  the  public,  through  their  own 
social  or  service  clubs  and  church  groups,  about  what 
has  been  done  and  what  is  possible  if  the  government 
will  give  the  providers  a chance. 

Dr  Sammons  concluded  that  the  entire  health  care  pro- 
fession is  sufficiently  concerned  with  the  welfare  of  the 
public  to  make  the  effort  he  outlined.  Further,  he  asked 
all  present  to  acknowledge  that  savings  are  indeed  pos- 
sible by  using  persuasion,  courage,  and  even  arm-twist- 
ing. Dr  Sammons  warned  the  assembled  administrators 
and  physicians  not  to  come  to  TMA  and  THA  if  they  are 
not  willing  to  undertake  the  work  required  for  the  Volun- 
tary Effort’s  success. 

The  alternative  is  almost  certainly  government  imposi- 
tion of  cost  controls — first  upon  the  hospital  industry  with 
resulting  limitations  on  quantity  and  quality  of  care  avail- 
able. But  who  among  us  believes  that  passage  of  HR 
2626  would  not  fuel  a subsequent  campaign  for  physician 
“cost  control”  legislation? 

The  battle  lines  are  drawn,  and  the  stakes  are  high — 
perhaps  as  high  as  can  be  imagined  for  continuation  of 
the  health  care  delivery  system  as  we  know  it. 

James  K.  Peden,  MD,  Dallas. 
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3ulin  therapy  for  diabetic  ketoacidosis 
>nai  sodium  regulation  and  sait-wasting  nephropathy 
)wning  depression  with  tricyclic  antidepressants 
-fault  professional  liability  insurance 
there  a doctor  in  the  stadium? 


©orbptl-lfutrljinga-^mitli  iM^morial  i^oapiial 

anJi  ©orbett-Sfutrlytn^a-^mttli  Cltntr 

322  Coleman  Street  fflarlin,  S^pxaa  7B661  Telephone:  883-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith.  M.D.,  F.A.C.S.* 
D.  R.  Swetland,  M.D..  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  HuRhes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D..  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown.  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr..  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  .Smith.  M.D.,  F.A.C.S.* 
Howard  L.  Smith.  M.D.,  F.A.C.S. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator; 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

•Expired  May  17th,  1977. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  752  1 1 Telephone  823-4 15  1 


INTERNAL  MEDICINE 

John  B Allen.  M D..  D A B I M 
Morns  E Makers,  M D , D A B I M 
Channin^  Woods,  M D, 

Rithard  C.  Scone.  M.D..  Gastroenteroloiiy 
Landon  W.  Stewart,  M D , D A B I M 
Cloyte  L.  Stetson ,Jr  . M D , D.A  B I M. 

David  S.  Sowell.  III.  M D , D A B I M . Cardjoloi;y 
Don  E Cheatiim,  M D.,  D A.B  I M , and  DAB  Rhu, 
F A C.P  , Rheumatoloi;y 
W Mark  Armstrong,  M.D  , D A B I M 
Sam  W Waters,  M D 
George  E Thomas,  M D , DAB  I M 
Steven  P Bowers,  M D , D A B I M 

ORTHOPEDIC  SURGERY 

George  S.  Phalen,  M D.,  D A B O.S.,  F A C S. 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M D.,  D A B O.G 
Vernie  D Bodden,  M D 

PEDIATRICS 

Halcuit  Moore,  M.D.,  D A B P.,  F A A.P 
P.  E Luecke,  Jr  , M D , DAB  P . F A A P 
Richard  J-  Gugelmann,  M.D.,  D.A.B  P. 

GENERAL  SURGERY 

George  P.  Fosmire,  M D.,  D A B S.,  F A C S. 

Stanley  O.  Snyder.  Jr,,  M D. 

UROLOGY 

Henry  M Spence,  M D.,  DAB  U..  F A C S. 

William  H Hoffman.  M D,,  D.A  B U , F A C S 
Richard  B.  Dulany,  M D . D A B.U  , F A C S. 


RADIOLOGY 

Raymond  W Burtord.  M.D  , D A B R 
Joe  B Oddweli,  M D , D A B R 
James  B Evans,  M D , D A B R 

DERMATOLOGY 

William  N New,  M D . F A A D.,  F A. C.P 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M D . D A B O 

OPHTHALMOLCXiY 

James  M,  Copps,  M.D.,  D A BO 
R Roy  Whitaker,  M D . D A B O 

DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh,  D D S. 

Wilham  F.  Walton,  D D.S, 

Larry  L Cowsert.  D D S 

ADMINISTRATION 

(.  H Rosamond,  Administrator 
Jack  Green.  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
MissBilIyeJ.  Norris.  R.N. 

INACTIVE  STATUS 

George  M Underwood,  M D , D A B I M.,  F A. C.P  , 
Gastroc-nterology 

William  H-  Potts,  M D. , F.A.C.P.,  Internal  Medicine 
J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  and  Gynecology 
Adam  D.  Green,  M.D.,  Surgery 
B.  Celia  Slaughter,  M D.,  D.A. B P , F A. A.P. 

John  B.  Bourland,  M D..  D.A  B O.G. 


Librium 

chbrdiazepoxide  HO /Roche 

□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  anti  hypertensive  agents 


5 mg,  10  mg, 
25  mg  capsules 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies. 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren. and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage:  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates, have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six,  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psycho- 
tropics  seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e  g. , excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction: changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, SorlOmgt.i.d.  orq.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients;  5 mg  b.i.d.  to  q.i.d.  (See 
Precautions. ) 

Supplied:  Librium  ®(chlordiazepoxide  HCl)  Capsules.  5 
mg,  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25.  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets,  5 mg, 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable. 
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The  team  physician  wins  the  respect  and  friendship  of  parents,  coaches,  and 
players  and  provides  a community  service.  Too  often,  though,  there  is  no  physician 
coverage  at  high  school  football  games.  TMA  Committee  on  Athletics  chairman 
Jerry  Julian,  MD,  in  this  month’s  editorial,  page  114,  urges  more  doctor  participation 
in  sports  medicine  and  cites  sources  of  continuing  education  for  the  interested 
practitioner.  A summary  of  Texas  physician  participation  and  efforts  to  curb  football 
injuries  is  included  in  a brief  news  report  on  page  13. 
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Rabies  in  Texas 

Rabies,  a disease  affecting  the  central  nervous  system 
and  uniformly  fatal  to  man,  has  in  the  first  six  months  of 
1979  surpassed  the  total  number  of  laboratory-confirmed 
cases  in  animals  for  1978  in  Texas.  In  fact,  Texas  holds 
25%  of  all  reported  cases  in  the  United  States.  Arkansas, 
Georgia,  California,  Missouri,  and  Oklahoma  follow  Texas 
in  the  number  of  reported  cases.  In  Texas,  three  areas  of 
the  state  reporting  a high  incidence  of  the  disease  include 
the  regions  surrounding  Denton,  Brown,  and  Colorado 
counties.  Skunks  account  for  80%  of  the  positive  con- 
firmed cases  in  those  areas. 

Along  the  Texas-Mexican  border,  the  rabies  problem 
involves  stray  dogs  and  cats  which  expose  more  people 
to  the  disease.  The  incidence  of  disease  in  dogs  has 
climbed  from  9 reported  cases  in  1978  to  44  cases  report- 
ed through  June  23,  1979. 

When  shipping  animal  heads  to  the  state  health  labora- 
tory in  Austin,  the  health  department  requests  that  the 
brain  stem  be  included,  and  that  heads  be  packaged  in 
leak-proof  containers  and  kept  cold. 

Physicians  and  the  Freedom  of  Information  Act 

Lists  of  physicians  who  are  available  for  second  opinion 
programs  are  considered  public  information  under  the 
Freedom  of  Information  Act.  Paragraph  5.3  of  the  Depart- 
ment of  Health  Education  and  Welfare’s  Freedom  of  Infor- 
mation Act  Regulations  defines  “agency”  to  include  inter- 
mediaries and  carriers  to  the  extent  they  are  performing 
the  department's  business.  There  is,  therefore,  no  basis 
for  withholding  names  of  physicians  if  the  listholder  is  an 
intermediary  or  carrier. 

Birth  Defects  Information  Service 

The  Library  of  the  Health  Sciences  at  Texas  Tech  Uni- 
versity Health  Sciences  Center  has  become  one  of  33 
affiliates  of  the  Birth  Defects  Information  Service  (BDIS). 
BDIS  is  a national  computer  data  base  system  used  by 
physicians  to  exchange  information  on  birth  defects.  Doc- 
tors may  register  previously  unrecorded  types  of  birth  de- 
fects and  may  obtain  information  on  other  syndromes 
through  the  service.  Use  of  BDIS  is  not  limited  to  TTUHSC 
personnel,  but  will  be  available  to  area  physicians  as  is 
any  library  resource.  BDIS  is  headquartered  in  Medford, 
Mass  at  Tufts  University  and  is  supported  by  the  National 
Foundation,  March  of  Dimes. 


Diagnostic  ultrasound  studied 

Diagnostic  ultrasound  equipment  is  undergoing  scrutiny 
by  the  Food  and  Drug  Administration.  This  equipment  has 
been  used  extensively  in  neurology,  cardiology,  obstetrics 
and  gynecology,  ophthalmology  and  other  areas  of  clini- 
cal medicine  despite  a lack  of  information  on  its  biological 
effects.  Now  the  FDA  is  considering  establishing  manda- 
tory performance  standards  for  this  equipment. 

Studies  have  been  reported  indicating  ultrasound  can 
affect  development  of  lab  animals  before  birth.  The  FDA 
believes  this  equipment  should  be  used  only  when  there 
is  a valid  medical  reason  and  exposure  should  be  kept  as 
low  as  possible  within  the  parameters  of  obtaining  needed 
diagnostic  information. 

The  FDA  is  soliciting  comments  on  such  questions  as: 
When  should  diagnostic  ultrasound  be  used:  How  should 
users  of  this  equipment  be  trained?  What  should  be  in- 
cluded in  quality  assurance  programs  to  monitor  equip- 
ment performance?  FDA  also  wants  to  know  what  kind  of 
information  should  be  included  in  the  manufacturers' 
specifications  provided  to  users. 

Persons  wishing  to  comment  on  FDA’s  questions  re- 
garding diagnostic  ultrasound  should  write  to  the  Hearing 
Clerk,  HFA-460,  Food  and  Drug  Administration,  5600 
Fishers  Lane,  Rockville,  MD  20857.  Cutoff  date  for  com- 
ments is  Aug  13,  1979. 

Arthritis  research  program  receives  $70,000 

The  National  Arthritis  Foundation  has  awarded  a $70,000 
grant  to  The  University  of  Texas  Health  Science  Center 
at  San  Antonio  for  three  additional  years  of  research, 
teaching  and  patient  care  at  the  Arthritis  Research  Center 
there.  Two  recent  developments  by  arthritis  researchers 
at  the  health  science  center  include  an  extensive  study  of 
immune  complexes  relating  to  acute  rheumatic  fever,  and 
research  on  how  uric  acid  causes  gouty  arthritis. 
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TMA  evaluates  results 
of  66th  Texas  Legislature 

Now  with  the  legislature  resting  in  neutral  and  the  smoke 
cleared  from  those  final  frenetic  days  of  the  66th  Texas 
Legislature,  TMA  has  begun  to  assess  the  achievements 
and  setbacks  that  came  out  of  those  140  days. 

The  initial  prognosis  is  good.  Ed  Schmidt,  MD,  chair- 
man of  the  Association’s  Council  on  Legislation,  which 
set  TMA’s  policy  on  the  hundreds  of  medical  issues  in  the 
66th  session,  commented  in  the  final  issue  of  TMA  Hotline 
Replay,  “a  preliminary  analysis  of  the  Association’s  legis- 
lative objectives,  which  encompassed  several  hundred 
bills  where  we  expressed  support  or  opposition,  shows  an 
extremely  high  percentage  of  those  objectives  realized.” 

The  Texas  House  and  Senate  were  sites  of  some  im- 
portant medical  advances.  As  1979  is  recognized  as  the 
“Year  of  the  Child,”  it  seems  fitting  that  children  and 
medicine  fared  well  during  this  legislative  session.  TMA 
saw  four  of  the  six  child-related  bills  it  supported  signed 
into  law.  SB  834  by  Sen  Bill  Patman  (Ganado)  will  add 
other  heritable  diseases  to  the  Texas  Department  of 
Health’s  screening  program  of  newborns  for  phenylketo- 
nuria (PKU).  SB  835,  also  by  Sen  Patman,  will  permit  a 
physician  to  refer  a child  directly  to  the  state’s  Crippled 
Children  Program.  This  new  process  will  speed  a child 
toward  treatment.  SB  1046  by  Sen  Jack  Ogg  (Houston) 
makes  hypothyroidism  screening  of  newborns  mandatory 
and  conforms  to  the  PKU  screening  standards.  SB  967 
by  Sen  Chet  Brooks  (Pasadena)  and  HB  2096  by  Rep 
Bill  Caraway  (Houston)  provides  a visual  screening  pro- 
gram for  all  children  entering  Texas  schools  for  the  first 
time. 

TMA  successfully  sponsored  legislation  to  amend  the 
Laboratory  Billing  Disclosure  law  of  1977.  SB  266  by  Sen 
Brooks  and  Rep  Mike  Ezzell  (Snyder)  permits  a physician 
the  option  of  listing  lab  fees  on  the  patient’s  bill  with  net 
amounts  or  having  them  available  for  examination  upon 
request.  The  law  was  effective  as  of  April  11,1 979. 

Texas  formally  recognized  a legal  definition  of  death 
with  the  passage  of  HB  12  by  Rep  Henry  Allee  (Houston) 
and  Senate  sponsor,  Ray  Farabee  (Wichita  Falls).  The 
new  law  establishes  the  concept  of  irreversible  cessation 
of  brain  function  in  addition  to  cessation  of  respiratory 
and  circulatory  functions  as  a means  for  determining 
death. 

HB  1163  by  Rep  Bo  Crawford  (Beaumont)  which  is  de- 


signed to  protect  the  confidentiality  of  patients’  records 
regarding  mental  or  emotional  conditions,  was  enacted  by 
both  Houses  and  awaited  the  Governor’s  signature. 

In  the  area  of  medical  professional  liability,  a bill  called 
Texas  Medical  Liability  Trust  (TMLT)  amendments’  has 
become  law,  thus  clarifying  the  implied  powers  of  TMLT 
to  cover  office  premises  liability  and  physicians’  service 
on  hospital  staff  boards.  The  new  law  also  permits  phy- 
sicians TMLT  coverage  while  their  application  for  TMA 
membership  is  pending. 

TMA  also  successfully  pushed  legislation  to  expand  the 
authority  of  the  Medical  Disclosure  Panel,  which  was 
formed  in  the  65th  Session  to  delineate  medical  proce- 
dures requiring  informed  consent.  SB  640  by  Sen  Gene 
Jones  (Houston)  was  passed,  thus  extending  the  Joint 
Underwriting  Association  for  two  more  years. 

TMA  was  also  involved  with  several  bills  that  would 
affect  the  care  given  by  allied  health  care  professionals. 
After  TMA  supported  amendments,  and  as  a result  of  the 
passage  of  HB  635  by  Rep  Hector  Uribe  (Brownsville), 
the  State  Health  Department  would  have  been  able  to 
identify  midwives  and  prepare  voluntary  training  materi- 
als. However,  Governor  Bill  Clements  vetoed  the  bill  on 
June  15.  TMA  also  supported  passage  of  a bill  which 
amends  the  Nurse  Practice  Act,  mainly  updating  the 
archaic  language.  Other  bills  TMA  supported,  that 
passed,  include  legislation  further  clarifying  the  Board  of 
Medical  Examiners’  authority  to  regulate  physicians 
assistants. 

There  were  of  course  some  setbacks.  After  12  years, 
the  Legislature  finally  made  mandatory  insurance  cover- 
age in  health  insurance  policies  for  certain  chiropractic 
services.  Physicians  failed  to  get  specific  legislative  re- 
lief relating  to  bad  faith  malpractice  suits.  SB  475  by  Sen 
Farabee  and  HB  899  by  Rep  Tim  Von  Dohlen  (Goliad) 
would  have  insured  a physician  the  ability  to  sue  a patient 
or  attorney  who  had  filed  against  him/her  in  reckless  dis- 
regard for  the  physician’s  rights.  A few  others,  like  SB  980 
by  Sen  Grant  Jones  (Abilene)  and  HB  1532  by  Rep  Bill 
Messer  (Belton)  never  saw  floor  action  due  to  the  legisla- 
tive crunch.  They  would  have  authorized  state  financial 
assistance  to  needy  families  with  newborns  suffering  from 
severe  pulmonary  disorders.  Another  child-related  bill  that 
TMA  supported  but  failed  to  pass  would  have  amended 
the  current  hemophilia  assistance  program  to  include  eli- 
gibility standards  and  establish  a means  of  financial 
assistance. 
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enactment  in  1981,  as  will  all  other  major  state  health 
agencies.  Sunset  review  is  typically  the  most  opportune 
time  for  legislators  to  incorporate  sweeping  changes  in 
the  existing  law  governing  various  professions. 

Fall  conference  focuses 
on  future  of  medicine 


Some  professional  liability  legislation  which  did  not 
pass  included  an  emergency  standard  of  care’  bill  which 
would  have  provided  physicians,  who  exercise  ordinary 
medical  care  in  true  emergencies  in  hospital  settings, 
immunity  from  suit.  Two  other  TMA  supported  bills  that  did 
not  pass  were  the  ‘structured  awards'  bill  which  would 
have  provided  for  periodic,  rather  than  lump  sum,  pay- 
ments for  damages  in  health  care  of  product  liability 
claims  and  a bill  to  modify  the  current  "collateral  source” 
rule. 

A statewide  cancer  registry  will  be  established  to  pro- 
vide a central  data  bank  for  researchers.  As  a result  of 
HB  853,  all  general  and  special  hospitals,  clinical  labs 
and  cancer  treatment  centers  must  provide  the  State 
Board  of  Health  with  cancer  data.  The  bill  also  establishes 
the  confidentiality  of  those  records  submitted.  Another 
TMA  supported  bill  that  passed,  authorized  research 
using  marijuana  derivatives  on  cancer  and  glaucoma  pa- 
tients. Texas  is  one  of  1 1 states  which  have  legalized 
marijuana  derivatives  for  some  medical  purposes  in  the 
past  20  months. 

TMA  opposed  a number  of  bills  that  failed  to  pass, 
including  legislation  to  create  new  medical  schools  in 
Tyler  and  Prairie  View  A&M,  a bill  that  would  exempt 
acupuncture  from  the  Medical  Practice  Act,  several 
schemes  requiring  rural  indentured  service  for  medical 
students,  a bill  requiring  mandatory  continuing  education 
for  physicians,  and  a bill  that  would  have  reduced  the 
Board  of  Medical  Examiners  from  12  to  8 physicians  and 
replaced  them  with  four  public,  nonmedical  members. 

Two  major  proposals  which  the  TMA  opposed  were  SB 
601  and  HB  393  by  Sen  Brooks  and  Rep  Ted  Lyon 
(Mesquite)  relating  to  drug  substitution  and  SB  1062  and 
HB  2121  by  Rep  Mary  Polk  (El  Paso)  and  Sen  Carlos 
Truan  (Corpus  Christ!)  relating  to  the  creation  of  a new 
state  agency  called  the  Joint  Practice  Commission  which 
would  have  set  permissible  conduct  for  nurses  to  perform 
certain  medical  procedures  and  prescribe,  possess  and 
dispense  certain  drugs  under  standing  orders.  SB  601 
and  SB  1062  failed  to  be  followed  up  in  the  Senate  and 
the  two  House  bills  were  never  reported  out  of  committee. 

Physicians  should  expect  many  of  these  bills  to  re- 
appear in  the  67th  Legislature  of  1981.  Additionally,  the 
67th  will  especially  be  critical  to  the  laws  governing  the 
practice  of  medicine.  In  accordance  with  Texas  sunset 
laws,  which  require  periodic  review  of  all  state  agencies, 
the  Board  of  Medical  Examiners  will  be  reviewed  for  re- 


The challenges  and  concerns  confronting  medicine  in  the 
future  are  topics  before  the  Texas  Medical  Association’s 
Fall  Leadership  conference.  The  conference,  scheduled 
for  Saturday,  Sept  22,  at  the  Joe  C.  Thompson  Center  in 
Austin,  has  slated  six  keynote  speakers,  will  present  two 
panel  discussions,  and  host  a reception  and  football 
entertainment  as  The  University  of  Texas  meets  Iowa 
State.  Other  highlights  include  an  orientation  session  for 
new  TMA  members,  board  and  council  meetings  and 
postgraduate  programs.  The  TMA  Executive  Board  will 
meet  on  Sunday,  September  23. 

"Developments  in  Medicine  and  Their  Impact  on  the 
Physician”  will  be  the  subject  for  one  panel  discussion. 
This  will  explore  professional  liability  in  Texas,  develop- 
ments in  alternative  delivery  systems  such  as  HMO’s, 
and  actions  of  the  66th  Legislature.  A second  panel,  en- 
titled "Opportunities  for  Physicians  in  Medical  Profes- 
sions” will  delve  into  continuing  medical  education  pro- 
grams, health  planning,  community  and  public  service 
and  the  cost  containment  effort. 

Scheduled  to  speak  are;  George  T.  C.  Way,  MD,  presi- 
dent of  the  Medical  Society  of  The  State  of  New  York; 
Representative  James  M.  Collins,  of  the  Interstate  and 
Foreign  Commerce  Committee,  Third  Congressional  Dis- 
trict of  Texas,  Dallas;  John  C.  Tupper,  MD,  president  of 
the  California  Medical  Association,  Davis;  Tom  Nesbitt, 
MD,  immediate  past-president  of  the  AMA,  Nashville; 
Merlin  K.  DuVal,  president  of  the  National  Center  for 
Health  Education,  San  Francisco;  and  Ms  Almeta  E. 
Cooper,  attorney,  office  of  the  General  Counsel,  Ameri- 
can Medical  Association,  Chicago. 

TMA  will  also  support  seven  postgraduate  courses  for 
physicians.  Sept  21-23,  at  the  Austin  Marriott.  Hyperten- 
sion Update  and  Sexually  Transmissible  Diseases  will  be 
offered  on  Friday.  On  Saturday,  a Basic  Life  Support 
course  will  be  offered,  and  on  Sunday,  there  will  be  four 
aditional  courses.  These  include:  Fluids  and  Electrolyte 
Balance;  Nuclear  Medicine  for  the  Primary  Physician; 
Update:  Adult  and  Pediatric  Urinary  Tract  Infections;  and. 
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Update:  Liver  Diseases.  Fee  for  courses  will  be  $10  per 
course  hour. 

AMA  delegates  consider 
several  Texas  resolutions 

At  the  July  (21-26)  meeting  of  the  American  Medical 
Association  House  of  Delegates  meeting  in  Chicago,  the 
Texas  delegation  presented  several  resolutions  to  the 
house  for  consideration. 

One  resolution  urged  the  repeal  of  the  National 
Health  Planning  and  Resources  Development  Act  of  1974 
(P.L.  93-641).  This  act  proposed  the  formation  of  “local 
health  planning  agencies"  to  reduce  health  care  costs  by 
rationing  the  number  of  health  facilities  and  services. 
Since  its  inception,  however,  the  act  has  caused  only 
confusion  to  the  public,  increased  costs,  and  delayed 
legitimate  planning  for  local  health  needs. 

The  Texas  delegation  asked  the  AMA  to  improve  the 
military  medical  reserve  program.  The  delegation  noted 
the  need  for  a viable  military  medical  reserve  force  which 
can  be  mobilized  on  short  notice,  and  suggested  that 
physicians  would  be  more  willing  to  participate  in  such  a 
force  if  they  were  protected  from  involuntary  recall  and 
retention. 

In  the  area  of  national  health  insurance,  the  TMA  dele- 
gates recommended  that  the  AMA  not  advocate  or  sup- 
port any  NHI  proposals  that  would  add  to  the  public’s 
tax  burden  and  inflation.  The  delegates  urged  the  AMA  to 
support  the  existing  system  of  medical  care  delivery  and 
continue  striving  for  the  highest  quality  of  medical  care 
possible. 

In  an  effort  to  increase  student  participation,  the  Texas 
delegates  recommended  that  medical  students  serving  on 
AMA  councils  and  committees  be  granted  voting  privi- 
leges at  the  discretion  of  individual  AMA  councils  and 
committees  on  which  they  serve. 

The  Texas  delegates  reaffirmed  the  AMA’s  support  of 
continuing  medical  education  programs  for  physicians  but 
recommended  that  expenditures  for  these  programs  not 
exceed  revenues,  and  thus  remain  within  the  established 
budget. 

In  the  interests  of  providing  the  highest  quality  of  medi- 
cal care,  the  Texas  delegates  urged  passage  of  a resolu- 
tion to  assure  that  only  the  best  qualified  students  be  ad- 
mitted to  medical  schools,  regardless  of  sex,  race,  color 
and  creed. 


The  Texas  delegation  endorsed  a broader  rotation 
schedule  for  residents  during  their  first  year  of  graduate 
training.  It  was  thought  that  some  students  are  not  ready 
to  select  a specific  field  upon  completion  of  their  four 
years  of  medical  training,  and  that  a rotating  residency 
during  the  first  year  of  graduate  training  would  provide 
exposure  to  a variety  of  specialties. 

The  Texas  delegation  also  recommended  that  the  AMA 
support  the  Joint  Commission  on  Accreditation  of  Hospi- 
tals and  its  intent  to  reduce  costly  survey  duplication  and 
keep  down  the  costs  of  medical  care.  Texas  delegates 
suggested  that  the  AMA  Board  of  Trustees  monitor  the 
JCAH  and  that  periodic  reports  should  be  presented  to  the 
AMA  House  of  Delegates. 

Medicare  in  Texas:  how 
are  physicians  reimbursed? 

The  private  practice  of  Texas  physicians  is  being  affected 
more  and  more  by  government  health  programs.  The  two 
principal  programs  that  most  doctors  deal  with  are  the 
Title  XVIII  Medicare  Program  and  Title  XIX  Medicaid 
Program.  Exactly  how  physicians  are  reimbursed  by  Med- 
icare and  Medicaid  is  a complex  issue  often  misunder- 
stood by  both  patients  and  physicians.  Using  data  from 
the  Texas  Medical  Association’s  Division  on  Socioeco- 
nomics, the  American  Medical  Association,  Blue  Cross- 
Blue  Shield  of  Texas  and  National  Heritage  Insurance 
Company,  Texas  Medicine  will  attempt  to  answer  some  of 
the  questions  concerning  these  programs  in  the  coming 
months.  This  issue  will  deal  with  Medicare. 

Medicare  is  a Federal  health  insurance  program  for 
people  65  and  older,  and  some  people  under  65  who  are 
disabled.  Medicare  is  divided  into  two  parts.  Part  A called 
hospital  insurance,  and  Part  B called  medical  insurance. 

Medicare  Part  B is  of  particular  interest  to  physicians 
because  it  helps  pay  for  medically  necessary  doctors’ 
services  and  a number  of  other  medical  services  and 
supplies  not  covered  by  the  hospital  insurance  part  of 
Medicare. 

Does  Texas  recognize  different  geographic  areas  for 
Medicare  payment  purposes? 

Yes,  Texas  is  divided  into  33  localities  for  Medicare 
payment  purposes.  This  includes  32  discrete  localities 
plus  one  statewide  locality  which  is  utilized  for  special- 
ties with  a limited  number  of  practitioners.  These  local- 
ities are  supposed  to  represent  like  practice  patterns  and 
characteristics. 

How  does  Medicare  estabiish  its  fees  for  Part  B physi- 
cians’ services? 

Because  Medicare  was  never  intended  to  pay  the  entire 
doctor’s  bill,  and  reimbursement  rates  are  based  on  his- 
torical data.  Medicare  fees  are  frequently  less  than  cur- 
rent charges.  Medicare  pays  80%  of  the  ‘reasonable 
charge’  for  covered  physicians’  services,  after  an  annual 
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put  equity  into  its 

OPTIONAL  LONG  TERM  BENEFIT  FOR  PARTIAL  DISABILITY 


DON’T  SETTLE 
FOR 
HALF  A 


by  not  requiring  a period  of  total  disability  i 

—up  to  several  months— 
before  becoming  eligible  for 

long  term  partial  disability  benefits.  - 
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This  means  that 

fair  consideration  is  given  to  impairments  such  as 

angina,  arthritis  or  light  strokes, 

which  may  result  in  long  term  partial  disability, 

but  not  be  totally  disabling  beyond  a long  waiting  period. 

Your  T.M.A.  option 
does  not  require 
a single  day  of  total  disability 
during  the  qualification  period! 

To  our  knowledge,  only 

your  T.M.A.  option 

has  such  an  equitable  arrangement! 

Read  all  about  your  Association’s  new  optional  benefit  on  Page  6 of  the 
T.M.A.  Insurace  Brochure  — the  one  that  looks  like  a package  wrapped  in 
brown  paper. 


If  you  do  not  have  a Brochure,  call  toll  free  or  write  us,  now. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE TRUST 

TOLL  FREE  1-800-252-9318  • 1901  N.  Lannar  Blvd.,  Austin,  TX  78705 

^^^•"^^"Pnidential 
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The  primary 
beneficiaries  of 

ORAL 


They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


HYDERGENE'^i: 

Each  1 mg  Hydergine  tablet  containsdihydroergocornine  mesylateO.333  mg,  dihydro- 
ergocristine  mesylate  0.333  mg,anddihydroergocryptine[dihydro-alpha-ergocryptine 
and  dihydrc-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 


The  still-functioning  geriatric  can  benefit 
from  Hydergine  treatment 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded— the 
ability  to  function  can  be  maintained. 

Oral  Hydergine  tablets  promote 
better  patient  compliance 
Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 
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Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  should 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  etfects  have  not  been  found.  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin- 
gual tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500. 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg;  packages  of  100,  500,  and  1000.  Hydergine  sublingual  tablets  0.5  mg,  contain- 
ing dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.167  mg,  representing  a total  of  0.5  mg; 
packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  lor  lull  product  information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936 

SD2  9-350 
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$60  deductible  is  paid  by  the  patient  or  beneficiary.  The 
so-called  ‘reasonable  charge’  is  the  lesser  of  a physi- 
cians’ customary  charge,  prevailing  charge  or  actual 
charge. 


How  is  a doctor's  customary  charge  calculated? 

The  customary  charge  is  generally  the  charge  most  fre- 
quently made  by  each  doctor  for  each  separate  procedure 
furnished  to  a patient  in  the  previous  calendar  year.  For 
example,  if  a physician  filed  five  claims  for  office  visits  in 
the  previous  calendar  year,  and  the  arrayed  charges  for 
the  five  visits  were:  $ 8.00 
$ 8.00 

$ 8.00 median 

$10.00 

$10.00 

then  the  customary  charge  for  the  service  is  $8.00,  the 
point  at  which  one  half  of  the  charges  are  above  and  one 
half  below. 


economic  index  which  relates  doctors’  fee  increases  to 
actual  increases  in  the  cost  of  maintaining  their  practices 
and  to  raises  in  general  earnings  levels.  That  is,  it  oper- 
ates on  the  assumption  that  40%  of  a physician’s  income 
goes  to  expenses  and  60%  to  net  income.  This  index, 
which  is  intended  to  apply  more  to  professional  services, 
does  not  limit  the  amount  a doctor  may  charge  a patient; 
it  limits  the  amount  Medicare  can  pay.  Currently,  about 
50%  of  professional  services  are  effected  by  the  index. 


How  is  the  prevailing  charge  calculated? 

The  prevailing  charge  is  calculated  according  to  medi- 
cal specialties  within  a geographic  locality,  and  is  the 
amount  which  is  high  enough  to  cover  the  customary 
charge  in  three  out  of  every  four  bills  submitted  for  each 
service  in  the  previous  year.  However,  increases  in  the 
prevailing  charge  are  limited  from  year  to  year  by  an 


How  often  are  the  customary  and  prevailing  charges 
updated? 

Both  charges  are  updated  annually.  Payment  screens 
are  updated  each  year  after  July  1 (the  beginning  of  the 
fee  screen  year),  based  on  physicians’  charges  made  dur- 
ing the  previous  calendar  year.  Hence,  Medicare  payment 
for  most  physicians’  services  in  1979  are  based  on  what 


Medicare  in  Texas 

Thirty-three  Localities 
Counties — (Cities) 

014- Bell  (Killeen-Ft.  Hood) 

015  - Bexar  (San  Antonio) 

019  - Bowie  (Texarkana) 

020  - Brazoria  (Freeport) 

031  - Cameron  (Brownsville) 

057  - Dallas  (Dallas) 

061  - Denton  (Denton) 

068  - Ector  (Odessa) 

071  - El  Paso  (El  Paso) 

084  - Galveston  (Galveston) 

091  - Grayson  (Sherman) 

092  - Gregg  (Longview) 

101  - Harris  (Houston) 

108 -Hidalgo  (Pharr-McAllen) 

1 23  - Jefferson  (Beaumont) 

1 52  - Lubbock (Lubbock) 

1 55  - McLennan  (Waco) 

165 -Midland  (Midland) 

178-  Nueces  (Corpus  Christ!) 

1 81  - Orange  (Orange) 

188-  Potter  (Amarillo) 

21 2 -Smith  (Tyler) 

220  - Tarrant  (Fort  Worth) 

221  - Taylor  (Abilene) 

226  - Tom  Green  (San  Angelo) 

227  - T ravis  (Austin) 

235  - Victoria  (Victoria) 

240  - Webb  - (Laredo) 

243  - Wichita  (Wichita  Falls) 

260  - Statewide  locality  for  certain  specialties 
750 -North  Central,  North  East  Texas 
770 -Central,  South,  Southeast  Texas 
790  - Panhandle  and  West  Texas 


(The  localities  are  determined  on  a county  basis. 
The  cities  listed  are  major  cities  in  the  locality.) 
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a physician  was  charging  in  1978.  For  this  reason,  the 
reasonable  charge  under  Medicare  Part  B is  normally  less 
than  the  actual  charges  being  made  by  a physician  at  any 
given  time. 

Will  the  next  updated  profile,  effective  on  July  1,  always 
reflect  a physician’s  new  fees  where  he  has  made 
increases? 

Not  necessarily.  Increases  in  a physician’s  customary 
charge  profile  depend  on  whether  the  median  charge  for 
the  previous  calendar  year  has  changed.  For  example, 
if  a fee  change  was  made  late  in  the  calendar  year, 
enough  charges  at  the  higher  level  may  not  have  been 
made  to  effect  a change  in  the  median  charge. 

Are  there  any  special  programs  in  Texas  to  upgrade 
physician  payments? 

TMA,  through  the  Council  on  Socioeconomics  (formerly 
the  Council  on  Tax-Financed  Health  Care  Programs)  and 
the  Division  of  Socioeconomics,  has  ongoing  activities 
promoting  greater  awareness  about  government  health 
programs  among  Texas  doctors.  Some  of  these  activities 
include;  (1)  uniform  claims  forms;  (2)  practice  manage- 
ment workshops  (just  working  the  system  properly  can 
help  a great  deal);  (3)  ombudsmanship  with  fees  and  pro- 
files by  working  closely  with  Title  XVIII  and  XIX 
Carriers;  and  (4)  monitoring  and  providing  information 
about  government  health  programs. 

An  Ad  Hoc  Committee  was  formed  to  study  the  require- 


ments for  Rural  Health  Clinics  under  Public  Law  95-210. 
Because  the  Rural  Health  Clinic  Act  provides  an  alterna- 
tive reimbursement  system,  it  may  provide  some  relief  to 
physicians  practicing  in  underserved  areas. 

For  more  information  concerning  Medicare  reimburse- 
ment levels,  contact  Jim  White  in  the  TMA  Department  of 
Health  Delivery  Systems. 

Majority  of  state  graduates 
select  primary  care 

Primary  care  figures  prominently  in  the  future  practices  of 
Texas  medical  school  graduates.  This  spring,  more  than 
50%  of  the  806  graduating  students  chose  to  enter  pri- 
mary care  residencies.  Primary  care  includes  the  special- 
ties of  Family  Practice,  Internal  Medicine,  Obstetrics  and 
Gynecology,  and  Pediatrics. 

Entering  primary  care  are  62  of  127  graduates  of  The 
University  of  Texas  Medical  School  at  San  Antonio;  119 
of  196  graduates  of  UT-Southwestern  Medical  School  at 
Dallas;  52  of  99  graduates  of  UT-Medical  School  at  Hous- 
ton; 109  of  199  graduates  of  UT-Medical  Branch  at  Gal- 
veston; 85  of  144  graduates  at  Baylor  College  of  Medi- 
cine; and  25  of  41  graduates  at  Texas  Tech  University 
School  of  Medicine. 

An  even  higher  percentage  of  Texas  spring  graduates, 
or  63%,  will  remain  instate  for  their  varied  residencies. 
This  includes  62%  of  the  UT-San  Antonio  graduates;  54% 
of  the  UT-Dallas  graduates;  62%  of  the  UT-Houston 
graduates;  81%  of  the  UT-Galveston  graduates;  61%  of 
the  Texas  Tech  graduates;  and  53%  of  the  Baylor  grad- 
uates. 

Some  1,091  incoming  freshmen  are  expected  to  enter 
Texas'  seven  medical  schools  in  September.  The  majority 
of  these  students  will  experience  no  increase  in  the  pres- 
ent $300-$400  tuition  charged  Texas  residents  or  $900- 
$1 ,200  cost  as  nonresidents  for  the  first  year  of  study. 

Out-of-state  students  attending  Baylor  College  of  Medi- 


MD  DEGREES  CONFERRED  BY  TEXAS  MEDICAL  SCHOOLS,  1979* 


Graduates  entering 

Graduates  remaining 

Male 

Female 

Total 

primary  care  residencies  for 

within  Texas  for 

graduates 

graduates 

graduates 

graduate  medical  education 

graduate  medical  education 

Texas  Tech  University  School  of  Medicine 

33 

8 

41 

25 

25 

Medical  School,  University  of  Texas  Health 
Science  Center  at  Houston 

83 

16 

99 

52 

61 

Medical  School,  University  of  Texas  Health 
Science  Center  at  San  Antonio 

99 

28 

127 

62 

79 

Baylor  College  of  Medicine 

116 

28 

144 

85 

77 

University  of  Texas  Medical  Branch 

155 

44 

199 

109 

161 

Southwestern  Medical  School,  University  of 
Texas  Health  Science  Center  at  Dallas 

162 

34 

196 

119 

106 

649 

157 

806 

452 

509 

'Source:  Telephone  survey  of  Texas  medical  schools,  May,  1979 
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cine  can  expect  a 10%  increase  in  tuition  over  that 
charged  in  1978-1979.  The  incoming  out-of-state  fresh- 
men will  pay  $5,300  per  year.  Resident  freshmen  will  pay 
a $400  tuition  fee. 

Texas  tuition  levels  seem  to  be  quite  a bargain  when 
one  considers  that  in  1978-1979,  the  average  tuition  fee 
charged  first  year  medical  students  by  public  schools 
across  the  country  was  $1,750;  in  private  schools,  the 
average  fee  was  $6,199  per  year.  The  range  for  private 
school  tuition  was  $2,628-12,605.  State  residents  attend- 
ing public  schools  could  expect  a range  of  $300-$4,240 
per  year,  while  nonresidents  in  public  schools  expected  to 
pay  between  $1,051 -$14,510  per  year. 

Texas  medical  schools  teach 
students  cost  awareness 

Can  a Texas  medical  student — whose  curriculum  already 
resembles  a chess  board  crossed  by  a backgammon  set 
— manage  to  learn  about  cost-effective  patient  care?  The 
answer  is  yes,  and  Texas  medical  schools  have  put  the 
computer  to  work  to  find  time  to  integrate  knowledge  of 
cost  into  their  students’  crowded  schedules.  In  short, 
Texas  schools  have  assumed  an  important  role  in  teach- 
ing cost  awareness. 

During  the  closing  days  of  the  spring  term,  The  Univer- 
sity of  Texas  Southwestern  Medical  School  at  Dallas  con- 
ducted an  all-day  seminar  on  health  economics  for  senior 
students.  Attending  were  142  of  the  146  seniors  then  on 
campus.  William  F.  Ross,  MD,  professor  and  chairman  of 
the  Division  of  Family  Practice  and  Community  Medicine, 
moderated  the  program  which  included  general  lectures 
on  the  importance  of  health  economics,  education  of  cost 
containment  and  use  of  the  clinical  laboratory.  House  staff 
efforts  in  cost  containment,  viewpoints  of  consumers  and 
economists  on  rising  medical  costs  and  the  impact  of 
medicolegal  costs  on  the  health  care  system  were  also 
considered  in  the  lectures. 

Participating  students  divided  into  groups  to  develop 
patient  management  protocols  on  clinical  cases.  Treat- 
ment and  cost  figures  drawn  up  by  the  students  were 
compared  to  estimates  developed  by  faculty  members 
preceding  the  meeting.  The  two  sets  of  figures  then  were 
compared  to  actual  costs  according  to  those  resulting 
from  doctors’  decisions,  fixed  hospital  costs,  actual  pa- 
tient costs  and  sources  of  payment. 

The  Blue  Cross-Blue  Shield  film  “The  Buck  Stops 
Here,”  was  included  in  the  program. 

In  other  schools  a variety  of  approaches  have  been 
developed  to  teach  students  this  practical  aspect  of  health 
care.  The  University  of  Texas  Medical  School  at  San 
Antonio,  for  example,  has  developed  a comprehensive 
program  to  include  ongoing  training  of  students  through- 
out their  undergraduate  and  graduate  years.  Objectives 
for  the  first  two  years  include  a historical  review  and  pro- 
moting the  positive  acceptance  of  cost  containment  and 
quality  assurance  in  the  delivery  of  health  care  services. 
During  the  last  two  years  of  undergraduate  schooling 


students  will  learn  of  factors  which  account  for  the  con- 
tinuous rise  in  the  costs  of  health  care.  They  will  examine 
alternative  means  of  care,  and  have  the  opportunity  to  re- 
late treatment  to  expenditures,  identify  sources  of  pay- 
ment funds  and  to  correlate  treatment  with  quality  con- 
trol. During  the  internship  and  residency  years,  objectives 
are  to  provide  for  participation  in  medical  care  evaluation 
and  utilization  review,  quality  care  audits,  and  to  present 
facts  on  sources  of  payment  for  health  care  services. 

Baylor  College  of  Medicine  reports  that  cost  contain- 
ment is  addressed  in  each  course  and  has  been  dis- 
cussed at  other  faculty  and  student  levels.  At  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston,  each 
clinical  department  has  a utilization  officer  who  meets  with 
faculty,  students,  and  housestaff  officers  to  enhance  their 
understanding  of  cost  containment. 

The  University  of  Texas  Medical  School  at  Houston  is 
in  process  of  developing  an  eight-hour  section  on  cost 
containment  which  will  be  included  in  clinical  courses  for 
first-year  students.  Texas  Tech  University  School  of  Medi- 
cine also  reports  that  its  housestaff  and  senior  students 
participated  in  a program  in  which  cases  were  discussed 
and  cost  justification  was  emphasized. 

Team  physicians  needed 
at  high  school  football  games 

“High  school  football  injuries  are  a cause  of  concern,” 
said  Jerry  Julian,  MD,  orthopedic  consultant,  intercolle- 
giate athletics  at  The  University  of  Texas  at  Austin,  and 


Physicians'  concern  for  football  player  injuries  can  affect  changes  in 
playing  rules  and  regulations. 
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chairman  of  the  TMA  Committee  on  Athletics.  Dr  Julian 
noted  that  only  44%  of  the  Texas  high  schools  surveyed 
in  1978  had  a physician  available  at  all  football  games. 
Thirty-four  percent  of  the  high  schools  provided  coverage 
at  some  games,  with  22%  having  no  physician  coverage 
at  games.  In  most  cases,  the  study  showed  that  high 
school  coaches  provide  primary  care  coverage  to  injured 
players.  Seventy-eight  percent  of  the  high  schools  had  an 
ambulance  available  if  needed. 

The  most  prevalent  sports  injuries  among  Texas  high 
school  football  players  are  sprains,  bruises  and  fractures 
to  the  knees,  ankles  and  shoulders  according  to  1977 
statistics  compiled  by  the  University  Interscholastic 
League.  Only  six  years  ago,  knee  injuries  accounted  for 
25%  of  the  football  injuries  reported  by  Texas  high 
schools.  In  1977,  partly  because  of  negotiations  concern- 
ing knee,  hip  and  thigh  pads,  these  injuries  have  dropped 
to  20%.  Ankle  and  shoulder  injuries  continued  in  1977 
to  account  for  15%  and  1 1 % (respectively)  of  high  school 
football  injuries. 

Playing  Rules  Established  for  Football  Safety 

1896  Helmets  are  allowed 

1920  Clipping  is  defined 

1924  No  pointed  shoe  cleats  allowed 

1939  All  players  must  wear  head  protectors 

1951  Face  masks  are  made  legal 

1955  Shoe  cleats  must  have  rounded  ends 

1957  Grabbing  face  mask  is  a 15-yard  penalty 

1972  Maximum  length  of  cleat  is  '/z  inch 

1973  Use  of  nontherapeutic  drugs  is  prohibited 
— All  players  must  wear  mouthpieces 

— All  players  must  wear  security  fastened  chin  straps  on  their 
helmets 

1974  No  blocking  below  waist  on  scrimmage  and  free  kicks 
1976  Knee  pads  must  be  worn 

— Hip  pads  and  thigh  guards  are  made  mandatory 
— Spearing  is  defined  as  a deliberate  use  of  the  helmet  in  an 
attempt  to  punish  an  opponent 

— No  player  shall  deliberately  use  his  helmet  to  butt  or  ram  a 
player 

— Added  to  Coaching  Ethics  Section:  The  football  helmet  is  for 
the  protection  of  the  player  and  is  not  to  be  used  as  a weapon . 
The  American  Football  Coaches  Association  has  stated: 

(a)  The  helmet  shall  not  be  used  as  the  primary  point  of 
contact  in  the  teaching  of  blocking  and  tackling. 

(b)  Self-propelled  mechanical  apparatus  shall  not  be  used  in 
the  teaching  of  blocking  and  tackling,  and 

(c)  Greater  emphasis  by  players,  coaches,  and  officials 
should  be  placed  on  eliminating  spearing. 

1979  No  blocking  below  waist  beyond  legal  clipping  zone  extended 
to  the  sidelines 

— No  blocking  below  waist  following  interception  of  a forward 
pass,  backward  pass,  or  fumble  by  players  except  against  the 
runner. 


During  a five-year  period,  the  percentage  of  Texas  high 
school  players  injured  dropped  from  10%  (assuming  each 
injury  happened  to  a different  player)  in  1973  to  6.8%  in 
1977.  Bill  Farney,  state  athletic  director  of  the  Interscho- 
lastic League,  said  that  new  rules  adopting  safety  factors 
and  better  designed  and  fitted  equipment  have  decreased 
the  number  of  injuries  to  players.  He  expects  new  playing 
rules  aimed  at  accident  prevention  and  safety  to  result  in 
a continuing  decrease  in  the  number  of  these  injuries. 

A 1978  national  football  fatalities  survey  done  by  the 
American  Football  Coaches  Association,  The  National 
Collegiate  Athletic  Association,  and  the  National  Federa- 
tion of  State  High  School  Associations  recommended  that 
high  schools  have  a physician  present  at  all  games  and 
practice  sessions.  Designated  team  physicians,  said  Dr 
Julian,  could  ‘‘form  lines  of  communication  to  insure  prop- 
er steps  in  obtaining  medical  care  before  significant  inju- 
ries occur.  ...  A team  physician  can  set  up  and  supervise 
the  access  to  good  medical  care,”  he  said.  Dr  Julian  noted 
that  physicians  should  continue  to  be  concerned  about 
the  high  incidence  of  knee  and  ankle  injuries.  Other  key 
areas  of  interest  to  physicians  are  heat  injuries  and  shoe 
style.  Said  Dr  Julian,  the  style  of  shoe  may  be  a con- 
tributing factor  in  ankle  and  knee  injuries. 

It  is  partly  from  physicians’  concern  over  injuries  that 
football  rules  and  regulations  are  being  revamped  with 
safety  in  mind.  A primary  rule  change  in  1976  eliminated 
the  head  as  an  initial  contact  area  for  blocking  and  tack- 
ling. This  rule,  coupled  with  helmet  research  and  improve- 
ments in  design,  has  helped  reduce  the  number  of  fatali- 
ties and  head  and  neck  injuries.  Mr  Farney  cited  new 
rules,  effective  this  1979  season,  regarding  blocking 
below  the  waist,  which  are  intended  to  reduce  the  number 
of  knee  injuries. 

(See  editorial,  page  114.) 

Are  doctors’  children  assured 
a place  in  medical  school? 

That  old  adage  that  says  children  of  physician  families 
are  given  preference  over  those  from  nonphysician  fami- 
lies is  a myth.  George  Bryan,  MD,  dean  of  medicine  at 
The  University  of  Texas  Medical  Branch  at  Galveston, 
said  children  of  physician  families  may  actually  have  a 
more  difficult  time  getting  into  medical  school. 

Dr  Bryan  and  David  C.  Eiland,  MD,  associate  dean  for 
student  affairs,  also  at  UT-Galveston,  discussed  the  com- 
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plexities  of  acceptance  into  medical  programs  in  a semi- 
nar entitled,  "How  To  Get  Into  Medical  School  Today” 
during  the  TMA  annual  session  in  Dallas. 

While  most  of  the  seminar  was  pointed  toward  the  in- 
coming medical  student  and  contained  such  practical 
information  as  what  to  stress  on  the  medical  school  appli- 
cation, and  how  to  handle  the  interview.  Dr  Bryan  directed 
his  talk  to  the  parents  of  medical  school  applicants.  He 
cautioned  physician  parents  especially  against  imposing 
their  dreams  and  expectations  upon  their  children,  strug- 
gling to  establish  themselves  as  individuals.  “As  parents,” 
said  Dr  Bryan,  “we  need  to  be  supportive  of  our  children, 
their  ideas  and  their  thinking.”  He  questioned,  “Can  we  be 
supportive  of  their  innovativeness,  even  though  it  doesn’t 
fit  our  image  of  where  they  (children)  ought  to  be  going?” 

Specifically,  Dr  Bryan  suggested  that  parents  think 
about  their  child  becoming  a physician,  and  to  consider 
what  it  will  mean.  (“Is  it  really  important?”)  He  recom- 
mended that  parents  consider  how  much  support  they  will 
give,  both  financially  and  emotionally.  Will  the  parents  be 
supportive  even  when  their  son/daughter  does  things  the 


parents  do  not  consider  appropriate?  Will  it  diminish  the 
parents’  self-esteem  if  the  student  is  not  accepted  into 
medical  school?  Have  parent  and  student  spoken  to- 
gether about  alternatives  to  medical  school  should  the 
student  be  rejected? 

Both  Drs  Bryan  and  Eiland  recommended  two  books  for 
reading  by  applicants  and  their  parents:  The  Rejected 
Medical  School  Applicant — Options  and  Alternatives 
by  Carlos  Pestana,  MD;  and  Medical  Student  Doctor  in 
the  Making  by  James  Knight,  MD. 


Coming  next  month 

Original  articles  scheduled  for  publication  in  September 
will  be  on  opiates  and  the  opiate  receptor,  chemotherapy 
treatment  for  advanced  pancreatic  carcinoma,  drug  addic- 
tion and  its  effect  on  the  family,  a survey  of  continuing 
medical  education  attitudes  and  practices  in  Texas,  and 
the  effects  of  vasopressin  and  tourniquet  ischemia  on 
cellular  oxygenation  and  metabolism  in  gastric  mucosa. 


Investment  performance 

for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling  in  the  program,  comparative  perfor- 
mances for  investments  are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  purposes  only.  Most  dally  news- 
papers list  up-to-the  minute  values  on  mutual  funds.) 


1979 

3 Years 

5 Years 

Current 

through 

Ended 

Ended 

Dividend 

Investment  Medla^ 

6/30/79 

12/31/78 

12/31/78 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-r  4.8 

+ 39.5 

+ 7.6 

2.0 

Loomis-Sayles  Mutual  Fund 

4.2 

+ 3.1 

- 9.7 

4.9 

Mercantile  Bank  HR-10  Equity  Fund 

-(-10.6 

+ 24.9 

+ 17.8 

— 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

+ 5.8 

+ 22.9 

+28.1 

— 

T.  Rowe  Price  Growth  Stock  Fund 

+ 2.1 

+ 9.1 

- 3.8 

2.4 

T.  Rowe  Price  New  Income  Fund 

- 1.7 

+ 0.2 

- 2.9 

8.0 

Stein,  Roe  & Farnham  Balanced  Fund 

7.6 

+ 3.6 

- 7.4 

3.9 

Standard  & Poor  500  Stock  Average 

+ 7.1 

+ 6.6 

- 1.3 

— 

Dow  Jones  Industrial  Average 

-1-  4.6 

- 5.6 

- 5.4 

— 

a.  Mutual  Fund  performances  Include  reinvested  capital  gain  distributions. 

b.  Mercantile  HR-10  Equity  and  Fixed  Income  Funds  make  no  distributions. 

All  earnings  are  retained 

in  the  respective  funds. 
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MEDICAL  NEWSMAKERS 


GILBERT  A.  CASTRO,  PHD,  professor  of  physiology  and 
clinical  microbiology  at  The  University  of  Texas  Health 
Science  Center  at  Houston,  has  been  named  the  1978- 
1979  Distinguished  Alumnus  of  the  Graduate  School  of 
Biomedical  Sciences  at  UT  Medical  Branch.  A recipient 
of  many  honors.  Dr  Castro  has  distinguished  himself  as 
an  authority  on  the  control  of  digestive  and  absorptive 
processes,  immunity  to  gut  parasites  and  disease  pro- 
cesses related  to  intestinal  parasites. 

JOHN  P.  McGovern,  MD,  Houston,  has  received 
the  Honorary  Degree  of  Doctor  of  Humane  Letters 
from  Southeastern  University  in  Washington,  DC. 

Dr  McGovern  is  chairman  of  the  Texas  Allergy  Re- 
search Foundation,  Houston. 

FAYE  GIBSON,  an  employee  of  TRACY  GAGE,  MD,  Lub- 
bock is  the  new  president  of  the  American  Association 
of  Medical  Assistants,  Inc,  State  of  Texas.  Other  new- 
ly elected  officers  and  their  employers  are:  first  vice 
president,  BETTY  BELL,  CMA,  employee  of  DON  P. 
WARDEN,  MD,  Weslaco;  second  vice  president,  RITA 
PARIS,  RT,  LVN,  CMA-AC,  employee  of  WALFORD  D. 
MARRS,  MD,  Fort  Worth;  recording  secretary,  MARILYN 
MILLER,  employee  of  ROBERT  L.  NORTH,  MD,  Dallas; 
president-elect,  MICKI  ALLEN,  CMA-A,  employee  of 
CHARLES  E.  FISHER,  MD,  Lubbock;  and  treasurer, 
RUTH  LEOPARD,  LVN,  CMA-P,  employee  of  JACK  M. 
WRIGHT,  MD,  San  Antonio.  Elected  speaker  of  the  house 
was  MILDRED  BANKS  who  is  employed  by  MATHIS 
BLACKSTOCK,  MD,  of  Austin,  and  elected  vice  speaker 
was  ROSEMARY  PRICE,  CMA-C,  who  is  employed  by 
JOHN  L.  BAKER,  MD,  Austin. 

JOHN  C.  KENNEDY,  MD,  Houston,  has  been  named 
Distinguished  Houston  Surgeon  by  the  Houston  Surgical 
Society. 

EMIL  F.  FREY,  director  of  The  University  of  Texas  Medi- 
cal Branch  Moody  Medical  Library,  has  received  the  1979 
Nicholas  and  Katherine  Leone  Award  for  Administrative 
Excellence.  Frey  has  been  director  of  the  library  since 
1973. 

WILLIAM  D.  SEYBOLD,  MD,  EARL  W.  CLAWATER,  JR, 
MD,  and  JAMES  C.  THOMPSON,  MD,  graduates  of  UT 
Medical  Branch,  have  been  named  Ashbel  Smith  Dis- 
tinguished Alumni.  Dr  Seybold  is  chief  of  surgery  at  St 
Luke’s  Episcopal  Hospital  and  Kelsey-Seybold  Clinic  of 
Houston.  Dr  Clawater,  a practicing  urologist,  has  served 


as  president  of  the  Tyler  Medical  Center  Hospital  staff 
and  chief  of  the  hospital's  urology  department.  Dr 
Thompson  is  professor  and  chairman  of  surgery  at  UT 
Medical  Branch. 

RICHARD  A.  MARTIN,  MD,  head  of  the  department  of 
surgery  at  M.  D.  Anderson  Hospital  and  Tumor  Institute, 
has  been  appointed  to  hold  the  Charles  B.  Barker  Chair 
in  Surgery.  A member  of  the  hospital  staff  since  1951, 

Dr  Martin  has  been  primarily  interested  in  research  in  the 
field  of  cancer  of  the  gastrointestinal  tract,  soft  tissue 
sarcomas,  and  bone  tumors. 

JAN  VAN  EYS,  MD,  head  of  the  department  of  pedi- 
atrics at  M.  D.  Anderson  Hospital  and  Tumor  Institute 
since  1973,  has  been  appointed  to  fill  the  Mosbacher 
Pediatric  Professorship.  Dr  van  Eys'  research  has 
stressed  the  mental  health  aspects  of  dealing  with  child- 
hood cancer. 

WILLIAM  F.  DAVITT  III,  MD,  a 1979  graduate  of  Texas 
Tech  University  School  of  Medicine,  is  the  recipient  of  the 
Gold-Headed  Cane  award.  Dr  Davitt  was  selected  by  a 
faculty  committee  for  his  potential  for  developing  the 
Hippocratic  Standards  of  learning,  sagacity,  humanity, 
and  probity. 

F.  WARREN  TINGLEY,  MD,  Arlington,  has  been  elected 
to  a one-year  term  as  a trustee  of  the  American  Society 
of  Internal  Medicine.  Dr  Tingley  is  TMA  treasurer  and  a 
past  president  of  the  Texas  Society  of  Internal  Medicine. 


John  P.  McGovern,  MD  F.  Warren  Tingley.  MD 


The  Medical  Newsmakers  section  is  prepared  by  Ms  Shari  Wortham, 
editorial  assistant. 
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Tenuate""® 

(dlethylpropion  hydrocliloride  NF) 

Tanuate  Dospan^ 

(dlethylpropion  hydrochloride  NF)  controlled-release 

AVAIUBLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  iimited  usefuiness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect;  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpiopion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  antf  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extieme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  ordispensedatonetimeinordertominimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Tneiefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
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ADVERSE  Reactions:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  dlethylpropion  hydrochloride.  Central  Nervous 
System:  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. A/Ze/’O/c:  Urticaria,  rash,  ecchymosis,  erythema,  fndoame: 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System:  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous : A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (dlethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  nipht  hunger.  Tenuate 
Dospan  (dlethylpropion  hydrochloride)  controlleo-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration  confusion,  assault- 
iveness, hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar- com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedationwith  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine®)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  inquiries  to: 

MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merreli  Inc. 

Cincinnati,  Ohio  45215,  U.S.A. 

Licensor  of  Merrell® 

References:  1.  Citations  available  on  request- Medical  Research 
Department,  MERRELL  RESEARCH  CENTER.  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215.  2.  Hoekenga,  M.T.. 
O'Dillon,  R.H.,  and  Leyland,  H.M,:  A Comprehensive  Review  of  Dieth- 
ylpfopion  Hydrochloride.  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy,  Jan.  20-21, 1977. 
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Overweight  may  not  always  be  simple... 
complications  can  develop^ 

Complicated  or  not... 


‘Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 

Merrell 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 


For  prescribing  information  see  opposite  page 
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A useful  short-term  adjunct 
in  an  indicated  weight  loss  program.  J 

Overweight  patients  in  certain  diagnostic  categories  often  require' 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the : ^ 
complications  in  some  patients.  Diethyl propion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen, Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page,  i 


In  uncomplicated  overweight. 


Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no  j 
disease.  While  this  condition  is  often  termed  uncomplicated  . 'r; 

obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  importantearly  weeksof  an  indicated  weight  "■ 
loss  program. 


Clinical  effectiveness. 


The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  Nolessthan  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  “. , .anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.”^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 
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DEBATE 


DEBATE  presents  opinions  from  varying  individuals  along 
with  policy  stands  to  illustrate  the  many  considerations 
present  on  given  isues.  This  month,  our  subject  is  whether 
or  not  hospital  housestaff  physicians  should  be  designat- 
ed as  employees  or  students  and  whether  or  not  they 
should  have  the  right  to  collective  bargaining. 

THE  ISSUE 

In  May,  the  District  of  Columbia  Circuit  Court  of  Appeals 
ruled  that  Congress  intended  to  designate  hospital 
housestaff  physicians  as  employees — not  students — 
under  the  1974  health  care  amendments  to  the  National 
Labor  Relations  Act.  The  ruling  is  the  result  of  a suit 
brought  by  the  Association  of  American  Medical  Col- 
leges before  the  National  Labor  Relations  Board  (NLRB) 
to  deny  residents  collective  bargaining  powers  under  the 
NLRA.  The  upshot  of  this  ruling  is  that  residents  now 
have  the  right  under  federal  law  to  form  labor  unions 
and  participate  in  collective  bargaining.  The  long  term 
impact  may  be  that,  through  collective  bargaining, 
housestaffs  may  be  able  to  effect  significant  changes  in 
residency  training,  eg,  adjustments  in  work  schedule, 
grounds  and  procedures  for  termination  or  benefits.  The 
National  Labor  Relations  Board  has  appealed  the  deci- 
sion to  the  Supreme  Court. 

POLICY  STANDS 

The  Texas  Medical  Association  opposes  any  legislation  or 
other  activity  that  would  extend  the  authorization  of  the 
National  Labor  Relations  Act  to  include  interns  and  resi- 
dents under  the  principle  that  internship  and  residency 
programs  are  educational  programs  and  therefore  should 
not  be  included  under  the  National  Labor  Relations  Act. 
The  TMA  believes  that  the  quality  of  educational  pro- 
grams would  be  adversely  affected  and  that  legislation 
to  extend  the  authority  of  the  NLRB  would  be  detrimental 
because  high  quality  education  requires  an  effective 
teacher-learner  relationship  rather  than  the  relationship 
between  employer  and  employee. 

The  American  Medical  Association  holds  that  interns  and 
residents  are  at  the  same  time  students  and  employees. 
“The  two  categories  are  not  mutually  exclusive.  The  fact 
that  residents  and  interns  are  in  a learning  process  of 
acquiring  new  skills  does  not  detract  from  their  legal  right 
to  organize  and  engage  in  collective  bargaining.  Never- 
theless, it  must  be  recognized  that  unless  collective  bar- 


gaining and  negotiations  are  conducted  judiciously  and 
contained  within  proper  limits  by  the  respective  parties, 
the  result  will  be  interference  with  the  quality  of  graduate 
medical  education  . . . Residents  meet  every  criteria  of 
the  common  law,  the  Social  Security  Act,  and  the  Internal 
Revenue  Code  with  respect  to  determining  an  employer- 
employee  relationship.  The  fact  that  residents  seek  such 
employment  for  educational  experience  and  the  acquisi- 
tion of  skills  of  medical  and  surgical  practice  does  in  no 
way  mean  that  they  are  not  employees.  The  learning 
motivation  on  the  part  of  resident  physicians  is  quite  com- 
parable to  the  learning  motivation  and  experience  of  law- 
yers, engineers,  architects  and  accountants  in  their  first 
years  after  completing  their  formal  education.” 

INDIVIDUALS  COMMENT 

“I  am  opposed  to  legislation  that  would  provide  coverage 
for  housestaff  under  the  National  Labor  Relations  Act 
(NLRA)  because  the  possibility  for  establishing  collective 
bargaining  exists  now  if  both  parties  (housestaff  and  hos- 
pital administrators)  are  agreeable  . . . Graduate  medical 
education  is  a process  requiring  teachers,  learners  and 
defined  learning  experiences.  The  fact  that  interns  and 
residents  provide  care  to  patients  does  not  alter  the  basic 
educational  nature  or  procedure  of  graduate  medical  edu- 
cation. 

Persons  enter  graduate  medical  education  programs  to 
prepare  for  a career — that  is  to  be  educated,  not  to  pur- 
sue a career . . . Graduate  medical  educational  programs 
should  not  exist  solely  to  provide  patient  care.  Indeed, 
patient  care  rendered  in  a teaching  setting  is  likely  to  be 
less  efficient  and  more  costly,  in  part  due  to  the  inexperi- 
ence of  the  housestaff . . . The  National  Labor  Relations 
Board  operates  in  an  adversarial  atmosphere.  Education- 
al programs  operate  as  a joint  quest  for  knowledge  and 
learning  requiring  an  atmosphere  of  collaboration.  Issues 
of  the  learning  process  do  not  lend  themselves  to,  and 
can  be  significantly  disrupted  by  the  adversarial  at- 
mosphere. 

Problems  and  disagreements  should  be  solved  by 
peers,  not  by  persons  inexperienced  in  medicine,  inex- 
perienced in  education,  accustomed  to  disagreements 
between  persons  pursuing  their  careers  and  who  ap- 
proach resolution  in  an  adversary  atmosphere  . . . The 
real  issue  is  that  people  are  in  the  housestaff  program 
in  order  to  learn  so  that  they  can  become  certified  in 
their  specialty.  By  their  very  nature,  they  are  temporarily 
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employed  ...  the  motivation  is  not  to  be  employed  but  to 
learn.  The  real  problem  in  this  whole  issue  is  that  it  has 
to  be  decided  that  housestaff  are  students  or  employees 
. . . and  they  are  not  clearly  either  one.” 

Edward  N.  Brandt,  Jr,  MD,  Austin. 

“House  officers  function  both  as  employees  as  well  as 
students  while  participating  in  graduate  medical  educa- 
tional training  programs.  House  officers  provide  a service 
to  patients  for  which  hospitals  are  reimbursed.  The  alter- 
native to  employee  definition  of  house  officers  is  to  say 
that  house  officers  are  exclusively  students.  Such  a defi- 
nition would  lead  to  the  withdrawal  of  patient  care  dollars 
from  the  support  of  specialty  training  programs  and  result 
in  public  financing  through  taxpayer  dollars.  Such  a fi- 
nancing mechanism  would  result  in  politicalization  of 
graduate  medical  education  and  possibly  destroy  many 
excellent  programs.  However,  recognition  that  coverage 
for  house  officers  under  the  NLRA  is  not  without  special 
responsibilities  is  essential.  Such  a privilege  must  be  em- 
ployed judiciously  and  contained  within  proper  limits  by 
the  respective  parties.” 

Ralph  Stanifer,  MD,  Houston. 

"I  think  residents  should  be  considered  professionals-in- 
training  because  to  me,  that’s  what  they  are.  The  resident 
physician  is  a mature  professional  and  in  my  opinion, 
must  provide  something  in  return  for  what  he  has  received 
in  terms  of  his  educational  advancement.  I think  residents 
relinquish  their  professional  standing  when  they  enter  col- 
lective bargaining  in  medicine.  This  appears  to  me  to  be 
out  of  context.  If  residents  today  feel  they  are  underpaid, 

I cannot  argue.  This  has  been  the  case  for  generations 
of  physicians.  To  become  a physician,  in  the  first  instance, 
requires  great  sacrifice,  financial  and  otherwise,  but  the 
ultimate  rewards  are  more  than  adequate  in  return  for  the 
brief  disadvantages  experienced  while  in  training.” 

William  F.  Ross,  MD,  Dallas. 

“Residents  should  be  considered  as  employees.  On  the 
whole,  I think  it  would  probably  be  better  not  to  be  taken 
as  a student.  When  one  is  a student,  one  is  supposed  to 
be  grateful  for  the  opportunity  to  learn  and  not  mind  being 
placed  in  a subservient  role.  This  results  in  our  being 
taken  advantage  of.  How  often  we’ve  heard  the  response 
of  the  hospital  administrators  to  our  complaints  about  the 
long  hours,  extra  hard  work  and  low  pay — “But  you’re 


here  to  learn.”  I believe  that  if  we  were  considered  to  be 
employees  there  would  be  a different  attitude.  We  would 
be  given  the  respect  and  consideration  which  most 
employers  give  to  valued  employees.” 

Marie  Kuffner,  MD,  Houston 

“Residents  are  students  but  are  employees  by  virtue  of 
being  paid  by  hospitals.  This  is  a paradoxical  and  un- 
deniable situation  which  could  be  circumvented  by  volun- 
tary contributions  plus  foundation  aid  set  up  by  organized 
medicine.  Payment  by  hospitals  puts  residents  in  a posi- 
tion of  employees  and  this  is  the  foundation  for  unionism 
which  is  a bad  concept  for  young  doctors  to  start  out  with 
as  it  does  not  provide  the  proper  constitutional  grounds 
on  which  they  should  learn  to  deal  with  all  third  parties 
as  is  their  right  as  independent  contractors.  Residents 
and  interns  need  financial  assistance.  If  this  were  fur- 
nished by  organized  medicine,  the  chasm  between  resi- 
dencies and  private  practice  would  recede  and  the  term 
‘organized’  would  assume  more  meaning.  The  true  de- 
fense against  socialized  medicine  lies  in  all  physicians, 
including  residents,  hospital  staff,  and  private  practition- 
ers, being  taught  their  legal  rights,  their  civil  rights,  as 
independent  contractors.  Any  efforts  by  organized  medi- 
cine to  do  this  are  long  overdue.” 

Ben  B.  White,  MD,  Houston. 
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Oral  Tablets  with  E.Z.  Split®  scoring: 

5 mg.lOiTig,  and  20  mg 
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lib  attacks 
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juklablets,  2\mgand  5 mg 
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|prTEMBIDS®Capsule% 

p^d-Action  Capsules,  40  to 

Afbugfse  ReatTriMtflpaii^s  vasmila^with  flushing.  Headache%com 
■^n  and  may  be  sevlffai^persist#.  Tr^fs^t  episodes  of  dizziness  and 
weakness  as  well  aa^en  sfcns  of  ^ebrarisok^ia  associated  with  ' % 
postural  hypotensif t^ajiMcasionali^v^op.  iw?^  drug  can  act  as  a ' 
physiological  ant^/hist  fo  jjorepinepnnha,  acetylchbtjne,  histamine,  and 
many  other  agenWArr  ot^af  onal  individual  exhibits  marked  sensitivit)(  to  . 
the  hypotensive  Mecig^irmib:ite,  and  sever^^^esponses  (nausea,  vomiting,  ; 
weakness,  restl^^^fp4l(#perspiration  and  collapw)  can  occur  even 
with  the  u^af  ft#lpeutic  oose-  ’Alcohof'Tnay  enhance  this  effect.  Drug  rash 
and/^jetrol^^ermatitis  ma'yisccaiionally  occur.-.;, 

CoMft  direction  ci'n^Mr  before  prescribing.  ‘ 

May  we  send  you  repripts,  detailed  information  and/or  professional 
samples?  - 


[iew  of  this  drug  by  the  National  Academy  of 


tlndfcatlBnsfJased  on^;a  review  of  this  drug  by  the  National  Academy  of 
Sciefcesf-Napbnal  ResearcIrCouncil  and/or  other  information,  FDA  has 
clMifl^cP^he  indications  as  follows: 

‘'P™aBly\effi6Ctive:  When  taken  by  the  sublingual  or  chewable  route, 
IsorMSwimgual  and  Chewable  Tablets  are  indicated  for  the  treatment  of 
acute%gihal*attacks  and  for  prophylaxis  in  situations  likely  to  provoke 
such  atiacki.  \,  ^ .,,,«*!«»««'«- 

"Possibly^"  effective:  When  takeh  bvM  oral  route,  Isordil  is  indicated  for 
the  relief  of  ^ngipa  pectoris  (ppUidStodwiiary  artery^disease).  It  is  not  in- 
tended to  abd^  fte  acu^  angj^episode,  but  is  widely  regarded  as 
useful  in  the  pr^hylactic treatment  of  angina  pectoris. 

Final  classificatioit'bf  the  less-than-effective  indications  requires  further 
investigation.  \ 
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NewYork,  New  York  1(X)17 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE  THROUGH  MEDICINE® 

tu.s.  ft(t,  Nos.  3883647  and  0224591  TEMBIOS»-TRADEMARK  FOR  SUSTAINEOACTIOfftAPSUlES 


The  established  use  of  Isordil  in  the  manage- 
ment of  angina  pectoris  for  more  than  two 
decades  has  often  been  ascribed  only  to  the  vaso- 
dilatation it  produces  in  the  coronary  arteries. 
Recent  investigations,  however,  suggest  that  an 
even  more  important  effect  of  this  agent  is  to 
dilate  peripheral  arteries  and  veins.  Arterial  dila- 
tation lowers  impedance  to  left  ventricular  ejec- 
tion, reducing  afterload.  Venous  dilatation  leads 
to  venous  pooling  and  a fall  in  right  and  left  ven- 
tricular filling  pressure,  thus  reducing  preload. 

With  afterload  and  preload  reduced,  the 
amount  of  energy  expended  and  oxygen  con- 
sumed by  the  heart  should  be  decreased.  Isordil 
can  thus  reduce  myocardial  oxygen  requirements 
and  relieve  or  prevent  attacks  of  angina  pectoris. 


Contraindication:  IdiosynC^yto  this  drug: 

Warnings:  Data  supporting  the  uliK^trites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (tro  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficieiffto  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites  and 
nitrates  may  occur. 


(isosorbide  dinitrate) 

HELPS  THE  HEAHT 
IH  THE  COHTHOL  OF 
AHGHIA  PECTOHIS* 


The^Mdkei 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  t^ical)  price  differentials  are  cited. Thus , 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  qualit}>  and  per- 
formance between  brand- 
name  products  and  their 
generic  counter j>arts.  The 
corollary^  is  that  there  are 
no  differences  among  pj'od- 
ucts  made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  bv 
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commodity-t}fpe  supplier's. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a ; 
reference  product.  As 
know,  there  is  substan 
literature  on  this  subje 
affecting  many  drugs, 
eluding  such  antibioti* 
as  tetracvcline  and  ery; 
thromycin.  The  record 
drug  recalls  and  court 
actions  affirms  strong!' 
that  there  are  differen<| 
among  pharmaceutics 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  r 
search  and  may  practi 


minimum  quality  assu 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  al 
generics. 

FACT:  PMA  companiej 
make  90  to  95  percent 
the  drug  supply,  indue 
ing,  therefore,  most  of 
generics.  Drug  nomen 
clature  is  not  the  impo 
tant  point;  it’s  the  com 
tence  of  the  manufac- 
turer and  the  integrity 
the  product  that  count 


\rH:  Generic  options  al- 
} t ahvavs  exL^t. 

■,  4 

[:T:  About  55  percent 
prescription  ex- 

iditure  is  for  single- 
'rce  drugs.  This 
jans,  of  course,  that  for 
V 45  percent  of  such 
jpenditure,  is  a generic 
Inscribing  option  avail- 
e. 


\TH:  Generic 

\'SCTiptions  ai'e filled  with 
rpensive generics,  thus 
irig consumer's  lar'ge 
^?^s  of  money’. 

CT;  Market  data  show 
it  YOU  invariably 
escribe — and  pharnia- 
!*ts  dispense — both 
and  and  genericallv 
beled  products  from 
lOvvTi  and  trusted 
urces,  in  the  best  inter- 
t of  patients.  In  most 
ises  the  patient  receives 
proven  brand  product, 
ivings  from  voluntarv^ 
mandated  generic 
'rescribing  are  grossly 
Laggerated. 


MYTH:  Dr'ugs  account  for  a 
major  por'tion  of  the  I'ise  in 
health  car'e  costs. 

FACT:  Drugs  represent  a 
ver\'  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
v\  as  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
phy  sician  are  most 
conscious  of  hou'  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Gover'nrnent  intr'u- 
sioris  into  the  rnar'ketplace 
will  save  tax  money’. 

FACT:  Government 
schemes  alw  ays  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  w holesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  fi'eedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  m\ihs  about  price 
and  equivalency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
alw^ays, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — ft'om  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


DVIk 

Phiu-maceutical  Miinufacturers  Association 
1135  Pifteenth  Street,  N.W. 

Washington,  B.C.  20005 


MEDICINE  AND  THE  LAW 


Medicine  and  the  Antitrust  Law 

Part  4.  Interaction  Doctrines;  Concluding  Impressions. 

This  concludes  a multipart  article^  addressing  the  current 
clash  between  organized  medicine  and  federal  antitrust 
law  intrusions. 

Noerr-Pennington  Doctrine 

Efforts  to  influence  the  federal  or  state  government  to  take 
action  with  anticompetitive  consequences  cannot  be  suc- 
cessfully asserted  as  an  antitrust  violation,  regardless  of 
intent  or  purpose  and  whether  aimed  at  legislative,  execu- 
tive or  administrative  governmental  bodies.  Known  in  anti- 
trust parlance  as  the  Noerr-Pennington^  doctrine  and 
rooted  in  First  Amendment  rights  to  petition,  this  protec- 
tion extends  to  genuine  petitioning  activity  that  is  not  a 
sham  to  cover  violations  of  antitrust  law. 

Under  this  doctrine  medical  associations  may  continue 
to  petition,  without  antitrust  jeopardy,  not  only  the  Con- 
gress and  the  Texas  Legislature  but  also  executive,  ad- 
ministrative and  judicial  bodies  of  federal  and  state  gov- 
ernment (eg,  HEW  and  Texas  Department  of  Health). 

The  Noerr-Pennington  doctrine  was  applied  in  a recent 
case  where  an  abortion  clinic  filed  an  antitrust  suit  against 
the  Executive  Director  of  the  Florida  Board  of  Medical  Ex- 
aminers, both  individually  and  in  his  Executive  Director 
capacity,  and  against  six  members  of  a hospital’s  OB- 
GYN  medical  staff.  Feminist  Women's  Health  Center,  Inc. 
V.  Mohammad,  586  F.2d  530  (5th  Cir.  1978,  petition  for 
certiorari  pending).  Applying  a three  category  analysis  the 
court  ruled: 

(1)  A resolution  adopted  by  the  local  medical  society  to 
provide  moral  and  financial  support  to  the  doctors’  de- 
fense of  the  antitrust  suit  by  the  clinic  was  a petitioning 
activity  protected  by  Noerr-Pennington  and  cannot  be  the 
basis  of  any  recovery  by  the  clinic. 

(2)  A letter  by  the  defendant  OB-GYN  medical  staff 
members  to  the  defendant  Executive  Director,  complain- 
ing that  out-of-town  doctors  were  performing  abortions  at 
the  plaintiff  clinic  without  adequate  provision  for  aftercare 
in  possible  violation  of  the  Florida  Medical  Practice  Act 
and  requesting  the  Board  of  Medical  Examiners  to  take 
appropriate  corrective  action,  is  also  a protected  activity 
under  Noerr-Pennington  absent  proof  of  sham.  Accord- 
ingly, whether  the  complaint  letter  is  immune  from  anti- 
trust attack  will  turn  on  factual  determination  by  a jury  as 
to  whether  it  was  genuinely  intended  to  influence  the  Ex- 


ecutive Director  to  take  official  action  in  such  capacity. 

(3)  Other  challenged  communications  by  the  defendant 
OB-GYN  medical  staff  members  (eg,  their  letter  to  the 
local  medical  society  suggesting  that  members  not  asso- 
ciate with  organizations  that  advertise  their  medical  ser- 
vices, and  their  letter  to  the  head  of  a residency  program 
questioning  performance  of  abortions  at  the  clinics  by  res- 
idents without  appropriate  aftercare  coverage)  are  not 
protected  by  the  Noerr-Pennington  doctrine  and  are  sub- 
ject to  jury  trial  determination  as  to  whether  or  not  such 
activities  constituted  antitrust  violations. 

In  rejecting  the  defendant  doctors’  contention  that  the 
case  is  governed  by  the  Rule  of  Reason, ^ and  that  their 
conduct  was  reasonable  as  a matter  of  law,  the  court 
“reasoned"; 

“The  complaint  in  this  case  does  allege  that  the  defen- 
dants violated  the  Sherman  Act  by  their  acts  in  enforc- 
ing the  standards  of  the  profession.  But  it  goes  further. 
The  complaint  alleges  intimidation  and  coercion  of  phy- 
sicians. The  Center  contends  that  the  defendants  not 
only  sought  to  enforce  a certain  standard  for  aftercare, 
but  conspired  to  assure  that  the  clinic  would  be  unable 
to  meet  the  standard.  Thus,  we  cannot  say  that  the 
entirety  of  this  case  should  be  governed  by  the  rule  of 
reason.  To  the  extent,  moreover,  that  the  Center  relies 
on  the  theory  that  the  imposition  of  the  no-advertising 
and  aftercare  standards  is  itself  an  antitrust  violation, 
we  cannot  say,  at  least  on  the  present  record,  that  the 
plaintiff  has  no  hope  of  showing  the  ‘minimal  indicia’ 
of  anticompetitive  purpose  that . . . might  make  per  se 
treatment  proper.  Furthermore,  a challenge  to  the  de- 
fendants’ efforts  to  enforce  professional  standards, 
even  if  governed  by  the  rule  of  reason,  could  not  be 
disposed  of  summarily,  for  triable  fact  issues  remain  as 
to  the  genuineness  of  the  defendants’  justification,  the 
reasonableness  of  the  standards  themselves,  and  the 
manner  of  their  enforcement.’’^ 

“State  Action”  (Parker)  Doctrine 

Another  pertinent  antitrust  doctrine  is  the  “state  action” 
exemption  engrafted  by  case  law  and  sometimes  called 
the  Parker  doctrine.^  This  doctrine  exempts  anticompeti- 
tive conduct  engaged  in  as  an  act  of  government  by  the 
State  as  sovereign  or  by  its  subdivisions,  pursuant  to  a 
state  policy  to  displace  competition  with  regulation.  Signif- 
icant to  applicability  of  the  Parker  doctrine  in  favor  of  a 
subordinate  governmental  unit  is  clear  and  affirmative 
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articulation  of  the  requisite  state  policy,  an  adequate 
mandate  in  the  authority  given  such  unit  with  respect  to 
legislative  contemplation  of  the  kind  of  regulatory  action  at 
issue,  and  active  supervision  by  the  governmental  unit. 

This  “state  action"  exemption  originating  from  Parker 
is  addressed  in  the  Feminist  Women's  Health  Center  case 
in  context  of  actions  on  the  part  of  the  Executive  Director 
of  Florida's  State  Board  of  Medical  Examiners.  The  court 
ruled  that  he  is  entitled  to  antitrust  immunity  to  the  extent 
that  his  conduct  is  within  the  scope  of  authority  granted 
such  Executive  Director  by  the  Florida  legislature,  which 
scope  may  be  explicitly  set  forth  by  statute  or  may  be 
inferred  from  the  nature  of  the  powers  and  duties  given  to 
that  Board.  The  Court  distinguished,  however,  any  sort  of 
pressure  by  the  Board  or  its  Executive  Director  to  the  end 
of  causing  a physician  to  cease  and  desist  from  engaging 
in  practices  that  have  never  been  adjudicated  to  be  illegal 
or  improper,  concluding  that  a “state  action  ” defense 
would  not  apply  to  that  type  conduct.  Noting  evidence 
to  the  effect  that  certain  actions  by  the  defendant  Execu- 
tive Director  were  “personal”  and  “on  his  own,”  the  ap- 
pellate court  remanded  the  case  for  jury  trial. 

First  Amendment  Rights  Re  “Commercial”  Speech 

Interplaying  at  times  with  antitrust  doctrines  discussed  in 
this  multipart  article  are  First  Amendment  rights  related  to 
“commercial"  speech,  such  as  advertising.  These  rights 
rest  on  the  proposition  that  free  flow  of  commercial 
speech  informing  the  public  of  the  availability,  nature  and 
prices  of  services  as  well  as  products  serves  individual 
and  societal  interests  in  informed  and  reliable  decision- 
making in  a free  enterprise  system. 

Under  the  First  Amendment  the  US  Supreme  Court 
has  held  unconstitutional  both  (a)  a Virginia  statute  de- 
claring a pharmacist  guilty  of  unprofessional  conduct  if  he 
or  she  advertises  prescription  drug  prices,^  and  (b)  an 
Arizona  Bar  disciplinary  rule  promulgated  by  the  Supreme 
Court  of  that  state  prohibiting  all  advertising  by  attor- 
neys.® In  doing  so  the  court,  on  the  one  hand,  rejected 
various  pro-professionalism  and  “blanket”  anti-advertis- 
ing contentions,  but  on  the  other  hand,  indicated  some 
potentially  First  Amendment-permissible  areas  of  limita- 
tions upon  advertising. 

Such  areas  include  false,  deceptive  or  misleading  ad- 
vertising and  claims  concerning  quality  of  professional 
services.®  In  this  regard  it  is  to  be  noted  that  under  the 
Texas  Medical  Practice  Act  the  State  Board  of  Medical 


Examiners  may  refuse  to  issue  a medical  license  for: 

“(6)  The  use  of  any  advertising  statement  of  a character 
tending  to  mislead  or  deceive  the  public. 

(7)  Advertising  professional  superiority,  or  the  perfor- 
mance of  professional  service  in  a superior 
manner.”^® 

The  US  Supreme  Court  has  also  said  that  “state 
action”  may,  without  violating  the  First  Amendment,  im- 
pose reasonable  restrictions  on  time,  place  and  manner 
of  advertising.^^  For  example,  a state’s  interest  in  regula- 
ting attorneys  justifies  rules  drawn  with  specificity  to 
proscribe  in-person  solicitation  that  is  misleading,  over- 
bearing or  otherwise  involves  deception  or  improper  influ- 
ence.However,  a regulation  in  the  New  York  City  Health 
Code  prohibiting  advertising  by  any  clinical  laboratory  to 
the  general  public  through  newspapers,  magazines,  ra- 
dio, television  or  any  other  medium  has  been  held  by  a 
New  York  District  Court  to  be  unconstitutional  under  the 
First  Amendment,  the  court  concluding  that  this  regulation 
was  directed,  not  at  time,  place  and  manner,  but  rather  at 
all  advertising  to  the  general  public.^® 

The  Attorney  General  of  Texas  recently  undertook  to 
apply  the  Constitutional  principles  discussed  herein  to 
proposed  legislation  regarding  advertising  by  dentists.’'* 

In  his  opinion  the  following  would  constitute: 

Constitutionally  Valid  Declarations  of  Unprofessional 
Conduct  by  Dentists:  False,  deceptive  or  misleading  ad- 
vertising, including  misleading  trade  name  advertising, 
such  as  using  a dentist’s  name  on  services  or  products 
that  he  or  she  does  not  provide  or  manufacture;  state- 
ments of  professional  superiority  or  performance  of  pro- 
fessional services  in  a superior  manner;  statements  relat- 
ing to  skill,  method  or  quality  of  practicing  dentistry; 
utilizing  others  to  solicit  business;  and  failing  to  actually 
provide  professional  services  as  advertised. 

Unconstitutional  and  Invalid  Declarations  : To  prohibit 
all  statements  of  membership  or  affiliation  with  a profes- 
sional association  or  group;  or  to  preclude  all  advertising 
of  the  following  nature,  such  advertising  being  subject  to 
reasonable  regulation  by  “state  action  ” but  not  absolute 
bans:  (a)  advertising  bargains,  cut  rates  or  comparative 
prices  or  values  in  dental  services,  (b)  using  slogans, 
jingles,  logos  or  pictorial  materials,  or  (c)  public  demon- 
strations of  skill  or  method  of  practicing  dentistry. 

Concluding  Impressions’® 

“Learned  profession”  having  been  eliminated  as  an  anti- 
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trust  exemption  by  the  Goldfarb  case  and  having  been 
emasculated  as  a relevant  factor  for  "Rule  of  Reason” 
purposes  in  the  Professional  Engineers  case,  a veritable 
“Future  Shock"  acceleration  of  antitrust  activities  in  the 
health  care  field  has  erupted  and  is  ongoing. 

A number  of  activities  traditionally  performed  by  medi- 
cal associations  in  the  good  faith  belief  that  public  inter- 
est and  professional  propriety  were  both  best  served 
thereby  cannot  survive  current  antitrust  and  First  Amend- 
ment rulings  and  pressures.  A definitive  prognosis  on  the 
wide  variety  of  presently  known  antitrust  attacks  would  be 
premature  and  impracticable  at  this  time. 

Indeed,  some  of  these  matters  may  depend  more  upon 
case-by-case  resolution  (susceptible  of  diverse  results 
due  to  varying  facts  and  circumstances  of  given  situa- 
tions) than  across-the-board  answers  applicable  to  all. 
This  will  be  especially  true  of  medical  association  activi- 
ties that  may  be  potentially  justifiable  under  the  antitrust 
“Rule  of  Reason,”  as  distinguished  from  constituting  a 
perse  antitrust  violation. 

Concerning  the  controversial  subject  of  advertising  by 
physicians,  we  are  presently  of  the  legal  opinion  that 
neither  the  Texas  Medical  Association  nor  its  component 
county  medical  societies  should  discipline  membership 
for  violation  of  an  anti-advertising  ethic,  unless  the  adver- 
tisement is  of  a false,  deceptive  or  misleading  nature  or 
relates  to  certain  subject  matters  like  a claim  of  profes- 
sional superiority  or  an  instance  of  professional  incompe- 
tence likely  to  harm  the  public.  Legal  opinions  differ  about 
both  existence  and  extent  of  this  “unless”  proviso.  Addi- 
tionally this  proviso  should  in  due  course  be  reanalyzed  in 
light  of  the  ultimate  outcome  of  the  pending  FTC  proceed- 
ing against  AMA  and  others. 

The  potential  of  perceived  antitrust  trends  for  adverse 
long  range  impact  upon  traditional  bona  fide  activities  of 
organized  medicine  is,  in  our  view,  regrettably  serious  and 
imminent.  It  presents  a challenge  to  all  Texas  physicians, 
together  with  TMA’s  leadership,  staff  and  legal  counsel, 
to  respond  on  a professionally  positive  and  appropriate 
basis. 

Jack  D.  Maroney 
Will  G.  Barber 

Brown,  Maroney,  Rose,  Baker  & Barber 
TMA  Legal  Counsel 
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Each  gram 
contains:  Aerosporin** 
(Ftolymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
ase),  special  white  petrolatum  qs.  in  tubes  of  1 oz 
nd  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

M DICATIONS;  Therapeutically,  (as  an  adjunct  to  sys- 
jmic  therapy  when  indicated),  for  topical  infections, 
rimary  or  secondary,  due  to  susceptible  organisms,  as 
i;  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
xterna;  primary  pyodermas  (impetigo,  ecthyma, 
ycosis  vulgaris,  paronychia);  secondarily  infected 
ermatoses  (eczema,  herpes,  and  seborrheic  derma- 
tis);  traumatic  lesions,  inflamed  or  suppurating  as  a 
esult  of  bacterial  infection.  Prophylactically.  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 

thedevelopment  of  infection  and  permit  wound  healing 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 


WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended 


PRECAUTIONS;  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs. 


ADVERSE  REACTIONS;  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 


When  using  neomycin-containing  products  to  control 


Complete  literature  available  on  request  from 
Professional  Services  Dept  PML. 


Pinworm 


Vermox: 
awfiolly  simple 


No  dosage  calculation 


one  dose 


single  VERMOX  100  mg  tablet  is  the  treatment  for  pinworm 
in  both  adults  and  children*  of  all  body  weights;  no  dosage 
calculations  or  confusion 


onetime 


the  VERMOX  tablet  may  be  taken  any  time  that  is 
convenient,  so  that  normal  routines  won  t be  interrupted; 
convenient  schedule  encourages  compliance 


one  tablet 


chewable,  orange-flavored  VERMOX  tablet  may  also  be 
crushed  and  mixed  or  simply  swallowed;  no  messy  liquid 
to  spill  and  no  dye  to  stain 


95%  cure 


mean  cure  rate  in  clinical  studies  was  95% 

(range:  90% -100%  ) after  treatment  with  one  VERMOX  tablet; 
in  cases  of  reinfection,  a second  tablet  is  advised 


* Because  Vermox  has  not  been  extensively  studied  in  children  under  two  years  of  age,  the 
relative  benefit /risk  should  be  considered  before  treating  these  children.  Vermox  is 
contraindicated  in  pregnancy  (see:  Pregnancy  Precautions)  and  in  persons  who  have  shown 
hypersensitivity  to  the  drug. 


Vermox 

. ^ TRADEMARK  -| 

(mebendazole) 


diewable 

tablets 


Description  VERMOX  (mebendazole)  is  methyl 
5benzoylbenzimidazole'2carbamate. 
iVctions  VERMOX  exerts  its  anthelmintic  effect  by 
blocking  glucose  uptake  by  the  susceptible  helminths, 
thereby  depleting  the  energy  level  until  it  becomes 
inadequate  for  survival. 

In  man,  approximately  2%  of  administered  meben- 
dazole is  excreted  in  urine  as  unchanged  drug  or  a 
primary  metabolite.  Following  administration  of  100  mg 
of  mebendazole  twice  daily  for  three  consecutive  days, 
plasma  levels  of  mebendazole  and  its  primary 
metabolite,  the  2-amine,  never  exceeded  0.03  fz  g/ ml 
and  0.09  pt  g/ml,  respectively. 

Indications  VERMOX  is  indicated  for  the  treatment  of 
Trichutis  trichiura  ( whipworm ),  Enterobius  vermicularis 
(pinworm ),zlscaris  lumhricoides  (roundworm), /tncp/os- 
toma  duodenale  (common  hookworm ),  Afeca/or amen- 
canus  (American  hookworm)  in  single  or  mixed  infections. 
Efficacy  varies  in  function  of  such  factors  as  pre-existing 


diarrhea  and  gastrointestinal  transit  time,  degree  of 
infection  and  helnunth  strains. 

Contraindications  VERMOX  is  contraindicated  in 
pregnant  women  (see:  Pregnancy  Precautions)  and  in 
persons  who  have  shown  hypersensitivity  to  the  drug. 
Precautions  PREGNANCY  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats  at 
single  oral  doses  as  low  as  10  mg/kg.  Since  VERMOX 
may  have  a risk  of  producing  fetal  damage  if  adminis- 
tered during  pregnancy,  it  is  contraindicated  in 
pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benefit  / risk  should  be  considered. 

Adverse  reactions  Transient  symptoms  of  abdominal 
pain  and  diarrhea  have  occurred  in  cases  of  massive 
infection  and  expulsion  of  worms 


Dosage  and  administration  The  same  dosage  schedule 
applies  to  children  and  adults.  The  tablet  may  be 
chewed,  swallowed  or  crushed  and  mixed  with  food. 

For  the  control  of  pinworm  (enterobiasis),  a single  tablet 
is  administered  orally,  one  time. 

For  the  control  of  roundworm  ( ascariasis ),  whipworm 
(trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  eve- 
ning, on  three  consecutive  days. 

If  the  patient  is  not  cured  three  weeks  after  treatment,  a 
second  course  of  treatment  is  advised.  No  special  proce- 
dures, such  as  fitsting  or  purging,  are  required. 

How  supplied  VERMOX  is  available  as  chewable 
tablets,  each  containing  100  mg  of  mebendazole,  and  is 
supplied  in  boxes  of  twelve  tablets. 

VERMOX  (mebendazole)  is  an  original  product  of 
Janssen  Pharmaceutica,  Belgium,  and  co-developed  by 
Ortho  Pharmaceutical  Corporation. 

ORTHO 


ORTHO  PHARMACEUTICAL  CORPORATION 
Raritan.  New  Jersey  08869 
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CAPITAL  COMMENTS 


TEXAS  GOVERNOR'S  APPOINTMENTS  Governor 
Bill  Clements  has  appointed  Mr  William  R.  Keener  of 
Brownwood,  to  the  Texas  Health  Facilities  Commission 
for  a six-year  term  to  expire  Feb  1,  1985.  Mr  Keener 
replaces  Renal  Rosson. 

TEXAS  TEXAS  STATE  BOARD  OF  MEDICAL  EXAM- 
INERS AMENDS  RULES  ON  APPLICATIONS  The  Tex- 
as State  Board  of  Medical  Examiners  has  issued  new  rule 
386.07.00  which  states  that  all  information  required  on 
applications  and  instruction  forms  used  by  the  Board  of 
Medical  Examiners  will  conform  to  the  Medical  Practice 
Act  and  the  rules  promulgated  by  the  Board.  The  Board 
adopted  the  following  forms:  (1)  “examination  application 
for  licensure”  with  accompanying  “instructions  for  com- 
pleting full  examination  application”;  (2)  “examination 
application  for  licensure”  with  accompanying  “instructions 
for  foreign  and  Canadian  graduates”;  (3)  “reciprocity 
application  for  licensure”  for  foreign  graduates;  (4)  “reci- 
procity application  for  licensure  ” for  United  States  and 
Canadian  graduates;  (5)  “application  for  institutional  per- 
mit”; (6)  “questionnaire  for  visiting  professors”;  (7)  “appli- 
cation for  a duplicate  license”;  (8)  “application  for  a 
physician  to  supervise  physicians’  assistants”;  and  (9) 
“application  for  annual  renewal  of  physician’s  permit.” 
These  forms  may  be  examined  and  copies  may  be 
obtained  at  the  Office  of  the  Texas  State  Board  of  Medical 
Examiners,  Suite  900,  21 1 East  7th  Street,  Austin,  Texas 
78701. 

WASHINGTON  FEDERAL  FUNDING  OF  HOUSE 
CAMPAIGNS  REJECTED  Recently  the  House  Admin- 
istration Committee,  in  a 1 7 to  8 vote,  refused  to  report  to 
the  House  Floor  HR  1,  a bill  that  would  provide  public 
funds  to  finance  House  General  Election  campaigns.  It 
was  the  fourth  committee  defeat  in  the  past  five  years  for 
proponents  of  public  financing.  As  in  the  past,  significant 
opposition  from  some  committee  Democrats  teamed  with 
the  united  opposition  of  committee  Republicans  to  defeat 
the  House  Democratic  leadership’s  strong  push  to  report 
the  bill  out  of  committee. 

WASHINGTON  SENATOR  RIBICOFF  TO  RETIRE 
Senator  Abraham  Ribicoff,  D-Conn,  a member  of  the 
Senate  Finance  Health  Subcommittee  and  long-time  pro- 
ponent of  catastrophic  health  insurance,  has  announced 
his  intentions  to  not  seek  reelection  in  1980,  at  the  end  of 
his  current  term.  Ribicoff  entered  the  Senate  in  1962,  and 
has  prior  service  as  a member  of  the  House  of  Repre- 


sentatives, Governor  of  Connecticut  and  as  Secretary  of 
HEW. 

WASHINGTON  SENATE  VOTES  TO  REVISE  AND 
EXTEND  HEALTH  PLANNING  LAW  The  Senate  has 
passed  S-544,  to  revise  and  extend  through  fiscal  1982, 
programs  administered  by  the  Public  Health  Service  Act, 
which  created  HSAs.  The  bill,  introduced  by  Senator 
Edward  Kennedy,  is  termed  by  him,  “A  prelude  and 
adjunct  to  the  kind  of  national  health  insurance  program  I 
believe  we  can  all  support.”  The  bill,  similar  to  last  year’s 
S-2410,  which  was  passed  by  the  Senate  but  was  not 
passed  by  the  House,  makes  a number  of  changes  in  the 
current  program. 

Among  those  revisions  are:  extending  the  requirements 
for  certificate  of  need  (CON);  reviewing  all  major  medical 
equipment  valued  over  $1 50,000  to  see  if  it  is  to  be  used 
to  provide  services  on  a regular  basis  to  hospital  inpa- 
tients; providing  that  only  new  institutional  health  services 
with  annual  operating  costs  of  $75,000  or  more  be  subject 
to  CON  review;  and,  establishing  certain  limited  criteria  to 
be  used  in  processing  qualified  HMO  applications  for 
medical  equipment  over  $150,000  and  for  new  inpatient 
hospital  facilities.  S-544  also  provides  that  the  Governor 
as  well  as  the  State  Health  Coordinating  Council  must 
approve  the  State  medical  facilities  plan,  that  CON  deci- 
sions must  be  consistent  with  the  State  health  plan,  and 
that  approved  CON’s  be  reviewed  every  24  months  and 
approval  withdrawn  under  certain  conditions.  It  also  es- 
tablishes a new  program  to  assist  the  voluntary  discontin- 
uance of  conversion  of  unneeded  hospital  services. 
Meanwhile,  the  House  Commerce  Health  Subcommittee 
is  in  the  process  of  marking  up  its  health  planning 
amendments,  has  rejected  a provision  to  extend  CON  to 
major  medical  equipment  in  physicians’  offices,  and  has 
tentatively  decided  to  exempt  HMOs  and  home  health 
agencies  from  the  CON  process. 

WASHINGTON  HEALTH  POLICY  ANALYST  CALLS 
LONG  PLAN  INFLATIONARY.  Senator  Edward  Kenne- 
dy and  other  advocates  of  comprehensive  national  health 
insurance  face  a strong  challenge  from  Senator  Russell 
Long  and  advocates  of  catastrophic  health  insurance, 
according  to  J.  Winsten,  Director  of  the  Office  of  Health 
Policy  Information  at  the  Harvard  University  School  of 
Public  Health.  By  guaranteeing  coverage  for  large  medi- 
cal bills,  the  Long  proposal  embraces  the  same  principle 
of  uncontrolled,  open-ended  spending  that  has  character- 
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Editor's  note:  "Capital  Comments " is  prepared  by  Brown,  Maroney, 
Rose.  Baker  & Barber,  TMA  Legal  Counsel,  and  highlights  current 
items  of  interest  relating  to  health  matters  in  the  US  Congress,  federal 
agencies,  state  legislatures,  and  Texas  administrative  agencies. 


ized  the  Medicare  and  Medicaid  programs,  Winsten  re- 
cently said.  He  said  that  enactment  of  a catastrophic  plan 
would  serve  to  exacerbate  inflationary  trends,  while  in 
comparison,  comprehensive  national  health  insurance 
offers  .effective  means  for  limiting  costs  while  improving 
health  benefits. 

WASHINGTON  GAO  CRITICAL  OF  HOME  HEALTH 
CARE  Home  health  agencies  have  been  excessively 
reimbursed  by  Medicare,  the  General  Accounting  Office 
recently  said  in  a report  which  documents  wide  variances 
and  inadequacies  in  Medicare's  reimbursement  proce- 
dure for  home  health  care.  GAO  looked  into  Medicare's 
cost  reimbursement  system  and  recommended  that 
HEW’s  Health  Care  Financing  Administration  develop 
limits  on  certain  home  health  care  spending,  including 
management  and  clerical  costs.  GAO  looked  at  eight 
agencies  in  Florida  and  found  the  cost  claim  for  a home 
health  visit  in  fiscal  1976  ranged  from  $16.61  to  $33.26. 
GAO  further  found  a non-profit  Medicare  provider  had 
spent  $310,400  for  management  and  clerical  costs  in 
fiscal  1976  while  a visiting  nurse  association  in  a nearby 
county  spent  only  $132,600  for  similar  expenses.  Single 
copies  of  “Home  Health  Care  Services,  Tighter  Fiscal 
Controls  Needed’’  are  free  from  US  General  Accounting 
Office,  Distribution  Section,  Room  1518,  441  G Street, 
NW,  Washington,  DC  20548.  Request  Report  #HRD-79- 
17. 

WASHINGTON  GMENAC  REPORTS  ON  FUTURE 
PHYSICIAN  SUPPLY  The  Graduate  Medical  Education 
National  Advisory  Committee  has  issued  the  first  few 
copies  of  its  long-awaited  327-page  interim  report.  The 
interim  document  provides  background  material  for  a final 
report,  due  in  1980,  on  how  to  improve  the  future  supply 
and  distribution  of  physicians  by  altering  the  number  and 
distribution  of  specialty  training  positions  filled  by  medical 
school  graduates.  GMENAC  recommendations  on  spe- 
cialty distribution  of  graduate  medical  education,  the  total 
size  of  medical  and  osteopathic  classes,  and  how  foreign 
medical  graduates  should  fit  in  are  among  the  recommen- 
dations. They  also  plan  to  recommend  ways  to  support 
GME,  an  undergraduate  medical  education,  financially, 
and  the  numbers,  kinds  and  roles  of  non-physician 
providers  needed  for  the  future.  Some  of  the  figures  of 
the  interim  report  are  as  follows:  the  supply  of  active 
physicians  is  expected  to  grow  by  58%  between  1975 
and  1990  to  reach  nearly  600,000  active  physicians.  The 


previous  15-year  period  saw  a growth  rate  of  50%.  The 
ratio  of  physicians  to  population  in  1990  is  anticipated  to 
be  245  per  100,000  as  compared  to  177  per  100,000  in 
1975  or  136  per  100,000  in  1960.  Some  276,000  new 
physicians  will  enter  the  supply  by  1990,  with  the  annual 
number  of  medical  school  graduates  expected  to  reach 
17,604  by  1990.  This  would  represent  a 39%  increase 
over  the  1974-75  number  of  12,714.  Copies  are  available 
of  the  interim  report  of  the  Graduate  Medical  Education 
National  Advisory  Committee  to  the  Secretary,  Depart- 
ment of  Health,  Education  and  Welfare,  from  the  Office  of 
Communications,  Health  Resources  Administration, 

Room  10-30,  3700  Eastwest  Highway,  Hyattsville,  MD 
20782. 

WASHINGTON  FEDERAL  HOSPITAL  AID  The  Amer- 
ican Hospital  Association  has  announced  it  will  file  suit 
against  the  Department  of  Health,  Education  and  Welfare 
to  stop  implementation  of  regulations  requiring  hospitals 
that  receive  federal  funds  to  provide  low-cost  patient  care. 
Although  the  suit  has  not  yet  been  filed,  a spokesman  for 
AHA  said  it  would  be  presented  within  30  days,  along  with 
a detailed  account  of  the  criteria  involved.  In  announcing 
the  suit,  AHA  President  McMann  said,  ‘Additional  ser- 
vices required  by  these  regulations  are  characterized  as 
‘free  care'  but  there  is  no  such  thing  as  free  care. ' Also 
he  said,  “Higher  costs  to  hospitals  and  private  patients 
made  the  program  clearly  unreasonable. " 

WASHINGTON  HOUSE  APPROPRIATIONS  COMMIT- 
TEE ACTION  The  House  Appropriations  Committee 
recently  voted  out  of  the  fiscal  1980  budget  for  the 
Department  of  Labor  and  Health,  Education  and  Welfare, 
a measure  which  recommends  $60.9  billion  for  HEW  next 
year.  Under  the  bill,  HEW  would  get  about  $4  billion  more 
than  in  1979,  including  $1.9  billion  increase  from  the  $25 
billion  it  received  for  health  programs  last  year.  The  Com- 
mittee report  lists  9 health-related  highlights:  $339  million 
for  health  center  grants,  $380  million  for  maternal  and 
child  health,  $165  million  for  family  planning  (up  $30 
million),  $3.4  billion  for  the  National  Institute  of  Health  (up 
$209  million  from  the  Administration’s  request),  $145 
million  for  mental  health  research,  $35  million  for  commu- 
nity health  centers,  $129  million  to  restore  health  man- 
power programs  that  the  Administration  wanted  to  cut 
back,  an  increase  of  $32.2  million  over  1979  for  HMOs 
and  $12.6  billion  for  the  federal  share  of  Medicaid. 
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Memorial  Library 

Texas  Medical  Association 
1801  N.  Lamar  Blvd. 
Austin,  Tx.  78701 
(512)477-6704 


The  Memorial  Library  is  maintained  and  operated  by  the  Texas  Medical  Association  as  a service 

to  its  members.  But  what  does  it  really  have  to  offer  YOU? 

The  audiovisuals  catalog — a description  of  our  films,  audiocassettes,  slides,  and  videotapes.  You 
can  order  any  of  the  items  free  of  charge. 

Audiocassettes  (such  as  Audio  Digest) — available  in  15  specialty  areas  or  series.  You  may  sub- 
scribe to  two  tape  series  free  of  charge,  and  to  each  additional  series  for  $15.00.  The  tapes 
will  be  sent  to  you  biweekly. 

A list  of  the  Library's  journals — to  aid  in  ordering  material  from  us. 

Reference  services — computer-generated  bibliographies  of  current  literature  and  manual 
searches  of  older  literature;  packets  of  journal  and  book  literature  on  a specific  topic;  or 
book  and  journal  articles  from  bibliographies  that  you  send  us.  You  can  reach  us  easily 
with  a request  for  material,  by  phone  or  by  mail  (using  a letter  or  a Physicians  Request 
Form  specifically  designed  for  that  purpose).  All  of  these  services  are  free  to  TMA  mem- 
bers. 

SDILINE  — monthly  computer  printouts  to  keep  you  up  to  date  in  your  particular  area(s)  of 
interest.  The  charge  per  subject  is  $10.00  for  six  months  and  $18.00  for  a year. 

The  new  books  current  awareness  service — a bibliography  compiled  quarterly  for  you  in  up  to 
three  subject  fields.  These  books  are  all  available  from  the  TMA  Library,  and  the  service  is 
free. 

These  and  other  services  are  available  from  your  Library.  For  more  information,  complete  and 

return  the  attached  card. 


(Please  Detach  and  Mail) 

I would  like  to  receive  the  following: 

audiovisuals  catalog  Physician’s  Request  Forms 

audiocassette  series  order  form  SDILINE  brochure 

journal  list  new  books  current  awareness  order  form 

Name 
Address  

City  State Zip 

PLEASE  PRINT  OR  TYPE 


Complete  and  mail  to;  TMA  Memorial  Library,  1801  N.  Lamar,  Austin,  TX  78701. 
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This  aslhmallc 

Isn’t  worried  ahoul  his  next  hrealh... 


he’s  active 
he’s  effectively 
maintained  on 


contains  theophylline  (anhydrous)  1 50  mg 
ond  glyceryl  guoiocolote  (guaifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomotic  relief  of  bronchospostic 
conditions  such  os  bronchiol  asthma,  chronic  btonchitis, 
and  pulmonory  emphysema 

Warnings:  Do  not  odminisrer  more  frequently  then  every 
6 hours,  or  within  12  hours  ofrer  reaal  dose  of  ony  preporo- 
tion  contoining  theophylline  or  ominophylline.  Do  nor 
give  other  compounds  containing  xanthine  derivotives 
concurrently 

Precoufions:  Use  with  caution  in  potienrs  with  cordioc 
diseose,  hepatic  or  renol  impairment.  Concurrent  odminls- 
rrotion  with  cerroin  ontibiorics,  i.e  , clindamycin,  erythro- 
mycin, rroleondomycin,  may  result  in  higher  serum  levels 
of  theophylline  Plosmo  prothrombin  and  factor  V moy 
increase,  but  ony  clinical  effect  is  likely  to  be  smoll  Metab- 
olites of  guaifenesin  moy  contribute  to  increased  urinary 
5-hydroxyindoleaceric  ocid  reodings,  when  determined 
with  nirrosonophthol  reogenr,  Sofe  use  in  pregnancy  has 
not  been  established  Use  in  cose  of  pregnancy  only  when 
cleorly  needed 

Adverse  Reooions:  Theophylline  may  exert  some  srimu- 
loring  effea  on  the  cenrrol  nervous  system.  Its  odminisfro- 
rion  may  couse  locol  irnrorion  of  the  gosrric  mucosa,  with 
possible  gosrric  discomfort,  nouseo,  and  vomiting.  The 
frequency  of  adverse  reactions  is  related  to  the  serum 
theophylline  level  ond  is  nor  usuolly  a problem  or  serum 
theophylline  levels  below  20  mcg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  ond  1000  and 
unit-dose  pocks  of  100,  Liquid  in  bottles  of  1 pint  ond  1 
gallon. 

See  package  insert  for  complete  prescribing  information. 

l!T®]in  PHARMACEUTICAL  DIVISION 

© 1979  Mead  Johnson  & Company  • Evansville.  Indiana  47721  U.S.A.  MJL  8-4294R2 


STANDS  UP 

TO  SET  THE  RECORD  STRAIGHT! 


The  TEXAS  MEDICAL  LIABILITY  TRUST  stands  up  as  a viable  insurance  entity. 
The  Trust  began  issuing  coverage  to  TMA  members  on  January  1 , 1979,  and  con- 
tinues to  issue  coverage  on  a daily  basis. 

Available  to  TMA  members; 

— Non-assessable  occurrence  professional  liability  policies 
— Prior  Acts  Coverage 
— Excess  Coverage 

TMLT  has  reinsurance  with  Lloyd’s  of  London.  The  Trust  has  surplus  sufficient  to 
cover  claims  under  $200,000.  Reinsurance  is  less  costly  if  only  higher  levels  of  risk 
are  insured.  TMLT  is  reinsuring  all  claims  in  excess  of  $200,000  to  their  policy 
limits  of  $750,000.  There  is  no  aggregate  limit  on  the  amount  of  risk  taken  by  the 
reinsurer. 

TMLT  provides  the  opportunity  for  its  policyholders  to  purchase  excess  coverage 
through  its  reinsurance  broker,  since  the  JUA  provides  excess  coverage  only  to  its 
member  companies. 

TMLT  has  three  members  serving  on  the  Texas  State  Board  of  Insurance  nine- 
member  Advisory  Committee. 

TMLT  STANDS  UP  TO  BE  COUNTED  AS  A VIABLE  INSURANCE  ENTITY 

FOR  TMA  PHYSICIANS 


For  Information  Contact 

“A  health  care  liability  claim  trust 
created  by  the  Texas  Medical  Association" 

mo" 
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TEXAS  MEDICAL  LIABILITY  TRUST 
21 1 East  7th  • Austin,  Texas  78701  • (512)  472-3322 


DOCTOR,  IT’S  YOUR  PATIENT 


For  Your  Patient’s  Benefit: 

Support 

•Volunteer  blood  donor  recruitment 
•Approved  commimity  blood  recruitment  projects 

Relate  To 

• Yoiu*  hospital  Blood  Bank  and  Transfusion  Service,  and  its 
Medical  Director 

•Your  hospital  transfusion  committee 
•Your  regional  blood  center 

•Issues  of  your  Texas  Medical  Association  and  Coimty  Medical 
Society  dealing  with  blood 

•The  TMA  Committee  on  Blood  Banking  and  Blood  Transfusion 


A public  service  announcement  sponsored  by  the  TMA  Committee  on  Blood  Banking  and  Blood  Transfusion  and 
Texas  Medicine. 
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U- 


DIAGNOSTIC  CLINIC  OF  HOUSTON 


6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 
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George  T.  Conklin,  MD 
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Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 
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Donald  J.  Russell,  MD 
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WHAT’S  NEW 


What’s  new  in  otorhinolaryngology 

George  A.  Gates,  MD  G.  Richard  Holt,  MD 
Douglas  E.  Mattox,  MD  John  C.  Cooper,  PhD 

Tonsillectomy  and  adenoidectomy 

In  the  past  ten  years,  the  total  number  of  tonsillectomies 
performed  in  the  United  States  has  decreased  by  nearly 
50%  and  tonsillectomy  is  no  longer  the  most  commonly 
performed  operation.  Likewise,  adenoidectomy  is  indicat- 
ed only  when  evidence  of  nasal  breathing  disturbance  or 
continued  anatomic  eustachian  tube  blockage  is  con- 
firmed. 

As  our  understanding  of  immunology  broadens,  it  is 
thought  that  the  lymphoid  nodules  in  Waldeyer’s  ring, 
specifically  the  tonsils,  are  sites  of  maturation  of  both  B- 
lymphocytes  and  T-lymphocytes.  The  T-lymphocyte  ap- 
pears to  be  capable  of  formation  of  cell-mediated  immune 
responses  (interferon  and  transfer  factor),  while  the  B- 
lymphocytes  develop  humoral  immunity  through  the  pro- 
duction of  the  immunoglobulins.^  Upon  entering  the  upper 
respiratory  passages,  antigens  stimulate  production  of 
IgA,  IgE,  and  IgG  immunoglobulins  by  these  lymphoid 
aggregates  and  provide  the  host  with  methods  to  deal 
with  external  pathogens.  In  addition,  tonsillar  and  adenoid 
tissues  are  considered  to  be  capable  of  local  phagocy- 
tosis of  viruses  and  bacteria.  Epstein-Barr  virus  anti- 
bodies are  found  in  high  levels  in  tonsillar  tissue,  indi- 
cating either  a predilection  for  this  tissue  by  the  virus  or  an 
efficient  system  of  extracting  the  virus  prior  to  entry  into 
the  body  systems.^ 

The  tonsil  is  felt  to  play  a major  role  in  the  early  de- 
velopment of  the  body’s  immune  system  to  external  path- 
ogens; routine  alteration  of  this  system  by  tonsillectomy  is 
a questionable  activity.  There  are  definite  indications  for 
tonsillectomy  in  selected  individuals,  including  peritonsil- 
lar abscess,  suspected  tumor,  chronic  and  recurrent  ton- 
sillitis (due  to  an  ineffective  immune  system),  and  some 
cases  of  sleep  apnea  due  to  upper  airway  obstruction. 

Several  controlled  studies  on  the  efficacy  of  tonsillecto- 
my and  adenoidectomy  are  under  way  at  major  institu- 
tions across  the  country. ^ 

Tympanotomy  and  ventilating  tubes 

The  use  of  tympanotomy  ventilating  tubes  in  middle  ear 
disease  has  become  a widespread  practice.  A common 
misconception  is  that  tubes  are  inserted  into  the  eardrums 


for  drainage  purposes.  However,  the  primary  purpose  of 
these  tubes  is  to  “ventilate”  the  middle  ear  in  order  to 
provide  the  best  environment  for  the  mucosa  there. 

Classically,  the  development  of  middle  ear  effusion  has 
been  attributed  to  inadequate  function  of  the  eustachian 
tube.  It  is  now  known  that  the  middle  ear  mucosa  is  cap- 
able of  producing  secretory  IgA  and  IgG,  which  are  con- 
centrated in  the  middle  ear  fluids.  Thus  a number  of 
hyperimmune  (allergic)  or  hypoimmune  (hypogamma- 
globulinemia) disease  complexes  may  produce  middle 
ear  disease.  Recurrent  otitis  media  with  effusion,  whether 
purulent  or  serous,  should  raise  the  question  of  an  im- 
mune complex  disease  and  appropriate  studies  should  be 
obtained.  While  therapy  should  be  directed  toward  the 
primary  disease,  ventilating  tubes  will  provide  temporary 
control  of  middle  ear  effusions,  help  restore  hearing,  and 
prevent  irreversible  mucosal  disease. 

Liu  and  associates'*  found  that  serous  effusions  which 
were  thought  clinically  to  be  sterile,  yielded  positive  bac- 
terial cultures  in  52%  of  their  large  pediatric  study  popu- 
lation. With  the  increasing  age  of  the  child,  serum  IgA 
levels  increased  while  the  percentage  of  positive  bacterial 
cultures  decreased,  indicating  acquired  resistance  to 
microbial  infection. 

Ventilating  tubes  are  now  being  used  to  increase  the 
success  rate  of  tympanoplasties  in  ears  in  which  retrac- 
tion and  narrowing  of  the  middle  ear  space  are  likely  to 
develop.  The  tubes  may  also  retard  the  development  of 
retraction  pockets  by  ventilating  a marginally  aerated  ear. 

Objective  evaluation  of  hearing 

Evaluation  of  hearing  is  difficult  in  patients  who  are  un- 
willing or  unable  to  give  reliable  responses  to  subjective 
hearing  tests,  such  as  young  children  and  persons  seek- 
ing compensation.  In  young  children,  the  traditional  audi- 
ometry has  depended  upon  operant  conditioning  tech- 
niques, which  are  time  consuming  and  difficult.  In  industri- 
al compensation  cases,  in  which  hearing  loss  can  be 
exaggerated  by  the  patient,  traditional  audiometry  has 
depended  upon  presenting  a variety  of  signals  simultane- 
ously to  the  patient  in  the  hope  of  confusing  him. 

Two  objective  tests  of  hearing  are  now  available  to  the 
audiologist  to  help  resolve  these  dilemmas:  stapedius  re- 
flex thresholds,  and  brainstem  electric  response  audi- 
ometry. 

The  stapedius  muscle,  innervated  by  the  seventh 
nerve,  originates  on  the  posterior  wall  of  the  middle  ear 


TEXAS  MEDICINE 


and  inserts  upon  the  stapes.  Contraction  of  the  stapedius 
muscle  in  response  to  loud  noise  has  a slight  but  mea- 
surable damping  effect  on  the  mobility  of  the  ossicles  and 
tympanic  membrane.  Absence  of  the  acoustic  reflex  re- 
sults from  either  sensorineural  hearing  loss  (in  which  the 
reflex  is  not  elicited),  or  conductive  hearing  loss  in  which 
the  damping  effect  is  obscured  by  the  stiffened  middle  ear 
mechanism.  Sound  stimuli  at  80  to  85  decibels  are  nor- 
mally required  to  produce  the  reflex.  This  threshold  is 
elevated  by  sensorineural  hearing  loss,  however,  ears 
that  “recruit”  (ie,  have  abnormal  loudness  growth  curves 
as  seen  in  Meniere’s  disease  and  some  presbycusis)  may 
require  less  increase  in  stimulus  than  the  hearing  loss 
would  suggest.  Most  commercially  available  acoustic  re- 
flex bridges  (tympanometers)  have  a maximum  output  of 
120  db;  thus,  patients  with  sensorineural  losses  of  40  db 
or  less  can  be  identified.  The  absence  of  flex  is  nonlocal- 
izing and  must  be  interpreted  in  light  of  other  audiometric 
data  and  the  physical  examination. 

The  tympanometer  also  can  measure  the  flexibility  or 
compliance  of  the  middle  ear.  Severely  reduced  compli- 
ance is  indicative  of  a middle  ear  effusion  (serous  otitis 
media).  Dramatically  increased  compliance  suggests  os- 
sicular chain  disruption. 

The  ultimate  test  of  the  auditory  system  is  brain  stem 
electric  response  audiometry  (BSER).  This  is  a miniature 
EEG  in  which  synchronous  discharges  in  the  auditory 
pathways  of  the  brain  stem  are  recorded;  no  voluntary 
response  of  the  patient  is  required.  The  stimuli  are  very 
short  clicks,  and  recordings  are  made  via  skin  electrodes. 
The  amplitude  of  impulses  is  quite  small  and  responses  to 
several  hundred  clicks  must  be  observed  with  the  aid  of 
an  averaging  computer.  Brain  stem  responses  are  not 
affected  by  anesthetics  or  sedation;  the  only  requirement 
is  that  the  patient  remain  quiet  to  diminish  muscle  artifact. 
The  tracing  has  a series  of  waves;  the  fifth  wave,  pre- 
sumed to  represent  discharges  of  the  inferior  colliculus, 
has  the  largest  amplitude  and  is  most  readily  identified. 

As  in  other  neural  systems,  there  is  an  inverse  relation- 
ship between  the  intensity  of  the  stimulus  and  the  latency 
of  response.  This  relationship  allows  an  estimate  of  hear- 
ing threshold  within  about  20  db  for  high  frequencies.  Low 
frequencies  cannot  be  tested  because  they  cause  an 
asynchronous  discharge  in  the  cochlea. 

While  these  objective  hearing  evaluations  are  not  as 
precise  as  those  obtained  from  routine  audiometric  testing 
of  a conscientious  listener,  they  allow  a good  estimation  of 
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"What’s  New"  provides  authoritative  comments  on  recent  advances  in 
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Insulin  therapy  for  diabetic  ketoacidosis 

Phillip  L.  Poffenbarger,  MD  William  P.  Deiss,  Jr,  MD 


More  than  20  published  papers  on  the  use  of  low-dose 
insulin  therapy  in  the  treatment  of  diabetic  ketoacidosis 
have  appeared  since  1973.  Proponents  of  low-dose  insu- 
lin therapy  argue  that  this  represents  a clinically  important 
advance  in  management,  whereas  others  have  urged 
caution  in  accepting  this  emerging  therapeutic  doctrine. 
This  brief  overview  summarizes  the  rationale  for  low-dose 
insulin  therapy  and  places  this  new  concept  into  useful 
clinical  practice. 


The  early  clinical  studies  on  the  management  of  diabetic 
ketoacidosis  quite  properly  focused  on  establishing  the 
physiological  principles  for  judicious  fluid-  and  electrolyte- 
replacement  therapy.  The  introduction  of  insulin  in  1922 
was  followed  by  such  a dramatic  clinical  success  in  over- 
all mortality  from  diabetic  ketoacidosis  that  it  was  small 
wonder  little  critical  attention  was  given  to  insulin  dosage 
regimens.  In  1945,  Howard  Root  of  the  Joslin  Clinic  in 
Boston  published  the  first  study  appraising  insulin  dosage 
regimens  and  concluded  that  lower  mortality  was  realized 
with  high-dose  insulin  therapy.^  A similar  conclusion  was 
reached  four  years  later  by  Black  and  Malins;^  subse- 
quently, a therapeutic  “doctrine”  was  established  which 
promulgated  the  use  of  high-dose  insulin  therapy  in  the 
management  of  diabetic  ketoacidosis.  This  was  followed 
by  the  formulation  of  the  hypothesis  that  insulin  resistance 
existed  in  ketoacidosis,  which  later  gained  support  from 
studies  of  insulin  action  in  vitro  at  varying  pH.  By  1958 
these  concepts  were  firmly  entrenched  in  the  teachings 
and  practice  of  medicine. 

The  earliest  report  casting  doubt  on  these  precepts 
appeared  in  1 954, ^ but  it  was  not  until  1 962  that  Shaw  and 
coworkers^  demonstrated  that  low-dose  insulin  therapy 
might  be  feasible. 

Rationale  and  Plan  for  Low-Dose  Insulin 

Insulin  therapy  in  diabetic  ketoacidosis  reduces  blood  glu- 
cose, free  fatty  acids,  potassium,  and  phosphorus;  hepat- 
ic glycogenesis  is  stimulated,  but  ketogenesis  and  glu- 
coneogenesis  are  inhibited.  Insulin  does  not  affect  all  of 
these  processes  equally.  Each  responds  maximally  to 
varying  levels  of  insulin.  These  relative  insulin  sensitivities 
may  be  listed  as  shown  in  Fig  1 . 

For  example,  inhibition  of  lipolysis  in  humans  occurs 
half-maximally  at  plasma  insulin  levels  of  only  25  ;u.U/ml.^ 


The  normal  insulin  level  after  an  overnight  fast  ranges 
from  5 to  10  /MU/ml  after  a meal.  During  high-dose  insulin 
therapy  in  diabetic  ketoacidosis,  plasma  insulin  levels 
may  easily  exceed  1,000  /xU/ml  and  cause  rapid  reduc- 
tions in  plasma  glucose  and  rapid  shifts  in  potassium  and 
phosphorus. 

These  rapid  changes  in  glucose,  potassium,  and  phos- 
phorus during  high-dose  therapy  are  best  avoided  since 
each  can  lead  to  the  serious  complications  of  hypogly- 
cemia and  osmotic  disequilibrium  in  the  brain,  hypokale- 
mic cardiac  arrhythmias,  and  hypophosphatemic  altera- 
tions in  oxygen-carrying  capacity  manifest  as  increased 
oxygen-hemoglobin  affinity  and  lactic  acidemia.® 

These  new  precepts  have  led  to  the  clinical  discovery 
that  frequent  intramuscular  or  continuous  intravenous 
insulin  therapy  will  achieve  plasma  insulin  levels  varying 
within  a more  physiological  range  (50-250  /LtU/ml)  and 
result  in  smoother  control  of  the  ketoacidosis  with  less 
morbidity.^® 

The  basic  plan  for  insulin  therapy  may  be  approached 
as  follows: 

1 . Begin  with  an  intravenous  loading  dose  of  regular 
insulin  between  10  and  25  units  for  adults,  or  calculated 
as  0.1 5 to  0.30  U/kg  body  weight. 

2.  Institute  either  frequent  intramuscular  (deltoid)  regu- 
lar insulin  on  an  hourly  basis  giving  0.1  U/kg  each  hour, 
or  give  0.1  U/kg/hour  by  a continuous  intravenous  route. 
The  insulin  for  intravenous  therapy  may  be  prepared  easi- 
ly by  placing  50  units  regular  insulin  in  500  ml  of  physio- 
logical (0.9%)  saline  and  infusing  this  by  pediatric  micro- 
drip at  about  60  ml/hr.  The  addition  of  albumin  (2.5%) 

to  the  fluid  is  optional. 

Either  of  these  approaches  will  achieve  appropriate 
plasma  insulin  levels  for  the  reversal  of  the  ketoacidic 
state.  In  addition  to  the  above  it  is  wise  to  consider  also 
the  following  guidelines  in  overall  management: 

1.  If  severe  dehydration  exists,  intramuscular  insulin 
may  not  be  absorbed  rapidly;  therefore,  intravenous  ther- 
apy is  preferred. 

2.  Normal  (0.9%)  saline  is  the  preferred  starting  intra- 
venous fluid  unless  saline  overload  (edema,  heart  failure) 
coexists,  or  hypernatremia  is  present  (Na&  150). 

3.  Sodium  bicarbonate  therapy  is  not  indicated  unless 
the  acidosis  is  severe,  ie,  pH«7.10,  and  then  it  should 
be  used  sparingly. 

4.  Potassium  phosphate  should  be  added  to  the  fluid 
therapy  regimen  (20  mEq/liter  usually)  as  a precaution 
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against  insulin-induced  hypokalemia  and  hypophospha- 
temia. 

5.  Glucose  (5%  dextrose  intravenously)  should  be  start- 
ed when  the  plasma  glucose  approaches  200  to  300  mg/ 
100  ml. 

There  is,  of  course,  no  substitute  for  frequent  monitor- 
ing of  the  patient's  condition.  The  physician  must  be  ready 
to  alter  the  treatment  plan  based  upon  any  emerging 
problem  that  may  develop.  The  above  serves  only  as  a 
guide  to  the  new  concepts  in  approach  to  low-dose  insulin 
therapy  of  diabetic  ketoacidosis. 

As  with  any  set  of  guidelines,  dramatic  exceptions  may 
occur.  One  such  exception  is  the  case  of  severe  insulin 
resistance  caused  by  high  levels  of  circulating  antibody  to 
insulin.  This  situation  is  seen  most  commonly  in  the  dia- 
betic who  has  been  treated  intermittently  with  insulin. 
Generally,  it  is  reasonable  to  double  the  insulin  dose  or 
rate  of  administration  if  no  response  has  been  realized 
in  the  first  two  hours  of  therapy.  This  doubling  of  insulin 
dosage  may  be  necessary  every  two  hours  until  an  initial 
response  is  seen.  Fortunately,  this  form  of  insulin  resis- 
tance is  rare,  occurring  in  less  than  1 % of  diabetics  in 
ketoacidosis. 


7,  Insulin  effects  on  metabolism. 


Metabolic  Parameter  Affected 

Insulin  Sensitivity 

Potassium  shift  into  cells 

Least 

Phosphorus  shift  into  cells 

Glucose  uptake 

Intermediate 

Inhibition  of  gluconeogenesis 

Stimulation  of  glycogenesis 

Inhibition  of  lipolysis 

Most 
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Renal  sodium  regulation 
and  salt-wasting  nephropathy 

John  R.  Barrett,  MD 


The  kidney  maintains  total  body  sodium  in  a steady  state. 
In  certain  conditions,  however,  the  mechanism  by  which 
the  kidney  maintains  a steady  state  is  deranged,  and  uri- 
nary sodium  loss  ensues.  This  article  will  discuss  regula- 
tion of  sodium  and  review  the  recognized  causes  of  renal 
salt  wasting. t 


Normal  Sodium  Regulation 

Renal  regulation  of  sodium  begins  at  the  glomerulus 
where  the  glomerular  filtrate  formed  is  essentially  an  ultra- 
filtrate of  plasma.  The  proximal  convoluted  tubule  has  the 
capacity  to  reabsorb  65%  of  the  filtered  sodium  (Fig  1). 
The  amount  of  sodium  reabsorbed  varies  directly  with  the 
glomerular  filtration  rate  as  described  below.  Although 
controversial,  thermodynamic  and  metabolic  data  suggest 
that  one-third  of  the  sodium  reabsorbed  in  the  proximal 
convoluted  tubule  is  reabsorbed  actively  and  two-thirds 
are  reabsorbed  passively.  The  intercellular  space  be- 
tween adjacent  proximal  tubule  cells  may  play  an  impor- 
tant role  in  sodium  transport  in  this  segment  (Fig  2)1 

1 


DCT 


PCT  = proximal  convoluted  tubule 
DCT  = distal  convoluted  tubule 
TAL  = thick  ascending  limb 


The  thin  descending  and  thin  ascending  limbs  of  Henie 
are  lined  with  cells  which  do  not  actively  transport  sodium. 
Fluid  which  leaves  the  proximal  convoluted  tubule  is  isos- 
motic  to  plasma;  but  in  the  thin  descending  limb,  intra- 
luminal sodium  concentration  increases  as  water  is  ex- 
tracted into  the  hyperosmolar  interstitium.  There  may  be 
passive  sodium  and  chloride  addition  into  tubular  fluid  in 
the  descending  limb,  but  only  to  a minor  extent.  As  fil- 
trate courses  through  the  thin  ascending  limb,  the  sodium 
diffuses  into  the  medullary  interstitium  following  a concen- 
tration gradient.  As  sodium  and  chloride  diffuse  out  of  the 
tubule,  urea  from  the  interstitium  enters.  However,  urea 
enters  significantly  more  slowly  than  sodium  and  chloride 
exit  and  thus  the  tubular  fluid  is  gradually  diluted.  The 
thick  ascending  limb  of  Henie  is  impermeable  to  water, 
but  has  an  active  “chloride  pump”  which  removes  chloride 
from  the  tubule  into  the  interstitium  with  sodium  passively 
accompanying  the  chloride  along  an  electrochemical  gra- 
dient. Up  to  one-fourth  of  the  filtered  sodium  load  can  be 
reabsorbed  in  this  thick  ascending  limb.  The  chloride 
pump  and  the  impermeability  to  water  of  the  thick  ascend- 

2. 


Lumen 


P.T.  = proximal  tubule 
Na+  = sodium 


t The  opinions  or  assertions  contained  herein  are  the  private 
views  of  the  author  and  are  not  to  be  construed  as  reflecting  the  view 
of  the  Department  of  the  Army  or  Department  of  Defense. 
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ing  limb  of  Henie  cause  intraluminal  sodium  chloride  con- 
centration to  decrease,  and  hence  it  is  called  the  “diluting 
segment.”  The  terminal  portion  of  the  distal  convoluted 
tubule  and  the  proximal  collecting  duct,  under  the  influ- 
ence of  aldosterone,  reabsorb  up  to  6%  of  the  total  filtered 
sodium.  In  contrast  to  passive  sodium  reabsorption  in  the 
proximal  convoluted  tubule,  sodium  reabsorption  in  the 
distal  convoluted  tubule  appears  to  result  from  the  ability 
of  the  cells  of  the  distal  convoluted  tubule  to  generate  a 
high  chemical  and  electropotential  gradient.  The  papillary 
portion  of  the  collecting  duct  is  capable  of  reabsorbing  up 
to  3%  of  the  filtered  sodium  load. 

In  summary,  the  kidney  on  a normal  daily  basis  ex- 
cretes less  than  1 % of  the  filtered  sodium  load  with  re- 
absorption occurring  in  the  proximal  convoluted  tubule, 
the  thick  ascending  limb  of  Henie,  the  distal  convoluted 
tubule,  and  finally  the  proximal  collecting  duct. 2° 

The  primary  factors  regulating  sodium  reabsorption  are; 
(1)  glomerulotubular  balance,  (2)  intrarenal  distribution  of 
the  glomerular  filtrate,  (3)  aldosterone,  and  (4)  the  hypo- 
thesized natriuretic  hormone.''  The  term  glomerulotubular 

3 


balance  describes  the  relationship  between  peritubular 
capillary  oncotic  and  hydrostatic  pressure  and  changes  in 
the  glomerular  filtration  rate.  As  more  serum  is  removed 
from  capillary  blood  by  an  increased  glomerular  filtration 
rate,  filtration  fraction  increases  and  peritubular  hydro- 
static pressure  in  the  postglomerular  capillary  blood  falls 
with  an  associated  increased  oncotic  pressure.  The  rela- 
tively high  peritubular  capillary  oncotic  pressure  and  de- 
creased hydrostatic  pressure  would  favor  sodium  reab- 
sorption from  the  intercellular  spaces  in  the  proximal 
convoluted  tubule  (Fig  3).  Conversely,  a decreased  glo- 
merular filtration  rate  would  cause  a decrease  in  post- 
glomerular capillary  oncotic  pressure  and  an  increase  in 
peritubular  capillary  hydrostatic  pressure  favoring  back 
diffusion  from  the  intercellular  space  into  the  lumen  of  the 
proximal  convoluted  tubule.  Flow  rate  of  the  filtrate 
through  the  proximal  convoluted  tubule  may  play  an  i..i- 
portant,  but  as  yet  not  well  defined,  role  in  glomerulo- 
tubular balance.2 

The  cortical  and  juxtamedullary  nephrons  (Fig  4)  ap- 
pear to  have  functional  differences  which  are  involved  in 
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PCT  = proximal  convoluted  tubule 
GFR  = glomerular  filtration  rate 
FF  = filtration  fraction 


Cortical  Nephron 
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sodium  regulation.^  While  the  loops  of  Henie  of  the  juxta- 
medullary  nephrons  reach  deeply  into  the  renal  medulla 
where  they  are  surrounded  by  a hyperosmolar  environ- 
ment maintained  by  medullary  recirculation  of  urea  (the 
countercurrent  mechanism),  the  loops  of  Henie  of  the  out- 
er cortical  nephrons  do  not  reach  deeply  into  the  renal 
medulla  and  hence  exist  in  a relatively  low  osmotic  milieu. 
The  elevated  medullary  osmolarity  allows  water  abstrac- 
tion from  the  fluid  of  the  descending  limb  of  Henle’s  loop 
resulting  in  an  increase  in  tubular  sodium  chloride  con- 
centration. This  elevated  sodium  chloride  concentration 
allows  the  ions  to  passively  diffuse  out  of  the  thin  ascend- 
ing limb  of  Henle’s  loop  although  the  surrounding  hyper- 
osmolality diminishes  as  the  tubules  approach  the  cortex. 
Classically,  it  has  been  felt  that  the  juxtaglomerular  neph- 
ron has  a greater  capacity  to  reabsorb  sodium  than  does 
the  cortical  nephron.  This  was  believed  to  be  due  to  ex- 
tension of  its  loop  of  Henie  deeper  into  the  hyperosmolar 
interstitium  allowing  for  an  increased  passive  sodium  re- 
absorption in  the  thick  ascending  limb  of  Henie.  It  appears 
that  this  view  is  an  oversimplification;  eg,  there  appear 
to  be  potentially  important  structural  and  functional  differ- 
ences between  the  proximal  convoluted  tubules  of  the  two 
populations,  and  during  volume  expansion  it  appears  that 
the  juxtamedullary  nephron  undergoes  a natriuresis.^^ 

In  summary,  there  appear  to  be  both  anatomical  and 
functional  differences  in  the  nephron  population,  but  the 
exact  role  played  by  relative  distribution  of  glomerular  fil- 
tration between  the  two  nephron  populations  in  daily  regu- 
lation of  sodium  balance  remains  uncertain. 

Aldosterone,  secreted  by  the  adrenal  cortex,  induces 
the  production  of  sodium-potassium  adenosinetriphos- 
phatase  (ATPase)  in  the  cells  of  the  terminal  distal  con- 
voluted tubule  and  cortical  collecting  duct.  At  those  sites, 
sodium-potassium  ATPase  induced  by  aldosterone  facili- 
tates active  sodium  exchange  for  potassium  and  hydro- 
gen ions.  The  degree  of  reabsorption  varies  with  the 
delivery  of  sodium  to  the  site  and  the  amount  of  aldo- 
sterone-induced enzyme.  In  those  pathological  states 

5.  Proposed  site  ot  action  I defect  in  sodium  reabsorption. 

Glomerulotubular  Balance:  Chronic  renal  failure;  possible:  medullary 
cystic  disease 

Proximal  Convoluted  Tubule:  Diamox  (carbonic  anhydrase  inhibitor); 
possible;  Bartter's  syndrome 

Descending  UmbiThin  Ascending  Limb  of  Henie:  Medullary  washout 
Thick  Ascending  Limb:  Thiazide  and  furosemide  diuretics;  possible; 
Bartter’s  syndrome,  interstitial  nephritis,  pyelonephritis,  polycystic  kid- 
ney, analgesic  abuse  nephritis 


characterized  by  low  or  absent  aldosterone  levels  (eg, 
Addison’s  disease)  or  in  tubules  unable  to  respond  appro- 
priately in  the  presence  of  aldosterone,  large  amounts  of 
sodium  can  be  lost  in  the  urine.  Conversely,  in  states 
characterized  by  elevated  levels  of  endogenous  or  ex- 
ogenous mineralocorticoids,  the  kidney  will  reabsorb  in- 
creased amounts  of  sodium  and  water  for  three  to  five 
days,  then  reach  a new  steady  state  at  a higher  level  of 
extracellular  volume.  The  mechanism  of  this  “escape” 
from  the  effects  of  still-elevated  levels  of  aldosterone  is 
not  well  defined,  although  preferential  intrarenal  blood 
shunting  to  the  juxtamedullary  nephrons  and  sublequent 
decreased  sodium  reabsorption  may  play  a role. 

Ever  since  it  was  shown  that  volume  expansion  was 
associated  with  natriuresis,  much  effort  has  been  made  to 
find  a “natriuretic  hormone”^  responsible  for  this  sodium 
loss.  Recently,  a protein  has  been  isolated  from  the  plas- 
ma and  urine  of  uremic-  and  volume-expanded  animals 
and  man  which  inhibits  sodium  reabsorption. 2°  Bricker 
and  associates  hypothesized  a distal  action  for  this  “hor- 
mone” suggesting  that  tubules  from  uremic  patients  ap- 
peared more  responsive.  However,  the  chemical  structure 
of  the  alleged  hormone  has  never  been  delineated  and  its 
role  in  sodium  regulation,  if  any,  remains  controversial.  At 
the  present  time,  antidiuretic  hormone  and  circulating 
catecholamines  appear  to  play  no  significant  role  in  renal 
sodium  regulation.2o 

Pathological  Conditions  of  Renal  Sodium  Regulation 

Circumstances  in  which  the  kidney  cannot  conserve  sodi- 
um in  spite  of  decreased  sodium  intake  are  not  uncom- 
mon (Fig  5).  Given  normal  salt  intake,  the  kidneys  in 
chronic  renal  failure  are  able  to  maintain  sodium  balance 
and  respond  normally  to  wide  ranges  of  sodium  load. 
However,  if  when  oral  intake  is  decreased  to  20  mEq  per 
day  for  a period  of  10  to  20  days  in  a patient  with  chronic 
renal  insufficiency,  a sodium  “wastage”  ensues.  Appar- 
ently, “insufficient  nephrons”  are  unable  to  decrease  uri- 
nary sodium  concentration  below  10  to  20  mEq  per  liter.^-® 
Recently,  it  has  been  suggested  that  even  this  degree  of 
sodium  wastage  could  be  avoided  if  sodium  intake  were 
gradually  reduced.®  The  most  likely  explanation  of  this 
relatively  high  fixed  sodium  excretion  is  a solute  diuresis 
in  undamaged  nephrons  with  an  associated  decreased 
tubular  responsiveness  to  circulating  aldosterone.  Clinical 
volume  depletion  from  this  relatively  common  form  of 
renal  sodium  wastage  can  be  avoided  if  sodium  intake  is 
above  80  to  120  mEq  per  day. 

The  majority  of  alleged  salt  wasting  states  in  the  adult 
are  similar  to  chronic  renal  insufficiency  where  there  has 
been  a decrease  in  total  nephron  population  (mass)  with 
subsequent  obligatory  sodium  loss  via  a solute  diuresis 
through  the  remaining  nephrons.^  There  have  been  less 
than  20  cases  reported  of  significant  salt  wasting  due 
solely  to  tubular  defect  (Fig  5).®'®  Patients  with  renal  sodi- 
um-wasting syndromes  commonly  present  with  tachy- 
cardia, orthostatic  hypotension,  syncope,  muscle  weak- 


TEXAS  MEDICINE 


ness,  cramps,  skin  pigmentation,  anorexia,  nausea,  and 
emesis.  Laboratory  investigation  often  reveals  hyponatre- 
mia, hypochloremia,  mild  hyperkalemia,  uremia  with  ure- 
mic acidosis,  and  occasionally  renal  tubular  acidosis  with 
hypokalemia.  The  clinical  picture  may  be  confused  with 
addisonian  crisis;  indeed,  this  was  the  preliminary  diag- 
nosis in  the  original  cases  described  by  Thorn  and  associ- 
ates.Other  disorders  may  masquerade  as  renal  salt 
wasting:  high  urinary  sodium  and  hyponatremia  in  pa- 
tients with  the  syndrome  of  inappropriate  antidiuretic  hor- 
mone but  without  orthostasis;  hyponatremia  in  patients 
with  nephrosis  and  cirrhosis,  but  with  edema.  In  the  pa- 
tients with  renal  salt  wasting  described  by  Thorn,  there 
was  no  response  to  mineralocorticoid  replacement,  serum 
cortisols  were  normal,  and  aldosterone  levels  were  ele- 
vated up  to  ten  times  normal.  Also,  in  Addison’s  disease, 
typically  the  pigment  appears  on  the  pressure  points, 
buccal  mucosa,  and  skin  creases.  In  contrast,  the  pig- 
mentation in  renal  salt  wasting  is  more  diffuse  with  the 
exception  that  it  almost  never  involves  the  buccal 
mucosa. 

Medullary  cystic  disease  is  probably  the  best  known 
cause  of  renal  salt  wastage  (Fig  6).  Clinically,  it  presents 
with  the  insidious  onset  of  anemia,  azotemia,  and  renal 
sodium  wasting  in  a child  or  young  adult  (average  age  27) 
usually  seeking  evaluation  of  polyuria  and  nocturia.  Vas- 
cular collapse,  requiring  10  to  15  gm  sodium  per  day  to 
reverse,  may  occur.  In  18  cases  reviewed  by  Strauss,” 
renal  salt  wasting  was  the  predominant  feature  in  5 (28%) 
and  was  clinically  significant  in  1 1 (61%).  Physical  exami- 
nation was  normal  in  these  patients  except  for  pallor. 
Laboratory  examination  revealed  normochromic,  normo- 
cytic  anemia,  variable  uremia,  and  a normal  urine  sedi- 
ment with  no  significant  proteinuria.  The  kidneys  were 
unable  to  form  concentrated  urine,  but  could  excrete  a 
dilute  urine.  The  most  striking  pathological  changes  were 
cysts  extending  from  the  corticomedullary  junction  to  the 
pyramids.  Pathological  changes  in  the  glomerulus  varied 
from  hypertrophy  to  hyalinization  with  a normal  glomerular 
basement  membrane.  The  tubules  had  thick  basement 
membranes,  some  of  which  were  atrophic  or  dilated;  there 
was  a decrease  in  the  total  number  of  collecting  tubules. 
The  etiology  of  the  renal  salt  wasting  in  these  patients 
remains  obscure,  perhaps  representing  an  osmotic  diure- 
sis from  the  urea  load  to  a decreased  tubular  mass.  The 
fact  that  other  renal  lesions  with  similar  or  higher  urea 
loads  did  not  have  the  same  degree  of  renal  sodium 
wasting  suggests  that  other  factors  play  a role — perhaps 
glomerulotubular  imbalance  secondary  to  the  tubular  le- 
sions noted  above. 

Bartter’s  syndrome”'^®  is  a newly  described  entity  con- 
sisting of  juxtaglomerular  hyperplasia,  hypokalemia,  and 
increased  renin  and  aldosterone  levels  in  a normotensive, 
nonedematous  individual.  The  patients  typically  are  3 
months  to  4 years  of  age,  but  can  range  in  age  from 
infancy  to  25  years.  These  patients  present  with  failure  to 
grow,  profound  muscle  weakness,  tetany,  polyuria,  poly- 


dipsia, emesis,  and  salt  craving.  Physical  examination 
usually  reveals  short  stature,  carpopedal  spasm  with  posi- 
tive Chvostek’s  sign,  profound  proximal  muscle  weak- 
ness, and  dehydration.  Laboratory  abnormalities  include 
striking  hypokalemia  (less  than  2 mEq/liter),  hypochlore- 
mia, hyponatremia,  and  metabolic  alkalosis.  Reported 
renal  biopsy  abnormalities  are  enlarged  hypercellular 
glomeruli  with  thickened  basement  membrane,  occasion- 
al capsular  adhesions,  and  crescents.  Approximately  20% 
of  the  glomeruli  may  be  collapsed  and  hyalinized.  Rela- 
tive numbers  of  type  2 and  type  3 juxtaglomerular  cells, 
which  normally  are  thought  to  secrete  renin,  are  in- 
creased. Small  arteries  and  afferent  arterioles  are 
thickened;  the  proximal  convoluted  tubule  basement 
membrane  may  be  thickened  with  epithelial  hypertrophy 
and  hyalinized  droplet  changes.  The  loop  of  Henie  and 
distal  convoluted  tubule  are  considerably  atrophic.  There 
may  be  a moderate  amount  of  interstitial  scarring  and 
medullary  hypercellularity. 

The  renal  sodium  wasting  is  not  uniformly  present,  and 
its  etiology  in  Baitter's  syndrome  remains  controversial. 
One  hypothesis  is  that  a basic  defect  in  the  proximal  tubu- 
lar reabsorption  of  sodium  and  chloride  exists  with  subse- 
quent increased  delivery  of  sodium  to  the  distal  convolut- 
ed tubules  in  excess  of  their  maximum  ability  to  reabsorb 
it.  The  action  of  excess  aldosterone  in  the  distal  convolut- 
ed tubule  generates  the  characteristic  hypokalemia  and 
metabolic  alkalosis.  Other  substances  normally  reab- 
sorbed by  the  proximal  convoluted  tubule  (glucose,  amino 
acids,  phosphate,  bicarbonate),  however,  are  not  excret- 
ed in  excess,  suggesting  that  if  a proximal  tubule  lesion  is 
present,  it  is  an  isolated  defect  in  sodium  chloride  reab- 
sorption. An  alternative  hypothesis  is  the  existence  of  a 
defective  chloride  pump  in  the  thick  ascending  limb  of 
Henie,  with  resultant  increased  sodium  and  chloride  deliv- 
ery to  the  distal  convoluted  tubule.  The  increased  distal 
convoluted  tubule  sodium  in  the  presence  of  excess  aldo- 
sterone generates  the  hypokalemic  metabolic  alkalosis 
with  sodium  loss  varying  with  aldosterone  effect.  This  par- 
ticular hypothesis  is  attractive  as  it  explains  why  only 
some  patients  with  this  syndrome  exhibit  sodium  wasting, 
but  all  patients  have  defects  in  chloride  reabsorption. 
Usually  the  magnitude  of  the  sodium  wasting  is  low  and 
clinically  insignificant  unless  sodium  restriction  or  other 
salt  losses  are  superimposed.” 

Recently  it  has  been  recognized  that  prostaglandins 
may  play  a role  in  Bartter’s  syndrome.’®  Prostaglandin  Ez 
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6.  Oinical  states  associated  with  renal  sodium  wasting 


Medullary  cystic  disease 
Bartter's  syndrome 
Pyelonephritis 
Hydronephrosis 
Polycystic  kidney 
Interstitial  nephritis 
Renal  tubular  acidosis 
Postobstructive  diuresis 


7.  Etiologies  of  interstitial  nephritis. 

Obstruction 

Nephrocalcinosis 

Hypokalemia 

Hyperuricemia 

Hypertension 

Diffuse  intravascular  coagulation 
Diabetes  mellitus 
Immunologic  reactions 
Irradiation 

Acute  tubular  necrosis 
Sickle  cell  anemia 
Hyperphosphatemia 
Leptospirosis 
Medullary  cystic  disease 
Sulfonamides 
Methicillin 
Aminoglycosides 
Anticonvulsants  (Dilantin) 

Heavy  metals  (especially  lead,  cadmium,  gold,  copper,  uranium, 
bismuth,  arsenic) 


production  in  the  renal  medulla  is  stimulated  by  hypokale- 
mia of  any  etiology  and  therefore  is  elevated  significantly 
in  Bartter’s  syndrome.  Prostaglandin  E2  stimulates  renin 
and  aldosterone  secretion  and  antagonizes  the  action  of 
aldosterone.  Whether  the  initiating  event  is  hypokalemia 
with  subsequent  elevated  prostaglandin  E2  and  renin 
aldosterone,  or  whether  prostaglandin  E2  is  a primary 
causal  factor  for  elevated  renin  aldosterone  with  second- 
ary hypokalemia  is  not  well  defined.  Elevated  prostaglan- 
din E2  has  been  shown,  however,  to  increase  medullary 
blood  flow  associated  with  a subsequent  mild  natriuresis. 
Both  the  concentration  defect  and  natriuresis  of  Bartter’s 
syndrome  have  occasionally  been  treated  successfully 
with  indomethacin,  an  inhibitor  of  prostglandin  synthesis. 
Therapy  for  Bartter’s  syndrome  includes  sodium,  potassi- 
um, chloride  supplementation,  an  aldosterone  antagonist, 
and  perhaps,  indomethacin. 

Pyelonephritis  is  a fairly  common  disorder.  A rare  com- 
plication of  the  parenchymal  inflammation  is  mild  renal 
sodium  wasting,  probably  secondary  to  tubular  dysfunc- 
tion from  the  inflammation  of  the  medullary  interstitium. 
Sodium  wasting  is  far  more  common  when  the  pyelone- 
phritis is  superimposed  on  kidneys  already  injured  from 
nephrocalcinosis.  Indeed,  in  the  early  literature,  pyelone- 
phritis was  described  as  the  most  common  disorder  caus- 
ing salt-losing  nephritis.® 

Distal  renal  tubular  acidosis  is  a syndrome  described  as 
inability  of  the  kidney  to  acidify  the  urine  below  pH  5.4 
despite  a significant  stimulus  (systemic  acidosis  and/or 
acid  infusion). In  this  lesion,  and  particularly  in  childhood 
renal  tubular  acidosis,  there  is  a defect  in  the  distal  con- 
voluted tubular  reabsorption  of  sodium  in  addition  to  its 
defects  in  hydrogen  transport  and  its  inability  to  generate 
a concentrated  urine.  The  clinical  syndrome  is  dominated 
by  a propensity  to  form  calcium  phosphate  stones  sec- 
ondary to  decreased  urinary  citrate  which  normally 
chelates  calcium  in  the  neutral /alkaline  urine.  There  is  an 
obligatory  sodium  loss  with  the  excreted  bicarbonate 
anion,  but  this  is  generally  only  a mild  inconvenience  un- 
less the  patient  has  another  source  of  sodium  loss. 

Hydronephrosis,  polycystic  kidney,^®  and  analgesic 
abuse  nephropathy  involve  the  renal  medulla  to  a greater 
extent  than  they  involve  the  cortex;  hence,  these  pro- 
cesses disproportionately  damage  those  nephrons  most 
capable  of  sodium  reabsorption.  The  resulting  increase  in 
sodium  load  to  the  remaining  nephrons  exceeds  their  re- 
absorptive  capacity,  and  sodium  loss  ensues,  its  degree 
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varying  with  the  extent  of  the  anatomical  lesion. 

Interstitial  nephritis  is  a disorder  of  multiple  etiologies 
(Fig  7)  characterized  by  decreased  tubular  concentrating 
ability,  decreased  tubular  acidification,  and  sodium  wast- 
age. The  exact  etiology  of  the  sodium  loss  is  not  known 
although  decreased  nephron  mass  and/or  interstitial  in- 
flammation and  injury  with  secondary  tubular  dysfunction 
are  likely  possibilities.  Since  prostaglandins  are  produced 
in  the  renal  medulla  and  cause  an  increase  in  renal  med- 
ullary blood  flow,  derangement  in  the  production  of  pro- 
staglandins by  interstitial  inflammation  could  alter  medul- 
lary blood  flow  and  thus  alter  sodium  excretion  by  altering 
the  interstitial  osmotic  milieu. 

Conclusion 

The  major  factors  regulating  sodium  reabsorption  are 
glomerulotubular  balance,  intrarenal  distribution  of  blood 
flow,  aldosterone,  and  a postulated  natriuretic  hormone. 
The  majority  of  the  filtered  sodium  is  removed  in  the  prox- 
imal convoluted  tubule  with  progressively  less  sodium  re- 
absorbed through  the  rest  of  the  tubule;  the  final  daily 
determinant  of  urinary  sodium  concentration  possibly  is 
the  collecting  tubule.  In  certain  clinical  situations  the  kid- 
neys are  unable  to  reabsorb  sufficient  sodium  to  prevent 
negative  sodium  balance,  and  the  patient  develops  inter- 
vascular  volume  depletion.  Although  such  renal  salt  wast- 
ing is  unusual  in  clinical  medicine,  its  recognition  has 
great  therapeutic  significance,  and  examination  of  these 
pathological  conditions  has  allowed  us  to  further  delineate 
the  renal  regulation  of  sodium  in  health  and  disease. 
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ALCOHOLISM 


The  Predictable 
Progression 

The  pattern  for  alcohol  addiction  is  substantially  the  same  for 
almost  every  excessive  drinker.  The  sequence  of  symptoms  to 
follow  is  seen  in  about  80%  of  those  who  become  victim  to  this 
powerful  addiction  and  is  the  basis  for  the  diagnosis  of  excessive 
drinking: 


1.  The  excessive  drinker  begins  drinking 
“socially”  like  millions  of  others.  He  soon 
begins  drinking  more  than  those  around 
him  in  the  same  length  of  time. 

2.  He  drinks  faster  than  those  around  him. 
As  a natural  consequence,  he  becomes 
“drunk”  more  often  than  others. 

3.  Now  he  “has  a few”  before  the  party,  or 
orders  doubles.  He  has  developed  the 
addicts’  classic  tolerance  for  the  drug. 
Drinking  more  and  more,  he  experiences 
temporary  amnesia. 

4.  He  begins  to  find  himself  drunk  nearly 
every  time  he  drinks.  The  social 
consequences  of  drinking  are  now  causing 
noticeable  problems  in  his  work  and 
relationships. 

5.  He  then  loses  the  ability  to  control  his 
drinking.  He  drinks  until  he  can  drink  no 
more,  and  sometimes  goes  on  weekend 
binges. 

6.  Eventually  early  morning  drinking 
becomes  necessary.  He  now  begins  to 
hide  his  dependence  — and  his  bottles. 

7.  At  this  time  most  victims  are  beginning 
to  enter  the  stage  of  severe  physical 


deterioration.  During  periods  of  alcohol 
withdrawal,  tremors  and  “butterflies” 
begin  to  appear. 

8.  In  many  cases  delirium  tremors  begin. 
Hallucinations  are  very  subjective  and  the 
excessive  drinker  now  has  difficulty 
obtaining  rest.  He  is  assailed  by  waves  of 
unwarranted  fear  and  emotional  trauma. 

9.  With  this  deterioration  comes  brain 
damage  sufficient  enough  that  less  and 
less  alcohol  is  needed  to  induce 
intoxication.  At  this  stage,  his  tolerance 
plummets  greatly. 

10.  Liver  damage  is  now  severe,  due  to  the 
toxic  effects  of  the  alcohol,  inadequate 
diet  and,  some  research  indicates,  the 
inability  of  the  alcohol-ridden  body  to 
absorb  vitamins.  The  cardiovascular 
system  deteriorates. 

11.  Excessive  drinking  can  now  be  fatal  with 
an  increased  risk  of  accident,  stroke  or 
heart  attack'.  Chance  of  death  from  other 
mortal  diseases  becomes  much  higher 
than  normal. 

12.  Without  immediate  professional 
treatment  the  prognosis  is  guarded. 
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Tricyclic  antidepressants: 
pharmacology  and  clinical  considerations 

Richard  C.  W.  Hall,  MD  Jack  Robbins,  MD  Mark  Perl,  MBBS 


The  tricyclic  antidepressants  are  remarkably  effective 
drugs  in  the  treatment  of  major  depressive  disorders.  This 
paper  reviews  the  indications  for  their  use,  their  mecha- 
nisms of  action  and  side  effects,  and  provides  the  prac- 
ticing clinician  with  a rationale  for  their  effective  use. 


Introduction 

Depression  is  perhaps  the  most  common  psychiatric  ill- 
ness encountered  by  the  family  practitioner.^  The  treat- 
ment of  depressive  states  has  improved  dramatically  dur- 
ing the  past  20  years  with  the  introduction  of  the  tricyclic 
antidepressants.  Tricyclics  are  now  among  the  most  fre- 
quently prescribed  drugs  in  this  country,  with  half  of  all 
prescriptions  for  these  agents  being  written  by  nonpsychi- 
atrists. All  of  the  currently  available  tricyclic  antidepres- 
sants are  efficacious  in  the  treatment  of  endogenous 
depression  when  compared  to  placebo,  using  double 
blind  crossover  designs. They  are  effective  in  aborting 
the  development  of  psychotic  depression  if  instituted 
early.  The  antidepressant  properties  of  each  tricyclic  drug 
are  roughly  equivalent. 

Mechanism  of  Action 

The  antidepressant  effects  of  the  tricyclics  are  thought  to 
be  related  to  their  ability  to  interfere  with  the  sodium- 
potassium  membrane  pump  responsible  for  the  reuptake 
of  norepinephrine  into  central  adrenergic  neurons,  thus 
increasing  its  concentration  in  the  intersynaptic  space  and 
lowering  the  depolarization  threshold  of  the  postsynaptic 
receptor.  These  agents  also  diminish  the  reuptake  of 
serotonin  and  affect  central  acetylcholine  receptors. 

The  catecholamine  transmitter  system  represents  a 
central  coping  mechanism  and  functions  as  a biochemical 
reward  center  for  the  brain.  Two  of  the  predominant  clini- 
cal features  associated  with  diminished  norepinephrine 
levels  are  the  loss  of  integrated  planning  and  coping 
abilities,  and  the  sensation  of  anhedonia  (loss  of  ability 
to  experience  pleasurable  sensation).  Both  of  these 
symptoms  are  prominent  manifestations  of  severe 
depression. 

Clinical  Indications  and  Contraindications 

The  major  indication  for  the  use  of  tricyclic  antidepres- 
sants is  either  agitated  or  retarded  depression  of  psy- 
chotic proportion.  Some  investigators  feel  that  agitated 
depression  responds  better  to  amitriptyline  than  to  imip- 


ramine,  while  the  converse  is  thought  to  be  true  for  re- 
tarded depression.  Either  of  these  compounds,  however, 
when  properly  administered,  is  effective  as  a treatment  for 
either  form  of  depression.  The  tricyclics  are  also  effective 
in  combination  with  the  phenothiazines  for  treating  involu- 
tional depression,  and  the  agitation  and  paranoia  which 
occur  in  severe,  obsessive  compulsive  personality  dis- 
orders. The  combination  of  agents,  in  the  latter  case,  is 
more  effective  than  either  used  alone.  The  tricyclics  may 
also  abort  panic  episodes  which  occur  in  phobic-anxiety 
states.  However,  the  anticipatory  anxiety  seen  with  these 
disorders  responds  better  to  minor  tranquilizers.  In  severe 
cases,  the  combination  of  a minor  tranquilizer  with  a tri- 
cyclic can  produce  remarkable  improvement.  Clinical 
reports  have  appeared  suggesting  that  doxepin  (Adapin, 
Sinequan),  in  addition  to  its  antidepressant  properties, 
also  has  specific  antianxiety  effects  similar  to  those  pro- 
duced by  the  minor  tranquilizers.® 

Several  studies  have  shown  that  tricyclics  are  not  more 
effective  than  psychotherapy  in  the  treatment  of  exog- 
enous or  neurotic  depression.®  The  presence  of  certain 
target  symptoms,  however,  does  predict  favorable  re- 
sponse to  these  compounds.  Tricyclics  seem  to  be  partic- 
ularly valuable  in  individuals  having  a sleep  continuity 
disorder  (ie,  in  which  the  patient  awakens  several  times 
during  the  course  of  the  night  but  is  readily  able  to  return 
to  sleep)  and  in  patients  with  early  morning  awakening. 

In  the  latter  case,  the  patient  will  awaken  between  3 and 
5 in  the  morning  and  have  difficulty  returning  to  sleep. 

The  presence  of  intrusive  and  cyclical  thinking,  where 
thoughts  continually  race  in  the  patient’s  mind,  significant 
loss  of  taste  for  food,  and  constipation  further  predict 
positive  response  to  these  drugs.  When  depression  is 
mild  and  none  of  the  above  symptoms  exist,  reassurance 
and  environmental  change  and/or  supportive  psycho- 
therapy are  the  treatments  of  choice.  When  depressive 
symptoms  exist  in  association  with  the  above  constitution- 
al target  symptoms,  a trial  of  tricyclic  antidepressants  is 
indicated.  Medication  is  also  helpful,  even  in  the  absence 
of  constitutional  symptoms,  if  agoraphobic-anxious  fea- 
tures exist.  Many  patients  who  have  long-standing  de- 
pressive symptoms  without  constitutional  features  (that 
is,  of  four  to  six  months  uninterrupted  duration)  also  re- 
spond well.^ 

Electroconvulsive  therapy  (ECT)  is  the  treatment  of 
choice  for  involutional  depression  characterized  by  se- 
vere suicidal  ideation,  and  for  any  depressive  disorder 
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where  the  patient  shows  evidence  of  imminent  suicidal 
behavior  and  cannot  afford  to  wait  the  two  to  three  weeks 
necessary  for  the  tricyclics  to  take  effect.  In  such  cases, 
tricyclic  antidepressants  may  be  started  in  conjunction 
with  ECT  or  shortly  after  its  institution.  Their  use  following 
ECT  has  a significant  effect  in  averting  future  relapse. 
ECT  also  is  indicated  in  severe  depression  which  is  re- 
fractory to  medications,  or  where  tricyclics  are  contra- 
indicated for  medical  reasons.^® 

These  agents  may  exacerbate  a latent  or  dormant 
schizophrenic  process  and  will  frequently  worsen  already 
existing  schizophrenic  symptoms  if  not  concurrently  ad- 
ministered with  a phenothiazine.  The  mental  state  may 
deteriorate  in  patients  with  hysteroid-dysphoric  symp- 
toms, producing  racing  of  thoughts,  somatic  distress, 
depersonalization,  and  manic-like  symptoms.  In  patients 
suffering  from  manic-depressive  disease,  depressed 
phase,  continued  administration  of  tricyclics  after  depres- 
sion has  abated  may  prompt  an  episode  of  mania.  They 
should  be  used  with  caution  with  geriatric  patients,  where 
they  may  precipitate  cardiac  failure  or  stroke  due  to  their 
hypotensive  effects  and  because  of  the  increased  tenden- 
cy of  the  elderly  to  develop  arrhythmias.  It  should  be 
remembered  that  the  tricyclics  reverse  the  antihyper- 
tensive effects  of  guanethidine  (Ismelin)  and  clonidine 
(Catapres).  When  using  tricyclics,  patients  should  be 
cautioned  against  simultaneous  use  of  compounds  con- 
taining sympathomimetic  amines  including  over-the- 
counter  cough,  cold,  decongestant,  and  sinus  remedies, 
as  significant  hypertensive  responses  may  occur.® 

Absorption  and  Metabolism 

The  tricyclic  antidepressants  are  well  absorbed  following 
oral  or  parenteral  administration.  Imipramine  (Tofranil) 
is  rapidly  distributed  and  metabolized  in  the  liver  by 
demethylation,  oxidation,  and  hydroxylation.  Demethyla- 
tion  produces  the  active  metabolite  desipramine,  and, 
consequently,  when  assaying  blood  levels,  both  the  par- 
ent compound  and  its  first  metabolite  should  be  assayed. 
Both  imipramine  and  desipramine  are  strongly  protein 
bound  (90%).  Metabolism  of  amitriptyline  is  similar,  with 
nortriptyline  being  the  first  active  metabolite.® 

Even  though  their  availability  is  currently  rather  limited, 
where  possible,  blood  levels  should  be  obtained  when 
evaluating  the  clinical  efficacy  of  these  drugs,  since  as 
much  as  a 12-fold  variation  in  serum  level  may  occur 
following  a fixed  oral  dose.  The  distribution  of  steady- 


state  plasma  concentrations  is  fairly  consistent  during  any 
24  hours  for  a given  individual.  A clearcut  dose-response 
relationship  exists.  Amitriptyline  treatment  failure  is  com- 
mon in  patients  who  fail  to  achieve  plasma  levels  of  at 
least  150  ng/ml.  Two-thirds  of  patients  will  respond  if 
blood  levels  are  maintained  in  the  range  of  225  ng/ml, 
while  90%  to  95%  of  severely  depressed  patients  will 
respond  when  levels  are  increased  above  this  range, 
toward  the  treatment  maximum  of  300  ng/ml.  The  clini- 
cian should  bear  these  facts  in  mind  when  evaluating 
tricyclic  treatment  failures,  for  one  cannot  know  without 
blood  levels  whether  the  patient  has  achieved  therapeutic 
steady  state. ^ 

In  addition  to  constitutional  factors  affecting  absorption 
and  biotransformation,  tricyclic  blood  levels  are  influenced 
by  several  other  factors.  They  are  increased  by  concur- 
rent use  of  phenothiazines,  glucocorticoids,  and  aspirin, 
which  compete  for  binding  sites,  thereby  increasing  the 
levels  of  free  drug.  Advancing  age  increases  available 
tricyclics  by  diminishing  plasma  binding.  Decreased  plas- 
ma levels  are  produced  by  cigarette  smoking,  concurrent 
use  of  oral  contraceptives,  or  barbiturates. 

A “therapeutic  window”  may  exist  for  nortriptyline  and 
other  drugs  of  its  class.  Blood  levels  below  50  ng/ml 
frequently  fail  to  produce  a therapeutic  response,  while 
those  greater  than  150  ng/ml  may  produce  a worsening 
of  the  clinical  condition.  To  date,  no  clearcut  therapeutic 
window  has  been  shown  to  exist  for  imipramine  or  dox- 
epin.  Amitriptyline’s  behavior  is  less  clearcut  and  is  cur- 
rently being  intensely  studied:  300  ng/ml  may  be  its  upper 
therapeutic  limit. ^ 

Excretion  of  tricyclics  is  rapid,  with  approximately  50% 
being  removed  through  the  bile  and  subsequently  under- 
going enterohepatic  circulation.  Ultimately,  two-thirds  of  a 
given  dose  is  excreted  in  the  urine  as  the  glucuronide, 
the  remaining  one-third  being  excreted  through  the  gut. 
Forty  percent  of  an  administered  dose  is  excreted  within 
24  hours;  70%  is  excreted  by  72  hours.® 

Evaluation  of  Therapeutic  Response 

In  dealing  with  psychotically  depressed  patients,  the 
physician’s  clinical  acumen  is  often  taxed  to  the  limit. 
These  patients  refuse  to  acknowledge  the  value  of  any 
intervention  until  their  depression  has  completely  cleared. 
Some  general  rules  of  thumb  may  be  useful  in  evaluating 
a patient's  response  to  the  tricyclics.  In  general,  the  best 
predictor  of  improvement  is  the  stabilization  of  the  pa- 
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54  tient’s  sleep  pattern.  In  the  majority  of  cases,  depressive 
symptoms  abate  within  two  weeks  following  such  stabili- 
zation. The  persistence  of  sleep  continuity  disorders  or 
early  morning  awakening  after  an  adequate  time  trial,  (ie, 
two  to  four  weeks),  may  suggest  that  the  blood  level  is  too 
low  for  effective  treatment.  Where  available,  the  measure- 
ment of  deaminated  urinary  metabolites  such  as  3-meth- 
oxy  4-hydroxyphenylglycol  (MHPG)  may  prove  useful  in 
evaluating  a patient’s  response  to  treatment.  This  com- 
pound’s excretion  is  low  in  patients  with  endogenous 
depression  but  returns  to  normal  levels  with  successful 
treatment.  MHPG  may  reach  normal  levels  one  to  two 
weeks  before  the  patient  acknowledges  improvement. 
Even  though  depressive  symptoms  persist,  elevation  of 
MHPG  level  suggests  impending  response.  Another  sys- 
tem for  evaluating  improvement  is  the  careful  observa- 
tion and  rating  of  target  symptoms  associated  with 
response.  These  include:  lessening  of  sleep  disorder; 
diminished  agitation,  guilt,  worthlessness,  hypochondri- 
asis, and  constipation;  and  increased  appetite  associated 
with  a subjective  improvement  of  taste.' 

Perhaps  the  single  greatest  treatment  error  is  the 
underprescription  of  tricyclics  for  severe  depression. 
Although  maintenance  doses  of  75  mg  per  day  are  useful 
for  averting  relapse,  these  doses  are  often  ineffective  for 
the  control  of  acute  depression.  An  initial  dose  of  25  mg 
three  times  a day  for  one  to  three  days  is  useful  to  evalu- 
ate the  patient’s  initial  response  to  the  drug.  This  dose 
should  then  be  raised  as  rapidly  as  possible  to  150  mg 
daily.  After  three  to  four  days  of  divided  dose  schedule,  a 
single  bedtime  dose  of  between  150  and  225  mg  is  most 
efficacious.  If  severe  anxiety  or  agitation  is  present. 


7.  Side  effects. 


Autonomic  Effects  Central  Nervous  System  Effects 


Dry  mouth 

Palpitations 

Tachycardia 

Loss  of  visual  accommodation 

Postural  hypotension 

Syncope 

Dizziness 

Vomiting 

Profuse  sweating 

Urinary  bladder  atonia 

Constipation 

Aggravation  of  glaucoma 
Paralytic  ileus 
Galactorrhea 


Persistent  fine,  rapid  tremor — 
usually  upper  extremities 
Twitching 
Convulsions 
Dysarthria 
Paresthesia 
Peroneal  palsies 
Ataxia 

Insomnia — most  often  in  elderly 
Sedation 

Angry  states,  paradoxical  rage 
Manic  or  schizophrenic  excitement 
Visual  hallucinations 


the  clinician  may  divide  the  dose  to  optimize  sedative 
effects  of  the  medication,  particularly  amitriptyline.  How- 
ever, divided  daily  doses  also  increase  unpleasant  auto- 
nomic side  effects.  For  psychotic  depressions,  a minimum 
dose  of  1 50  mg  per  day  should  be  maintained  for  three 
weeks.  If,  at  the  end  of  two  weeks,  little  improvement  is 
seen,  the  dosage  may  be  increased  to  250  mg  or  300  mg 
per  day,  if  no  significant  side  effects  have  appeared.  As 
previously  stated,  over  90%  of  patients  respond  within 
three  to  four  weeks,  if  tricyclic  blood  levels  are  adequate.^ 

Adverse  Reactions 

The  most  common  side  effects  produced  by  these  agents 
are  related  to  their  anticholinergic  properties  which  also 
are  produced  by  phenothiazines  which  may  be  used  con- 
comitantly. These  include  dry  mouth,  blurred  vision,  con- 
stipation, urinary  retention,  orthostatic  hypotension,  de- 
layed ejaculation,  impotence,  aggravation  of  narrow- 
angle  glaucoma,  and  paralytic  ileus.  Imipramine  may 
produce  diaphoresis  over  the  distribution  of  the  superior 
cervical  ganglion.  Galactorrhea  is  a rare  side  effect  of 
these  agents.  The  autonomic  side  effects  of  amitriptyline 
may  be  somewhat  greater  than  those  produced  by  imip- 
ramine; however,  the  differences  are  probably  not  clinical- 
ly significant.  All  tricyclics  should  be  used  with  caution  in 
the  elderly,  because  of  their  tendency  to  produce  the 
central  anticholinergic  syndrome  and  hypotensive  effects. 
The  combination  of  amitriptyline  and  thioridazine  (Mellaril) 
is  particularly  likely  to  produce  a central  anticholinergic 
syndrome,  since  the  summation  of  anticholinergic  proper- 
ties is  geometric  rather  than  arithmetic.® 

All  of  these  agents  may  produce  seizures  in  individuals 
with  latent  cerebral  dysrhythmia  as  well  as  visual  halluci- 
nations of  the  mescaline  type  when  administered  in  high 
doses.  Allergic  responses  include  cholestatic  jaundice, 
hepatocellular  damage,  and  agranulocytosis.  These 
effects  are  idiosyncratic  and  relatively  rare.  The  auto- 
nomic and  central  nervous  system  effects  of  tricyclics 
are  shown  in  Fig  1 . It  should  be  remembered  that  these 
agents  have  been  reported  to  produce  a peripheral  neu- 
ropathy which  may  be  irreversible.'® 

A rare,  but  interesting,  phenomenon  that  may  occur 
during  the  mid-treatment  phase  is  the  rapid  development 
of  tremor,  muscular  fasciculations,  hyperreflexia,  in- 
creased muscle  tone,  and/or  convulsions.  These  symp- 
toms are  thought  to  represent  a saturation  phenomenon. 
Many  patients  experience  a fine  tremor  of  the  upper  ex- 
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tremities  and  mild  agitation  after  their  depression  has 
lifted,  if  left  on  high  doses  (ie,  250-300  mg).  Therefore, 
it  is  wise  to  diminish  the  acute  treatment  dose  to  main- 
tenance levels  of  75  mg  to  100  mg  when  the  depression 
abates. 

The  principal  vascular  side  effects  include  hypotension, 
which  has  a somewhat  higher  incidence  with  amitriptyline, 
and  an  increased  tendency  for  the  development  of  ar- 
rhythmias. Worsening  of  cardiac  states  after  postmyo- 
cardial  infarction  and  in  patients  with  mild  or  incipient 
congestive  heart  failure,  have  been  reported.  Electro- 
cardiographic changes  include  flattening  or  inversion  of  T- 
waves,  which  are  felt  by  many  to  represent  a benign 
repolarization  defect. 

If  the  central  anticholinergic  syndrome  develops,  it 
should  be  treated  immediately  by  the  administration  of 
physostigmine  in  doses  of  0.5  mg  to  1 mg  intermuscularly 
or  by  slow  intravenous  infusion,  with  repetition  in  10  to 
15  minutes,  as  necessary.  Neostigmine  should  be  avoid- 
ed since  it  does  not  readily  cross  the  blood-brain  barrier.^ 
Patients  should  be  carefully  monitored  for  the  recurrence 
of  symptoms  because  of  the  short  half-life  of  physostig- 
mine. This  drug  is  contraindicated  in  junctional  arrhyth- 
mias, since  cardiac  arrest  may  occur.  Physostigmine  is 
also  the  treatment  of  choice  for  tricyclic  overdose  and  is 
effective  in  reversing  the  resultant  cardiac  symptoma- 
tology.^ Patients  who  overdose  with  tricyclics  should  be 
carefully  monitored  on  an  intensive-care  unit  until  clear. 
Monitoring  is  accomplished  by  serial  blood-level  determi- 
nations, since  toxic  symptoms  are  considerably  more  fre- 
quent at  levels  greater  than  1 ,000  ng/ml,  and  by  the  use 
of  serial  electrocardiograms.  When  the  patient's  blood 
levels  exceed  1,000  ng/ml,  the  QRS  duration  will  usually 
exceed  100  milliseconds.  Significantly  elevated  blood 
levels  can  be  expected  to  persist  for  four  to  six  days 
following  overdose,  necessitating  close  observation 
throughout  this  period.  In  addition  to  the  above  cardiac 
findings,  other  symptoms  of  overdose  include:  abnormal 
deep-tendon  reflexes,  loss  of  consciousness,  respira- 
tory depression,  and  ventricular  tachycardia.  Grand 
mal  seizures  are  likely  to  occur  if  blood  levels  exceed 
1 ,400  ng/ml. 3 

Addiction  and  Withdrawal 

Occasional  reports  of  physical  or  psychic  dependence  on 
tricyclic  antidepressants  have  appeared,  but  a true  addic- 
tive phenomenon  is  rare.  Withdrawal  from  antidepres- 


sants occurs  following  sudden  cessation  in  patients  taking 
doses  in  excess  of  1 50  mgs  daily  for  two  months  or  long- 
er. Symptoms  generally  appear  two  to  six  days  after  the 
drug  is  discontinued  and  consist  of  malaise,  chills, 
sweats,  nausea,  vomiting,  abdominal  cramps,  diarrhea, 
headache,  dizziness,  fine  tremor,  sleep  disorder,  anxiety, 
restlessness,  irritability,  and  emotional  lability. 

Conclusion 

The  tricyclic  antidepressants  have  been  shown  to  be 
remarkably  effective  in  the  treatment  of  endogenous 
depression  and  a helpful  adjunct  in  numerous  other  con- 
ditions. With  appropriate  doses  and  adequate  time  trials, 
they  reach  90%  effectiveness.  Although  numerous  anti- 
cholinergic side  effects  may  be  experienced,  major  irre- 
versible side  effects  are  rare.  They  should  be  used  with 
caution  in  the  elderly,  cardiac  patients,  and  those  with  a 
history  of  seizures  and  narrow-angle  glaucoma.  With- 
drawal symptoms  may  occur  in  patients  who  are  abruptly 
withdrawn  from  maintenance  schedules. 
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Texas  doctors 
have  made  ICA 
the  fastest  growing 
writer  of  medicai 
malpractice  insurance.  * 


Bob  Hallmark 


is  one  good 

Bob  Hallmark,  J.D.,  claims  manager.  One  of  the 
people  who  makes  an  ICA  policy  your  best 
defense  against  a medical  malpractice  claim. 

As  a licensed  attorney.  Bob  is  a rare  find  in 
the  world  of  professional  liability  insurance. 

Each  day  he  puts  his  twelve  years  experience  — 
four  of  them  as  head  of  a professional  liability 
division  of  one  of  America’s  largest  insurance 
eompanies  — to  work  for  his  clients. 

At  some  companies,  malpractice  claims 
against  physicians  are  actually  handled  by  the 
same  people  who  handle  auto  liability  claims  — 
people  who  may  not  know  a pair  of  forceps  from 
a fender.  At  ICA,  handling  professional  liability 
claims  is  all  Bob  Hallmark  does.  When  one  of  his 
clients  is  threatened  with  a malpractice  claim,  he 
works  with  teams  of  the  finest  malpractice 
lawyers  in  Texas  in  their  defense.  He  also 
coordinates  these  efforts  with  those  outstanding 
physicians  who  serve  as  consultants  to  ICA. 

Bob  Hallmark  is  one  reason  ICA  is  now  the 
nation’s  fastest  growing  writer  of  medical  mal- 


reason  why. 

practice  insurance,  according  to  Best’s  Review, 
the  leading  insurance  industry  trade  publication. 

Another  reason  is  ICA ’s  tough  stanee 
against  unjustified  malpractice  claims.  At  ICA, 
we  absolutely  refuse  to  make  malpractice  actions 
even  more  popular  by  settling  a frivolous  claim. 

guarantee  that  protection  from  ICA  means 
you  will  be  defended  from  any  frivolous  claim  to 
the  fullest  extent,  regardless  of  the  threat  or  cost 
of  litigation. 

Our  record  and  the  people  who  make  it 
happen  — people  like  Bob  Hallmark  — make  an 
ICA  policy  the  best  protection  you  can  give  your 
practice  and  your  reputation. 

With  something  so  important  at  stake,  is  there 
any  reason  in  the  world  to  settle  for  less?  If  you  re 
not  already  with  ICA,  the  time  to  act  is  now  — 
just  fill  in  and  mail  the  attached  postage-paid  card. 


♦According  to  Best’s  Review,  the  nation’s  leading  insurance 
trade  publication. 


Insurance  Corporahon  Of  America,  2205  Montrose,  Houston,  Texas  77006  (713)  526  4863 


No-fault  medical  malpractice  insurance 


Peggy  L.  Bunch,  JD  Carla  Dowben,  JD 


A no-fault  system  for  compensating  medical  injuries  has 
several  possible  advantages  over  the  present  compensa- 
tion-for-negligence  system,  including  (1)  lower  adminis- 
trative costs,  (2)  lower  legal  and  court  costs,  (3)  lower 
premiums,  (4)  prompt  and  more  equitable  compensation 
for  the  actual  costs  resulting  from  a medical  injury,  and 
(5)  no  adverse  consequences  to  the  physician. 


To  the  relief  of  physicians,  the  malpractice  crisis  that  the 
medical  community  experienced  in  recent  years  has  abat- 
ed. During  that  crisis,  physicians  saw  their  insurance 
premiums  double,  and  even  triple.  Now,  in  most  states, 
premiums,  though  still  high,  have  stabilized;  during  the 
crisis  it  was  difficult  in  some  areas  even  to  obtain  insur- 
ance, let  alone  pay  for  it,  but  now  some  form  of  coverage 
is  available  in  every  state. ^ 

The  crisis  forced  the  medical  community  to  look  at 
alternatives  to  tort  law  for  compensation  of  medical  acci- 
dents. A study  conducted  by  the  California  Medical  Asso- 
ciation (CMA)  and  the  California  Hospital  Association 
estimated  that  only  4.7%  of  California  hospital  patients 
are  injured  by  “potentially  compensable  events”  (PCEs). 
Furthermore,  the  study  indicated  that  only  one  in  six  of 
documented  injuries  “would  probably  have  led  to  a jury 
verdict  against  the  hospital  or  the  doctors  involved  if  a 
lawsuit  had  been  filed. ^ The  study  clearly  indicated  that 
PCEs  could  be  measured  for  insurance  rating  purposes. 
Such  ratings  lend  themselves  to  a no-fault  insurance 
system  in  which  compensation  would  be  based  on  a set 
schedule  rather  than  determined  by  a jury  in  a malprac- 
tice action. 

The  tort  system  of  compensation  for  medical  injuries 
has  its  basis  in  the  negligence  of  the  physician  or  other 
health  care  professional.  Upon  a finding  of  negligence  by 
a jury,  the  physician  must  compensate  the  victim.  Usually 
this  is  done  through  the  physician’s  liability  insurer  unless 
the  physician  has  no  insurance  and  has  “gone  bare.” 
Until  the  early  1970s  a similar  system  was  universally 
applied  to  automobile  injury  liability.  No-fault  auto  insur- 
ance has  now  become  law  in  16  states:  Colorado,  Con- 
necticut, Florida,  Georgia,  Hawaii,  Kansas,  Kentucky, 
Massachusetts,  Michigan,  Minnesota,  Nevada,  New 
Jersey,  New  York,  North  Dakota,  Pennsylvania,  and  Utah. 
It  has  been  reasonably  successful  in  reducing  bodily  in- 
jury premiums  and  damage  claims.^  Considering  the  still- 
serious  medical  malpractice  insurance  situation,  and 


given  the  apparent  success  of  automobile  no-fault  sys- 
tems, it  seems  reasonable  to  consider  the  possibility  of 
applying  no-fault  type  insurance  to  professional  liability. 

If  applied,  such  a system  might  be  as  successful  in  re- 
ducing premiums  as  the  no-fault  automobile  insurance 
system.  Last,  the  no-fault  system  may  offer  other  possible 
advantages  over  the  tort  system  when  applied  to  profes- 
sional liability. 

In  the  words  of  O’Connell,  a leading  expert  on  no-fault 
insurance,  the  problem  with  the  tort  system  of  automobile 
liability  insurance  is  that 

jTjhe  insured  event  is  too  complicated,  turning  as  it 
does  on  legal  liability.  You  can  be  paid  for  a traffic 
accident  only  by  traversing  very  tricky  terrain.  First,  you 
must  claim  against  the  other  driver’s  insurance  com- 
pany, which  obviously  owes  no  loyalty  to  you.  Second, 
you  must  claim  that  the  other  driver  was  at  fault  in  caus- 
ing the  accident  and  you  were  free  from  fault,  when  it 
is  oftentimes  extremely  difficult  to  know  just  what  hap- 
pened in  the  split  second  of  an  agony  of  collision.  Third, 
you  must  claim  for  a totally  uncertain  amount  which 
includes  not  only  your  out-of-pocket  loss  for  medical 
expenses  and  missed  wages,  but  payment  for  so-called 
pain  and  suffering,  which  is  obviously  almost  impos- 
sible to  translate  into  dollars  and  cents  . . . The  result 
is  not  a system  for  paying  people  automobile  accident 
insurance  after  automobile  accidents,  but  a system  for 
fighting  people  about  paying  them  automobile  accident 
insurance  after  automobile  accidents."* 

Keeton  made  four  basic  criticisms  of  the  tort  system  of 
compensating  auto  accident  victims:^ 

1 . The  negligence  system  is  an  incomplete  system  of 
reparation.  The  victims  must  bear  much  of  the  loss  that 
could  easily  be  paid  through  insurance. 

2.  The  negligence  system  is  inequitable  in  that  it  heavily 
overpays  some  claimants  while  underpaying  others  who 
are  equally  or  more  deserving.  It  overpays  trivial  injuries 
while  underpaying  those  who  are  most  severely  injured. 
Also,  such  a system  is  unfair  in  the  way  it  allocates  the 
burden  of  paying  for  the  costs  that  are  inherent  in  the 
system. 

3.  The  tort  system  is  too  slow  in  delivering  awards, 
thus  affecting  rehabilitation  and  increasing  the  overall 
social  costs  of  accidents.  Furthermore,  the  burden  of 
negligence  cases  on  the  courts  adversely  affects  the  ad- 
ministration of  justice  in  other  kinds  of  cases  as  well. 

4.  The  negligence  system  is  wastefully  expensive.  Be- 


TEXAS  MEDICINE 


Even  among  physicians  there  is  considerable  diversity  of  opinion  about 
professional  liability  insurance.  The  attorneys  who  prepared  this  article 
express  one  point  of  view;  others  are  expressed  in  the  commentaries 
which  follow  it.  Milton  V.  Davis,  MD.  and  E.  Don  Webb,  MD,  present 
their  thoughts  from  the  vantage  point  of  two  years  service  on  the  Texas 
Medical  Professional  Liability  Study  Commission,  which  worked  with  the 
physicians  of  Texas  and  with  the  members  of  the  Texas  Legislature  to 
produce  substantial  improvements  in  the  capability  of  the  medical  pro- 
fession and  the  State  Board  of  Medical  Examiners  to  deal  with  the  medi- 
cal aspects  of  the  professional  liability  insurance  crisis. 


cause  of  the  requirement  of  case-by-case  determination 
of  fault  and  of  lump-sum  findings  of  damages  under  vague 
guidelines,  administrative  and  legal  costs  are  inordinately 
high.  Victims  receive  less  than  half  of  the  insurance  pre- 
mium dollar.  The  smaller  the  claim,  the  higher  the  pro- 
portion of  the  premium  dollar  that  goes  toward  administra- 
tive expenses. 

Under  a no-fault  system  of  compensation,  each  party 
to  an  automobile  accident  is  compensated  by  his  own 
insurance  company,  regardless  of  fault.  Payments  are 
made  not  in  one  lump  sum,  as  is  the  case  under  the  tort 
system  of  compensation,  but  periodically,  as  out-of-pock- 
et losses  are  incurred.  Each  party  must  abandon  any  tort 
claims;  thus,  expensive  legal  fees  and  the  expenditure  of 
time  required  to  litigate  such  claims  are  avoided.  Further- 
more, only  tangible  losses  are  compensated.  In  sum- 
mary, the  insurance  company  can  pay  more  people  with- 
out having  to  expend  more  dollars;  in  fact,  fewer  dollars 
may  be  paid  out  in  compensation,  despite  the  fact  that 
more  people  may  be  compensated. 

Criticism  of  the  tort  system  of  compensation  for  person- 
al injury  can  be  applied  easily  to  medical  malpractice. 

As  with  automobile  accident  compensation,  the  negli- 
gence system  of  compensation  to  victims  of  medical 
PCEs  is  incomplete.  Much  of  the  expense  still  must  be 
borne  by  the  patient/victim.  To  make  coverage  more 
comprehensive  would  mean  increasing  insurance  premi- 
ums beyond  a level  that  could  be  borne  by  everyone, 
because  the  premiums  are  passed  on  to  patients  in  the 
form  of  higher  fees.  The  tort  system  is  unfair  to  victims 
of  medical  PCEs  because  of  difficulty  in  meeting  the  bur- 
den of  proof.  In  automobile  accident  litigation,  usually 
only  lay  witness  testimony  is  necessary  to  prove  fault, 
but  in  medical  malpractice  cases,  only  experts  are  quali- 
fied to  testify  about  the  adequacy  of  medical  care,  and  it 
may  be  difficult  and  expensive  to  find  an  expert  who  is 
willing  to  do  so.  Furthermore,  unlike  traffic  victims  who 
sustain  minor  injuries  and  then  are  overcompensated,  “a 
victim  of  medical  malpractice  who  sustains  only  a minor 
or  moderate  injury  . . . receives  nothing  at  all.”^ 

Because  insurance  companies  are  reluctant  to  settle 
with  a patient  who  sustained  only  “minor”  injury,  and 
because  legal  and  court  costs  are  prohibitive  for  a less- 
than-catastrophic  injury,  the  victim  has  a difficult  time 
finding  a capable  attorney  who  will  take  a case  involving 
minor  injuries.^  Compensation  may  be  slow  in  coming  to 
some  victims  of  medical  PCEs.  In  large  metropolitan 


areas  (which  comprise  most  of  this  country’s  population), 
medical  malpractice  suits  can  take  several  years  to  come 
to  trial.®  Thus,  even  though  the  victim  may  continue  to 
receive  treatment  for  his  injury,  his  losses  will  be  his  own 
and  he  will  have  to  absorb  them  until  a judgment  is  finally 
awarded. 

Medical  malpractice  cases  are  generally  more  expen- 
sive to  litigate  than  are  auto  accident  cases.  It  can  be 
assumed  that  administrative  costs  are  also  higher  for  mal- 
practice insurance  than  they  are  for  auto  insurance.  It  is 
estimated  that  medical  PCE  victims,  or  their  families,  re- 
ceive only  about  27  cents  out  of  every  premium  dollar  paid 
for  malpractice  insurance.^  According  to  a Forbes  maga- 
zine estimate,  a no-fault  system  of  compensation  would 
allow  about  66  cents  out  of  every  premium  dollar  to  go  to 
the  medical  malpractice  victim,  but  under  the  present 
insurance  system,  “the  greater  the  need,  the  greater  the 
cost,  the  greater  the  cash  flow,  the  greater  the  profit.’’® 
Once  a judgment  for  compensation  is  made,  there  is  no 
assurance  that  the  plaintiff  will  use  the  lump  sum  he  has 
received  to  pay  for  medical  attention  he  may  need  to 
“undo”  the  damage.  Furthermore,  the  permanently  in- 
jured patient  who  must  rely  on  others  for  continuing  care 
has  no  assurance  that  all  of  the  money  will  be  used  for 
that  care. 

Professor  O'Connell  summed  up  the  problem  with  the 
tort  system  of  compensation  to  victims  of  medical  PCEs 
when  he  stated:  “One  finds  (1)  liability  turning  on  very 
complicated  fact  situations,  with  concomitant  expense 
and  delay,  (2)  deeply  offended  defendants  whose  in- 
stincts are  strongly  to  resist  settlement,  (3)  expenses  and 
bother  of  litigation  such  that  only  the  largest  claims  are 
brought,  (4)  relatively  little  of  the  total  loss  being  paid 
from  liability  insurance,  (5)  rapidly  rising  claims  and  pre- 
miums, (though  this  has  stabilized  to  a certain  extent), 
and  (6)  most  of  the  money  going  to  lawyers  and  insurance 
companies  rather  than  to  accident  victims.”® 

One  glaring  problem  with  the  tort  system  of  compensa- 
tion is  its  application  of  the  collateral  source  rule.  This 
rule  allows  the  injured  person  to  recover;  compensation 
for  "lost”  wages,  even  if  his  employer  continued  to  pay 
him;  compensation  for  medical  expenses  that  may  have 
already  been  paid  by  the  victim’s  health  insurance;  com- 
pensation for  disability,  even  though  he  may  be  receiving 
disability  benefits;  and  compensation  for  nursing  services, 
even  if  performed  by  a member  of  the  victim’s  family.^ 
Clearly,  such  multiple  compensation  results  in  an  in- 
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crease  in  the  cost  of  liability  insurance,  an  increase  which 
is  ultimately  passed  on  to  the  physician’s  patients. 

One  of  the  arguments  submitted  by  those  in  favor  of 
preserving  the  tort  system  of  compensation  is  that  it 
serves  as  a deterrent  to  less  competent  doctors.  How- 
ever, under  the  present  system,  it  is  not  the  incompetent 
physician  who  suffers  losses  due  to  adverse  judgments. 
Rather,  it  is  the  highly  skilled  physician,  the  one  who  has 
the  knowledge  and  experience  to  perform  riskier  proce- 
dures. But  any  physician,  even  the  best,  is  capable  of 
making  mistakes.^  ° Patients  are  spurred  into  the  court- 
room by  thoughts  of  instant  wealth,  and  the  opportunity 
to  “get  back”  at  the  “rich”  physician.  “[Sjuing  in  a tort 
case  has  become  the  Great  American  Lottery' — the  rare 
chance  to  become  rich  by  act  of  fate  rather  than  by  deed, 
effort,  or  heredity.  Thus,  the  fantasy  of  hitting  it  big  is 
constantly  encouraged.® 

The  physician  may  react  by  ordering  tests  or  other 
procedures  that  are  not  medically  necessary,  but  are  con- 
ducted with  the  intent  of  preventing,  or  at  least  defending 
against,  the  threat  of  malpractice  liability.  The  HEW  Sec- 
retary’s Commission  on  Medical  Malpractice”  indicated 
that  between  50%  and  70%  of  physicians  polled  said  they 
practiced  various  forms  of  defensive  medicine.  Thus  the 
tort  system  encourages  the  practice  of  a kind  of  medicine 
that  is  not  necessarily  better,  but  it  certainly  is  more  ex- 
pensive to  the  patient/consumer.  Furthermore,  because 
of  the  medical  community’s  resentment  toward  the  tort 
system  of  malpractice  compensation,  discovery  of  mal- 
practice is  very  difficult. 

Is  a no-fault  system  an  answer?  New  Zealand  has  a 
system  that  combines  certain  aspects  of  workmen’s  com- 
pensation with  the  concept  of  no-fault  compensation.  The 
basic  thrust  of  the  system  is  that  every  accidentally  in- 
jured worker — whether  injured  on  the  job,  in  the  course 
of  medical  treatment,  or  from  any  other  cause — is  entitled 
to  full  compensation,  including  economic  reparation.' 2 it 
has  been  effective  and  inexpensive. 

No-fault  automobile  compensation  systems  apparently 
are  working  in  those  states  that  have  them.  It  has  been 
easy  to  bring  the  auto  system  into  being  because  the 
former  system  of  tort  liability  insurance  was  readily  modi- 
fiable into  no-fault  without  causing  apprehension  about 
premium  increases,  and  because  the  compensable  event 
has  been  recognized  universally  to  be  a dangerous  activ- 
ity. Therefore,  those  covered  by  a no-fault  policy  could  be 
identified  easily,  and  there  would  be  no  difficulty  in  de- 


termining who  would  pay  for  what  in  the  event  of  a 
collision.” 

But,  as  the  Medical  Malpractice  Commission  pointed 
out,  automobile  accidents  and  medical  PCEs  are  very 
different.  First,  there  is  essentially  universal  understand- 
ing of  the  term  “automobile  accident,”  and  it  is  not  diffi- 
cult to  determine  the  injuries  resulting  from  such  an  acci- 
dent and  to  differentiate  between  those  injuries  and 
preexisting  conditions.  A medical  injury,  however,  is  not 
so  easily  defined.  Do  medical  accidents  include  only 
those  caused  by  positive  acts  of  health  care  personnel, 
or  should  they  also  include  those  injuries  caused  by  a 
lack  of  treatment?  The  attempt  to  define  a medically  com- 
pensable event  is  intimately  related  to  the  issue  of  causa- 
tion. To  quote  Keeton: 

In  the  automobile  accident  context,  nonfault  plans  com- 
monly employ  the  phrase  “arising  out  of  the  mainte- 
nance or  use”  of  a motor  vehicle,  or  some  variation 
on  this  basic  theme,  to  identify  the  covered  losses.  The 
number  of  instances  in  which  it  may  reasonably  be  dis- 
puted whether  a particular  loss  falls  within  or  outside 
the  definition  of  the  requisite  causal  relation  will  be  few. 
The  administrative  cost  of  resolving  disputes  in  those 
few  instances  will  be  only  a minute  percentage  of  the 
total  cost  of  the  system.  In  contrast,  losses  “arising  from 
mistake  or  accident  occurring  during  medical  treat- 
ment” (or  within  some  alternative  definition  of  the  re- 
quired causal  relation)  would  be  more  difficult  to  dis- 
tinguish from  losses  resulting  from  preexisting  condition 
for  which  medical  treatment  was  given,  and  this  difficult 
causation  issue  would  be  present  usually  rather  than 
unusually.  The  resolution  of  these  case-by-case  dis- 
putes would  involve  substantial  administrative  costs  in 
the  nonfault  system,  even  though  somewhat  lower 
costs  than  those  incurred  in  a malpractice  system.® 
Thus,  although  no-fault  could  eliminate  the  negligence 
issue,  it  could  not  eliminate  the  causation  issue,  and 
therefore,  an  absolute  elimination  of  “fault”  would  not  be 
possible.  One  proposed  resolution  of  the  problem  is  to 
allow  the  physician  to  select  (either  with  or  without  the 
agreement  of  the  patient)  certain  injuries  that  could  pos- 
sibly be  caused  by  their  activities  and  agree  to  pay  for 
any  out-of-pocket  losses  when  one  of  the  identified  in- 
juries occurred  as  a result  of  treatment  or  other  profes- 
sional activity.  The  patient  in  turn  would  not  be  allowed 
to  institute  a tort  action  for  any  of  the  identified  injuries. 

By  implementing  such  a no-fault  plan,  the  physician  could 
avoid  paying  for  lawyers’  fees,  the  victim’s  pain  and  suf- 
fering, and  losses  paid  by  collateral  sources.  Thus,  the 
physician  could  pay  more  victims  (if  necessary)  but  each 
victim  would  be  paid  less  than  under  the  tort  system. 

As  important,  the  stigma  of  liability  would  be  eliminated 
in  most  cases.®  When  a person’s  professional  reputation 
is  on  the  line,  words  that  are  the  hallmark  of  the  tort 
system,  for  example,  negligence,  fault,  etc,  sound  very 
much  like  the  pejorative  terms  “incompetent,”  “immoral,” 
and  “criminal”  to  a medical  professional.® 


TEXAS  MEDICINE 


Physicians  could  also  put  a ceiling  on  the  amount  of 
no-fault  benefits  for  which  they  would  be  liable.  Enabling 
legislation  would  grant  exemptions  from  tort  liability  suits 
to  correspond  with  the  limits  of  no-fauit  liability  set  by  the 
physician.  These  exemptions  would  be  applied  separately 
against  damages  for  economic  loss  and  against  damages 
for  pain  and  suffering.^ 

It  is  indisputable  that  it  would  be  less  costly  to  pay 
out-of-pocket  losses  on  a no-fault  basis  for  certain  kinds 
of  injuries.  Because  there  would  be  no  duplication  of  pay- 
ments made  by  collateral  sources,  payments  for  more 
serious  injuries  would  be  reduced  while  payments  for 
minor  injuries  might  often  be  eliminated.  The  money 
saved  by  avoiding  attorneys  and  expert  witnesses  also 
makes  the  no-fault  system  financially  attractive. 

But  why  not  apply  no-fault  to  all  injuries?  One  basic 
problem  with  universal  application  of  no-fault  insurance 
against  all  medical  accidents  is  that  nobody  would  know 
exactly  what  was  covered.  Because  there  is  no  set  list  of 
injuries  that  can  result  from  every  conceivable  medical 
activity,  there  is  no  way  to  knowledgeably  insure  against 
"all  medical  accidents.”  As  a result,  it  would  be  impossible 
to  forecast  the  cost  of  such  coverage.  The  role  of  informed 
consent  and  its  effect  on  claims  is  another  matter  that  is 
unclear. 

Elective  no-fault  coverage  could  be  implemented  easily 
by  contract  between  the  patient  and  the  physician,  which 
could  be  signed  with  any  required  consent  forms  for  sur- 
gery or  a risky  or  complex  course  of  therapy.  It  would 
not  be  difficult  to  include  in  the  consent,  or  ancillary  to  it, 
a provision  allowing  for  coverage  in  the  event  of  speci- 
fied (or  all)  injuries  arising  from  the  course  of  the  particu- 
lar procedure  by  no-fault  insurance.  The  same  limitations 
on  tort  liability  could  be  applied  to  “contract  elective  no- 
fault” as  could  be  applied  to  an  elective  no-fault  statute.^ 

Of  course,  treatment  should  never  be  made  contingent 
upon  acceptance  of  such  a plan  by  the  patient  and  neither 
should  such  agreements  be  proposed  when  the  patient  is 
in  need  of  emergency  treatment.  The  California  Supreme 
Court  stated  in  TunkI  v Regents  of  the  University  of  Cali- 
fornia''^ that  no  contract  provision  exculpating  a party  from 
liability  for  negligence  will  be  enforced  if  found  to  adverse- 
ly involve  "the  public  interest,”  which  will  be  found  to  be 
so  involved  whenever  a service  offered  by  the  contract  is 
of  such  great  public  importance  and  necessity  that  the 
party  offering  it  takes  on  a superior  bargaining  position 
such  that  he  can  demand  such  a clause  in  a contract  of 
adhesion.  Thus  requiring  acquiescence  to  a no-fault 
coverage  agreement  as  a condition  for  treatment  probably 
would  be  found  unenforceable,  but  it  is  unlikely  that  such 
would  apply  to  an  unqualified  agreement  to  no-fault, 
especially  when  such  a plan  could  prove  to  be  more  bene- 
ficial to  the  patient  in  the  long  run  than  is  traditional  tort 
liability  coverage. 

It  is  the  medical  community  that  will  have  to  conduct 
the  fight  for  reform  in  the  system  of  malpractice/medical 
injury  compensation.  Perhaps  no-fault  insurance  should 


be  introduced  on  an  experimental  basis  to  provide  sta- 
tistics regarding  costs  and  efficiency  as  well  as  improve- 
ment, or  lack  of  improvement,  in  the  method  of  awarding 
damages.  Even  if  no-fault  were  finally  judged  not  to  be 
feasible  or  acceptable,  the  experiment  would  provide  very 
valuable  experience  in  a more  cooperative  mechanism  for 
compensating  for  medical  malpractice  injuries. 
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Correspondence  to  Dr  Dowben. 

No-fault  insurance:  a response 

Milton  V.  Davis,  MD 

In  terms  of  content,  several  points  and  viewpoints  pre- 
sented in  “No-fault  medical  malpractice  insurance”  by 
Bunch  and  Dowben,  probably  deserve  scrutiny.  The 
authors  seem  to  feel  that  a “no-fault”  system  would  result 
in  relief  from  adverse  consequences  to  the  physician; 
prompt  compensation  for  actual  costs;  lower  overall  ad- 
ministrative, court,  and  legal  costs,  and  premiums  to  the 
doctors. 

For  emphasis,  this  critique  will  consider  these  items  in 
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reverse  order  from  that  in  the  authors’  summary. 

Adverse  Consequences  to  the  Physician 

The  adverse  consequences  which  face  a physician  who 
may  be  sued  are  directly  related  to  application  of  the  law 
of  torts  and  depend  upon  the  legal  theory  of  negligence. 
In  order  to  function,  any  new  system  would  have  to  re- 
place, partially  or  completely,  the  negligence  theory  and 
currently  applicable  tort  law.  To  accomplish  this,  exten- 
sive changes  in  tort  law  by  the  legislature  and  the  courts 
would  be  required.  As  a practical  matter  at  the  outset, 
this  would  appear  difficult  to  attain.  Also,  most  discus- 
sants of  a “no-fault”  or  “medical  adversity  insurance’’^ 
program  recognize  the  legal,  juridical,  and  administrative 
difficulties  inherent  in  putting  in  a new  system  and  suggest 
such  a system  for  some  cases  according  to  predeter- 
mined lists  of  compensable  events,  with  the  remainder 
continuing  to  be  adjudicated  by  litigation  or  arbitration. 

Lower  Costs 

The  theory  that  the  imposition  of  a no-fault  system  would 
result  in  lower  premiums  may  very  well  be  true,  but  not 
necessarily  for  the  reasons  suggested.  As  a matter  of  fact, 
premiums  in  professional  liability  have  been  arrived  at 
almost  through  a “non-system.”  The  insurance  presently 
available  in  Texas  is  designed  only  to  indemnify  the  poli- 
cy-holder against  loss  and  is  not  designed  to  compensate 
patients,  per  se.  Furthermore,  only  approximately  1%  of 
patient  injuries  now  result  in  litigation,  and,  theoretically 
it  is  this  group,  not  the  remaining  99%,  which  determines 
premium  rates.  The  authors  do  not  address  the  enormous 
increases  in  costs  if  any  new  system  were  to  become 
responsible  for  all  of  the  injuries  that  could  befall  the  40 
million  patients  admitted  to  US  hospitals  each  year.  The 
presence  of  the  professional  liability  crisis  of  the  1970s 
has  caused  a great  deal  of  emotional  reaction  among 
doctors.  However,  in  addition,  it  has  also  caused  insur- 
ance carriers,  doctors,  state  insurance  boards,  and  stu- 
dents of  the  problem  in  a variety  of  fields  to  scrutinize 
much  more  carefully  the  bases  for  rate  making  and  re- 
lated subjects.  The  high  premiums  have  been  based  on 
many  factors,  not  the  least  of  which  are  emotionalism, 
lack  of  hard  data,  and  unpredictability.  Perhaps  the  most 
difficult  of  all  the  problems  in  determining  the  rate  struc- 
ture lies  in  the  area  of  the  high-risk,  limited-sphere  surgi- 
cal specialties,  eg,  neurosurgery,  orthopedic  surgery,  and 
plastic  surgery.  By  way  of  perspective,  there  probably  are 


fewer  than  200  neurosurgeons  practicing  in  Texas  today 
out  of  14,000  to  17,000  active  physicians.  Some  of  the 
most  difficult  legal  problems  and  some  of  the  largest  judg- 
ments fall  in  this  field.  Correspondingly,  their  rates  are 
very  high. 

Reductions  in  court  and  legal  fees  could  accompany  a 
new  system  with  different  ground  rules.  However,  such 
could  be  offset  by  the  inclusion  of  many  more  patients 
and  incidents.  I probably  most  disagree  with  the  authors’ 
conclusion  that  the  new  system  will  lower  administrative 
costs.  Even  if  we  use  California  figures,  cited  in  their 
article,  which  are  likely  not  applicable  in  Texas,  the  intro- 
duction of  a no-fault  system  can  only  increase  rather  than 
decrease  administrative  costs. 

For  example,  very  few  cases  of  complications  while 
under  medical  treatment  now  become  professional  liabil- 
ity litigation  cases.  This  means  that  if  there  is  an  overall 
average  of  4.7%  of  cases  which  become  complicated 
(referred  to  in  the  article  as  “potentially  compensable 
events  |PCE]”),  all  of  these,  not  just  the  one  out  of  six 
referred  to  in  the  text  (high  for  Texas),  would  become 
subjects  of  compensation  by  the  system.  We  probably 
should  not  accept  these  figures  because  they  are  likely 
not  transposable  from  California  experience  to  Texas  ex- 
perience. 

In  the  field  of  medical  liability,  we  are  dealing  with  the 
natural  course  of  disease  and  unpredictable  physiologic 
and  physical  responses  under  therapy.  So  much  of  what 
has  been  called  negligence  by  the  courts  is  not  truly 
medical  negligence  at  all,  but  is  juridical  negligence,  as 
interpreted  under  the  current  legal  system.  Even  if  the 
legislature  and  the  judiciary  would  accept  an  alternative 
to  the  tort  system,  a move  which  is  unlikely  in  today’s 
legislative  climate,  the  assumption  that  the  new  system 
would  have  lower  administrative  costs  hardly  seems  ten- 
able. For  example,  even  if  we  accept  the  California  fig- 
ures, any  such  system  would  require  an  enormous  ad- 
ministrative vehicle  which  would  need  state  money,  office 
space,  equipment  and  supplies,  employees,  and  regula- 
tions. All  of  this  means  a huge  new  bureaucracy. 

The  present  system  makes  plantiffs  out  of  relatively 
few  patients,  those  who  are  willing  to  sue.  A no-fault 
system  could  open  the  flood  gates  with  every  complica- 
tion or  undesirable  event  becoming  the  subject  of 
compensation. 

The  analogy  with  auto  insurance  is  not  valid.  Space 
does  not  allow  a discussion  of  the  reasons.  Suffice  it  to 


TEXAS  MEDICINE 


say  that  this  is  like  comparing  peaches  to  cockleburs. 

The  clearest  difference  lies  in  the  fact  that  the  majority 
of  automobile  owners  already  carry  insurance  for  the 
events  in  question,  and  the  majority  of  patients  do  not. 

False  or  Questionable  Premises 

The  authors  base  much  of  their  case  on  premises  which 
may  be  acceptable  to  attorneys  but  not  to  doctors,  eg, 
“The  tort  system  is  unfair  to  victims  of  medical  PCEs 
because  of  difficulty  in  meeting  the  burden  of  proof,”  but 
from  the  physician’s  perspective, ^ this  is  absurd.  “Proof” 
consists  of  acceptable  testimony  by  a single  witness  who 
can  convince  a jury,  regardless  of  how  such  would  be 
viewed  in  perspective  as  a part  of  the  total  body  of  medi- 
cal opinion.  In  fact,  the  tort  system  is  unfair  to  doctors,  not 
patients,  because,  being  civil  cases,  suits  are  decided 
on  “a  preponderance  of  the  evidence  ” rather  than  “be- 
yond a reasonable  doubt.”  The  statement  that  it  is  “diffi- 
cult and  expensive  to  find  an  expert  who  is  willing  to  do 
so”  (testify  for  the  plaintiff)  is  really  misleading.  It  is  just 
as  difficult  to  obtain  qualified  witnesses  to  testify  for  the 
defense,  even  though  expense  is  less  of  a factor.  For 
many  very  good  reasons,  doctors — especially  busy,  pro- 
ductive, qualified  doctors — find  it  very  difficult,  even  trau- 
matic, to  testify  for  either  side. 

The  statement  that  “a  victim  of  medical  malpractice 
who  sustains  only  a minor  or  moderate  injury  . . . receives 
nothing  at  all”  is  clearly  erroneous. 

On  the  other  hand,  many  valid  points  are  emphasized: 

1 ) most  of  the  money  goes  to  lawyers  and  insurance 
companies;  2)  the  application  of  the  collateral  source  rule 
is  unfair;  3)  periodic  payments  and  structured  awards 
would  be  an  improvement;  4)  many  liability  judgments 
and  losses  occur  with  highly  skilled,  not  incompetent,  phy- 
sicians; 5)  many  plaintiffs  sue  to  get  rich  quickly;  6)  the 
present  climate  promotes  defensive  medicine. 

In  their  closing  paragraphs,  the  authors  discuss  an 
alternative  mechanism  which  would  require  a contract 
between  the  patient  and  the  physician.  They  refer  to  a 
California  Supreme  Court  decision  which  bears  on  such 
contracts,  and  they  are  correct.  However,  they  do  not 
explore  the  many  pitfalls  that  could  become  obstacles  to 
success.  For  example,  to  have  functional  validity  in  this 
context,  a contract  between  patient  and  physician  would 
probably  require  at  least  the  following  elements  as  a min- 
imum; 1)  Recognition  by  the  legislature  and  the  courts 
as  replacing  the  traditional  relationship;  2)  Stipulation  of 


the  financing  mechanism;  3)  Clear  statement  of  the 
ground  rules,  ie,  what  would  be  included,  excluded;  and 
4)  Entry  into  a feasible  administrative  mechanism  with 
appropriate  procedural  guidelines. 

These  stipulations  do  not  seem  unattainable,  but  do 
appear  to  involve  enough  complexities  to  make  the  path- 
way difficult.  In  addition,  volume  and  numbers  would  be 
necessary  for  adequate  financing  at  costs  per  individual 
which  would  be  attractive  or  acceptable.  In  this  regard 
a huge  selling  job,  or  compulsion,  likely  would  be  re- 
quired. 
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No-fault  professional  liability 
insurance:  another  view 

E.  Don  Webb,  MD 

In  my  opinion,  application  of  the  no-fault  concept  for  com- 
pensating patients  for  injuries  resulting  from  medical  treat- 
ment will  not  work.  This  concept  was  discussed  widely 
during  the  1974-76  period  when  the  malpractice  crisis 
was  at  its  highest  pitch.  It  was  the  consensus  of  most  in- 
dividuals studying  the  problem  that  a no-fault  system  was 
not  a reasonable  solution  for  several  reasons: 

First,  there  is  the  extreme  difficulty  in  defining  the  type 
of  injury  which  would  be  compensable  under  such  a new 
system.  In  a review  of  this  concept,  the  Secretary  of 
Health,  Education  and  Welfare  Commission  on  Medical 
Malpractice  made  the  following  comment: 

It  is  the  enormous  difficulty  of  determining  the  threshold 
of  compensability  that  all  too  often  is  overlooked  . . . 
There  are  radical  differences  between  an  automobile 
accident  compensation  system  and  a medical  injury 
compensation  system.^ 

While  the  current  system  of  compensating  medical  in- 
juries has  a number  of  problems  which  still  need  attention, 
to  replace  it  with  a system  of  no  fault  could  hamper  the 
effectiveness  of  the  reforms  which  have  been  instituted.  A 
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more  appropriate  approach  is  to  utilize  the  available  re- 
sources to  restructure  the  existing  system. 

Second,  I cannot  agree  that  a no-fault  system  would  be 
less  expensive  to  fund  or  administer.  Such  a system 
would  be  required  to  compensate  more  people  than  are 
compensated  under  the  present  system  to  the  extent  that 
it  would  compensate  people  for  injuries  not  due  to  negli- 
gence or  instances  in  which  negligence  could  not  be 
proved.  Even  under  a limited  no-fault  system,  some 
threshold  of  compensability  would  have  to  be  established. 
I’m  afraid  the  administrative  machinery  required  to  es- 
tablish such  a system  would  result  in  a system  like  the 
one  used  in  private  health  insurance  where  nonmedical 
clerical  personnel  become  involved  in  medical  necessity 
determinations. 

Third,  I’m  not  convinced  that  it  would  be  a good  and 
equitable  solution  to  best  serve  the  patient  or  the  physi- 
cian. Most  patients  who  die  have  been  treated  by  medical 
personnel  for  their  injury  or  illness.  “This  being  the  case,” 
asks  the  Commission  on  Medical  Malpractice,  “should  all 
such  deaths  be  compensable  incidents?”^ 

Bunch  and  Dowben  propose  that  a contract  be  es- 
tablished between  the  patient  and  the  physician  which 
would  provide  for  compensation  in  the  event  of  specified 
injuries  arising  from  the  course  of  the  particular  medical 
or  surgical  procedure.  In  return,  the  patient  would  agree 
not  to  bring  a suit  for  any  of  the  specified  injuries.  In  my 
judgment,  such  a plan  would  not  be  equitable  to  the  pa- 
tient or  the  physician  and  would  place  the  focus  of  the 
compensation  system  on  “informed  consent,”  an  area 
which  has  been  consistently  difficult  for  physicians  and 
patients  to  understand.  Such  a system  also  seems  to  shift 
the  entire  responsibility  for  compensation  to  the  physician 
since  the  hospital  is  not  mentioned.  I also  doubt  that  the 
Texas  Legislature  would  institute  such  a proposal  where- 
by a physician  could  be  contract-exempt  from  liability 
for  his  or  her  actions. 

The  Medical  Liability  and  Insurance  Improvement  Act 
of  Texas,  passed  in  1977,  provided  a number  of  reforms 
in  the  compensation  system  for  medical  injuries.  Con- 
tinued improvements  can  be  made  and  will  be  made. 
Further,  the  Texas  Medical  Liability  Trust  is  in  operation 
and  provides  physicians  the  opportunity  to  directly  ad- 
dress some  of  the  problems  of  the  compensation  system. 
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V-Cillin  K* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  nosvsi 

‘Equivalent  to  penicillin  V. 

Additional  infomwtion  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Malignant  mesenchymoma  of  the 
retroperitoneum:  a case  report 


Barbara  S.  Costin,  MD 


Malignant  mesenchymoma  is  a neoplasm  which  origi- 
nates in  soft  tissue.  It  is  an  exceedingly  rare  tumor,  and 
the  retroperitoneum  is  a particularly  rare  site  of  origin. 
Characteristically,  the  tumor  is  composed  of  malignant 
cells  differentiating  into  two  or  more  tissues  of  mesen- 
chymal derivation. 

Any  of  the  mesenchymally-derived  tissues  may  pre- 
dominate in  the  tumor,  and  dystrophic  calcification  in 
cartilaginous,  mucinous,  osseous,  or  necrotic  tissue  may 
be  seen.  However,  the  case  presented  herein  demon- 
strates an  unusually  large  amount  of  dystrophic 
calcification. 

The  differential  diagnosis  of  calcified  abdominal  an- 
retroperitoneal  masses  includes  metastatic  ovarian  carci- 
noma, papillary  cystadenocarcinoma  of  the  ovary,  muci- 
nous adenocarcinoma  of  the  colon  or  stomach,  pseudo- 
myxoma peritonei,  pseudomucinous  cystadenocarcinoma 
of  the  ovary,  metastatic  calcification,  and  mucocele  of  the 


7.  Plain  film  of  the  abdomen  shows  dense  dystrophic  calcification  in 
right  upper  quadrant.  No  barium  studies  had  been  done  prior  to  this 
examination. 


appendix.  Calcifications  in  abdominal  hemangiomata, 
hepatoma,  and  tuberculous  peritonitis  have  more  charac- 
teristic appearances. 

The  current  treatment  of  malignant  mesenchymoma  is 
surgical  excision  when  possible,  with  chemotherapy  and/ 
or  radiotherapy  as  indicated  by  the  elements  of  the  tumor 
and  the  adequacy  of  the  surgical  removal. 

A Case  Report 

A 57-year-old  man  presented  to  the  emergency  room  with 
a six-month  history  of  an  enlarging,  painful  right  upper- 
quadrant  mass.  Plain  film  of  the  abdomen  (Fig  1)  revealed 
diffuse,  heavy  dystrophic  calcification  in  a mass,  at  least 
15  cm  in  size,  in  the  upper  abdomen.  The  patient  was 
admitted  and  further  workup  with  arteriography  showed  a 
large  calcified  mass  displacing  the  upper  pole  of  the  right 
kidney  (Fig  2),  without  obvious  involvement  of  the  right 
renal,  hepatic,  or  superior  mesenteric  arteries.  At  surgery 


2.  Selective  hepatic  arteriogram  shows  liver  (arrow)  dispiaced  superior- 
ly by  the  mass.  Right  kidney  (double  arrow)  is  rotated  and  displaced 
laterally  by  the  tumor. 
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the  adherent  tumor  mass  had  a lipomatous  inferior  portion 
and  a calcific,  "rock-hard”  superior  portion  (Fig  3).  The 
mass  could  not  be  removed  surgically. 

At  autopsy,  examination  of  the  specimens  revealed  a 
bizarre  combination  of  tissue  elements  including  myxoid, 
fibrosarcomatous,  and  liposarcomatous  elements  with 
tumor  cartilage  and  bone.  There  was  no  evidence  of  in- 
filtration of  the  bowel  or  kidney.  The  tumor  mass  mea- 
sured 12x8x6  cm. 

Comment 

Malignant  mesenchymoma  is  a rare  tumor.  A case  of  such 
a tumor  arising  from  an  unusual  location,  the  retroperi- 
toneum,  has  been  presented  here.  Although  dystrophic 
calcification  has  been  described  for  this  tumor,  the  density 
and  large  amount  of  calcification  are  distinctly  unusual. 
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3.  Cut  section  of  tumor  shows  dense  dystrophic  calcification  in  superior 
portion  of  the  tumor  which  was  described  as  "rock  hard"  and  adherent 
to  the  porta  hepatis  and  inferior  vena  cava. 
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Texas  Medicine  is  a scientific,  clinical  journal  published  primarily 
for  members  of  the  Texas  Medical  Association.  In  addition,  it 
informs  members — through  editorials,  news  pages,  and  regular 
departments — about  medical  events,  legislative  and  govern- 
mental news,  coming  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Executive 
Editor,  1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered 
solely  to  this  journal.  Each  article  is  reviewed  by  a consultant 
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New  Requirement  for  Authors 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 

1 978,  all  transmittal  letters  to  the  editor  must  contain  the  following 
language  before  manuscripts  can  be  reviewed  for  possible 
publication: 

"In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s) 
undersigned  hereby  transfers,  assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Texas  Medical  Association  in 
the  event  that  such  work  is  published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  fore- 
going language  signed  by  all  authors  of  the  manuscript  will 
necessitate  return  of  the  manuscript. 

Scientific  Articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins 
on  firm  paper.  Two  copies  should  be  submitted  and  the  author 
should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the 
article  in  "Index  Medicus,"  should  stress  the  main  point,  and 
should  be  brief.  Subtitles  should  not  be  connected  grammatically 
with  the  main  title. 

Authors’  names  and  degrees  should  follow  the  title,  and  their 
mailing  addresses  should  be  listed  at  the  end  of  the  article. 

An  introductory  summary  of  50-75  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbre- 
viations, and  logical  subheadings.  For  spelling  and  usage  the 
editors  follow  "Dorland’s  Illustrated  Medical  Dictionary,”  25th 
edition,  and  "Webster’s  Third  New  International  Dictionary,  Un- 
abridged.” 

References 

Reference  lists  should  contain  in  this  order  (1 ) author’s  last  name, 
initials,  (2)  title  of  article  or  book,  (3)  name  of  journal,  (4)  volume 
and  inclusive  page  numbers,  written  33:156-160,  (5)  year. 

For  books,  the  title  should  be  followed  by  place  of  publication, 
name  of  publisher,  and  year. 

Illustrative  Material 

Illustrations  should  be  black  and  white  drawings  or  positive 
photographs,  with  neat,  uniform,  fairly  large  lettering.  A label 
pasted  to  the  back  of  each  illustration  should  indicate  its  number, 
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however,  encourage  committees,  councils,  and  individuals  to 
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Editing 
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to  check  before  publication.  After  the  article  is  sent  to  the  printer, 
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"It  pays"  is  more  than  just  a figure  of  speech 
when  you're  an  owner/member  of  API.  Call 
us,  or  complete  the  coupon  and  mail  it.  We're 
anxious  to  show  you  how  you  can  join  your 
colleagues  in  API. 
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SUITE  196,  4100  McEWEN  ROAD  • DALLAS,  TEXAS  75234  • (214)  386-6400 
IN  HOUSTON.  PHONE  225-2569  • IN  SAN  ANTONIO  PHONE  226-54  39 


your  name 


SPECIALTY 


ADDRESS 


CITY 


ZIP 


PHONE 


POLICY  RENEWAL  DATE 


TC 


IT  PAYS  TO  BE  AN  OWNER/MEMBBI  OF  API, 
THE  TEXAS  OOCTOR'S  INSURANCE  COMPANY 


( SAW  THAT  ATTORNEY 
DID  HE  FILE  SU)T  ? 

YES,  BUT  FORTUM ATCLY 
I HAVE  THE  API  DEFENSE 
TEAM  ON  MY  SIDE.  THEIR 
MAM  Wl  UU  BE  HERE  TODAY. 

INSURIMQ  WITH  API  IS 
ONE  OF  THE  SMARTEST 
THINGS  I’VE  DONE  IN 
A LONG  TIME  ]i  ^ 


IT  PAYS 
IN  SERVICE 


Promising  is  one  thing  — delivering  is  some- 
thing else.  And  API  delivers! 

When  you  need  professional  liability  protec- 
tion, as  an  owner/member  of  API  you 'll  have  a 
medical-legal-lay-investigative  defense  team 
whose  No.  1 concern  is  YOU! 
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Yours  Truly"  by  Jobsf — it’s  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse.  Reach  to  Recovery  volunteers,  and  others,  you  can 

suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly™  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only„04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


|^«  JOBST  SERVICE  CENTER 

DALLAS:  The  Medical  Center  Building,  3101  Gaston  Avenue,  Suite  304,  Dallas,  Texas  75246;  214  824-4110 
HOUSTON:  Medical  Towers,  Main  & Fannin  at  Dryden,  Suite  1709,  Houston,  Texas  77030;  713  797-0010 
SAN  ANTONIO:  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229;  512  691-1031 


Lift  for  life — a glance 

at  three  emergency  airlift  programs 


Since  Amarillo-based  Panhandle  EMS  Inc  (PEMS)  initiat- 
ed its  emergency  medical  delivery  program  in  1976,  infant 
mortality  has  plummeted  by  34.5%,  a figure  some  say  is 
tied  directly  to  the  quick-access  transport  and  its  in-flight 
advanced  life  support  offerings.  While  it  may  be  difficult  to 
document  such  a claim,  there  is  no  denying  that  swift 
transport  across  the  mostly  rural  Panhandle  can  whittle 
life-threatening  distances  in  emergency  cases. 

In  a land  where  broad,  empty  distance  is  perhaps  the 
critically  ill  patient’s  greatest  adversary,  the  25-county 
area  covered  by  Panhandle  EMS  would  seem  to  be  fertile 
territory  for  emergency  airlift.  (The  25,000  square  miles 
reportedly  hold  an  average  13  persons  per  square  mile 
and  encompass  19  hospitals.)  That,  apparently,  was  the 
reasoning  of  the  Panhandle  system  which  in  1978  added 
Med-A-Vac  to  its  emergency  services. 

Since  that  time  the  airlift  program  has  carried  at  least 
116  patients,  most  of  them  high-risk  infants  and  cardiac 
and  trauma  cases. 

PEMS  executive  director  Betty  O'Rourke  describes 
the  system  as  the  only  volunteer  program  of  its  kind  in  the 
United  States.  “We  do  charge  the  patient  $50  for  lift-off, 
plus  $1 .50  per  air  mile,  to  offset  fuel  and  maintenance,” 
she  explains.  But  the  patient  is  not  charged  for  medical 
care,  and  no  patient  is  denied  transport  because  of  inabil- 
ity to  pay. 

In  fact,  the  Med-A-Vac  fixed-wing  transport  program  is 
designed  to  carry  indigent  patients,  and  like  the  helicopter 
crew  and  trauma  team,  the  fixed-wing  flight  team  charges 
nothing  for  services  and  fuel.  The  jet  service  primarily 
carries  seriously  burned  patients  and  high-risk  infants 
needing  cardiac  surgery. 

The  PEMS  communications  center  (CommCenter), 
logically,  plays  a central  role  in  channeling  appropriate 
help  to  crisis  situations.  Med-A-Vac  is  only  one  response 
arm  of  that  communications  system,  and  although  the  de- 
cision to  summon  air  help  is  regulated,  the  process  is 
relatively  straightforward.  For  example,  an  attending 
physician  may  contact  the  EMS  communications  center 
where  a consultant  will  determine  if  airlift  is  the  best  way 
to  respond  to  the  situation. 

A respiratory  therapist  and  registered  nurse  specially 
trained  for  emergency  care,  routinely  staff  the  flights,  but  a 
physician  joins  the  team  if  needed.  Depending  upon  the 
emergency,  the  CommCenter  can  summon  specialized 
assistance  in  poison  control  and  suicide  prevention/  crisis 
intervention. 


Amarillo  Fire  Department  “first  responder  units”  can  be 
dispatched  in  some  instances,  such  as  cases  of  choking 
and  heart  attacks  in  the  city.  A “deaf-mute  telewriter”  at 
the  CommCenter  adds  versatility. 

It  is  within  this  system,  described  only  superficially  here, 
that  Med-A-Vac  is  embedded,  its  obvious  advantage 
being  speed  and  maneuverability  in  certain  circum- 
stances. Med-A-Vac  personnel  carry  electronic  pagers  to 
continually  connect  them  to  the  CommCenter. 

Statistics  alone  can  convey  the  message,  but  a nurse 
at  a rural  Panhandle  hospital  best  described  Med-A-Vac’s 
meaning.  To  see  a Med-A-Vac  helicopter  settle  to  earth, 
she  said,  is  “like  watching  the  sky  open  up  and  an  angel 
come  in.” 

MAST 

Texas’  four  MAST  (Military  Assistance  to  Safety  and  Traf- 
fic) units,  since  their  establishment  in  1970,  have  logged 
more  than  7,000  mission  hours,  carried  more  than  3,900 
patients,  and  completed  3,535  missions — accounting  for 
approximately  20%  of  the  nation’s  total  MAST  responses. 

MAST  is  administered  by  the  Department  of  Health, 
Education,  and  Welfare,  the  Department  of  Transporta- 
tion, and  the  Department  of  Defense. 

Essentially,  MAST  provides  airlift  backup  for  civilian 
emergency  health  delivery,  but  the  program  relies  heavily 
on  civilian  cooperation,  gives  first  attention  to  military 
duties,  and  generally  limits  services  to  a 100-mile  radius 
from  the  regular  duty  posts. 

Each  MAST  mission  typically  is  classified  as  a hospital 
transfer,  “incident  site  pickup,”  or  medical  supply  trans- 
port (eg,  transport  of  blood  and  organs). 

There  is  no  fee  for  MAST  service,  but  the  military  is 
quick  to  emphasize  that  the  program  does  not  compete 
with  any  private  emergency  airlift  systems. 

In  Texas,  the  three  Regular  Army  MAST  units,  all  part 
of  the  507th  Medical  Company  (Air  Ambulance),  are  sta- 
tioned at  Fort  Sam  Houston  in  San  Antonio,  Fort  Bliss  at 
El  Paso,  and  Fort  Hood . The  US  Army  Reserve 
273rd  Medical  Detachment  (Helicopter  Ambulance)  in 
Tomball  is  an  active  unit,  but  somewhat  limited  by  its  re- 
serve status  and  proximity  to  Hermann  Hospital’s  Life 
Flight  program  based  in  Houston. 

Two  crews  are  on  call  at  all  times,  according  to  a Fort 
Hood  spokesman  who  says  a primary  crew  can  respond 
to  an  emergency  withint  two  minutes;  a standby  crew  can 
be  in  the  air  in  30  minutes.  In  all,  the  Fort  Hood  MAST  unit 
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comprises  36  soldiers,  including.  12  pilots,  six  medics,  six 
crew  chiefs,  and  support  personnel. 

A starting  point  for  "MAST  communities”  is  a communi- 
cations system  compatible  to  military  and  civilian  worlds. 
The  Army’s  helicopters — the  UH-1H  (Huey)' — are 
equipped  with  standard  military  radio  gear  not  available  to 
the  nonmilitary  population,  and  while  the  Army  provides 
the  aircraft — as  well  as  crew  members  trained  for  rapid 
response,  emergency  medical  care,  and  ground  support 
personnel  already  serving  military  functions — civilian 
communities  or  emergency  medical  systems  must  com- 
plete the  arrangement  with  adaptable  communications 
gear  and  specialized  medical  equipment  and  personnel. 

The  MAST  protocol  calls  for  continual  communication 
between  the  patient  pickup  site,  medical  facility  to  receive 
the  patient,  and  aircraft  involved;  hospital-to-hospital 
transfers  involve  transport  of  needed  medical  information, 
equipment,  and,  when  needed,  medical  specialists. 

LIFE  FLIGHT 

On  Sundays,  when  Hermann  Park  fills  slowly  with  picnic- 
kers and  zoo  visitors,  busy  Houston  seems  far  away.  Her- 


Head  flight  nurse  Cathy  Hamill  cares  for  a patient  aboard  Life  Flight  LD. 


mann  Hospital,  just  a few  minutes’  walk  from  the  park, 
shows  no  activity  to  the  passerby.  Nearby,  though,  Hous- 
ton contends  with  jammed  freeways,  frenetic  weekend 
traffic. 

This  is  the  setting  for  Life  Flight  helicopters  which  stand 
ready  atop  the  Emergency  Center  at  Hermann  Hospital, 
the  primary  teaching  hospital  for  The  University  of  Texas 
Medical  School  at  Houston. 

Probably  the  best  known  of  the  Texas  emergency  airlift 
programs.  Life  Flight  is  the  3-year-old  child  of  Hermann 
Hospital  and  the  inspiration  of  Gov  Bill  Clements’  recent 
‘‘Life  Flight  Over  Texas  Week.” 

Now  averaging  about  five  emergency  helicopter  flights 
per  day.  Life  Flight  is  approaching  its  4,000th  flight,  and 
with  the  addition  of  a third  helicopter  to  its  fleet,  claims  to 
be  the  largest  hospital-operated  emergency  helicopter 
service  in  the  United  States.  Unlike  other  similar  air  ambu- 
lance programs.  Life  Flight  routinely  carries  a physician 
and  nurse  on  its  rescue  missions  which  range  up  to  130 
miles. 

Like  other  quick-action  rescue  groups.  Life  Flight  prides 
itself  for  its  readiness,  the  goal  being  a five-minute  re- 
action time.  It  has  been  said  that  Life  Flight  helicopters 
can  reach  Harris  County  destinations  within  15  minutes. 
Crews  work  in  round-the-clock  shifts. 

Last  year.  Life  Flight  and  the  Houston  Independent 
School  District  arranged  for  Life  Flight  coverage  of  high 
school  stadium  sports  events.  Under  the  plan,  team  train- 
ers can  dispatch  Life  Flight  help  for  injured  players.  Nor- 
mally, the  service  can  be  requested  by  physicians,  hos- 
pital administrators,  industrial  safety  representatives,  law 
enforcement  agents,  fire  departments,  and  emergency 
ambulance  services. 

In  June,  Hermann  Hospital  christened  Life  Flight  LD,  a 
Merlin  ll-A  turboprop  capable  of  transporting  three  pa- 
tients 1 ,200  miles — at  300  miles  per  hour — without  refuel- 
ing. Based  at  Hobby  Airport,  LD  has  tallied  more  than 
4,000  miles.  This  service,  says  a Life  Flight  spokesman, 
provides  transportation  for  persons  who  can’t  be  trans- 
ported commercially.  Anyone  can  request  an  LD  flight 
which  costs  $100  take-off  fee  and  $1.35  per  mile,  plus 
fees  for  nursing  care.  A physician  does  not  join  the  crew 
on  LD  missions,  unless  requested.  Life  Flight  helicopter 
services  cost  $70  for  liftoff  and  $2  per  mile,  plus  medica- 
tion expenses. 

Will  the  Life  Flight  program  continue  to  expand?  Per- 
haps. “As  the  need  arises,  we  will  expand,”  promises  one 
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Life  Flight  worker  who  says  the  program  has  “proven  to 
be  a vanguard  for  medical  transportation  to  come.” 


CW2  Rick  Frayard,  assigned  to  the  3rd  Platoon  of  the 
507th  Medical  Company  at  Fort  Hood,  provided  Texas 
Medicine  with  the  emergency  airlift  report  below.  Of  the 
March  rescue,  he  says  the  MAST  team  arrived  at  Scott 
and  White  Hospital  within  20  minutes  after  locating  the 
patient  and  applying  emergency  life  support.  “Today  that 
man  is  alive,”  Mr  Frayard  writes,  “thanks  to  the  military 
and  civilian  community  working  together.” 

Date  29  March  1979 

Time:  At  approximately  12:40  PM  an  elderly  gentleman  in 
the  Nolanville  area  suffered  a heart  attack  while  riding  his 
bulldozer.  Immediately  the  Nolanville  ambulance  was 
notified  that  they  had  a man  in  a field  who  had  suffered 
a heart  attack.  In  attempting  to  reach  the  man  in  the  field, 
the  ambulance  that  had  been  dispatched  to  the  scene 
became  stuck  in  mud.  Precious  minutes  were  going  by 
and  the  ambulance  notified  the  police  department  to 
notify  Lifesaver  at  532-9028. 

12:55:  Dispatcher  places  a call  to  Lifesaver  Alert 
Room. 

Lifesaver:  Alert  Room  Mr  Murray  speaking.  May  I help 
you? 

Dispatcher:  Nolanville  Police,  we  have  a man  in  a field 
with  a heart  attack  and  are  requesting  a Lifesaver  Heli- 
copter. 

Mr  Murray:  What  is  the  location  please? 

Dispatcher:  Just  north  of  Nolanville,  an  ambulance  Is 
down  the  road  a ways,  stuck  in  the  mud;  they  will  have 
their  overhead  lights  on.  ” 

Mr  Murray:  We’re  on  our  way. 

Base  ops  this  is  Mr  Murray ...  we  have  a Lifesaver  in 
progress. 

Captain  Kiehl  (copilot):  What  have  we  got.  Hank? 

CW2  Murray:  Heart  attack  victim  just  north  of  Nolanville 
. . . suffered  It  while  riding  a bulldozer.  There  will  be  an 
ambulance  down  the  road  to  mark  the  spot . . . I've  got 
the  controls  Gray  tower  Lifesaver  369  ready  for  takeoff 
Lifesaver  Mast  mission.  ” 

Tower:  Roger,  369  cleared  for  takeoff . . . winds  at  10 
knots. 

1 : 00:  Lifesaver  aircraft  is  airborne.  Mr  Murray  flies 


while  Capt  Kiehl  navigates. 

1:10:  Capt  Kiehl:  “There  Is  the  ambulance.  Pre-landing 
is  good. 

Lifesaver  lands,  picks  up  an  attendant,  and  proceeds  to 
the  scene. 

1:13:  Lifesaver  arrives  at  the  scene.  Specialist  Wiebold 
moves  to  the  victim  and  begins  lifesaving  techniques. 

1:18:  Patient  is  loaded  on  a backboard;  oxygen  is  run- 
ning; (patient  is)  placed  on  aircraft. 

1:19:  Capt  Kiehl  takes  the  aircraft  and  heads  for  Scott 
and  White. 

Mr  Murray  is  taking  the  vitals  from  the  Medic  and 
relaying  them  via  radio  to  DAH  who  is  relaying  them  to 
Scott  and  White  ER.  They  will  be  ready  for  the  patient. 

1:26:  Lifesaver  arrives  at  Scott  and  White;  they  are 
ready  for  the  patient. 

Total  time  elapsed:  31  minutes,  from  notification  to  de- 
livery. 


^ “Huey”  was  the  workhorse  of  Vietnam,  the  salvation  for 
critically  injured  troops.  The  5,000-pound  helicopter  could 
cruise  at  105  mph,  drop  to  a jungle  clearing  and  pick  up 
nearly  its  own  weight  in  cargo  and  troops,  then  escape 
with  enough  fuel  to  complete  more  than  two  hours  of  flight 
time. 

Less  than  delicate  in  appearance — looking  like  the  last 
candidate  for  flight — the  57.5-foot  Huey  carries  a com- 
mander, pilot,  medical  aidman — and  1,100  horsepower. 

The  green  monster  can  carry  its  cargo  inside  or  out, 
function  under  instrument  conditions,  and  hoist  cargo 
without  touching  ground. 

An  aircraft  mechanic  foreman  for  the  Texas  National 
Guard  describes  the  Huey  as  “one  of  the  most  reliable 
and  dependable  aircraft  in  the  Army.”  Another  source 
notes  that  the  Huey  originally  was  designed  for  medical 
evacuation.  Once  its  versatility  was  realized,  the  machine 
was  adopted  for  other  uses. 


TEXAS  MEDICINE 


A character 

all  its  own. 


. * V Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valium*® 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  stales;  somatic  complaints 
which  are  concomitants  of  emotional  factors:  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal:  adjunctively  In  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  loca'  pathology:  spasticity  caused  by  upper  motor 
neuron  disorders:  athetosis;  stiff-man  syndrome,  convulsive  dis- 
orders (not  tor  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults  Ten- 
sion, anxiety  and  psychoneurotic  states.  2 to  10  mg  b.i.d.  to  q i d,; 
alcoholism,  10  mg  t i.d.  or  q.i.d,  in  first  24  hours,  then  5 mg  t i.d  or 
q.i  d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2y2  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2'/2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500:  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


^ The  art  of  the  heart... 

“Greek  Heart”.  19th  century 
Greek  ex-voto  heart  from 
Mykonos. 


Persantine  is  a non-nitrate  ] 
coronary  vasodilator,  with  1 
no  known  contraindications,  j 
for  the  long-term  therapy 
of  chronic  angina  pectoris*  'I 
The  key  to  Persantine  efficacy 
give  enough. . , long  enough.  ■. 


Persantine* 

(dcvridamole) 


‘INDICATIONS— Based  on  a review  of  this 
drug  by  the  National  Academy  of  Science- 
National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indication 
as  follows: 

Possibly  " effective;  For  long-term  therapy 
of  chronic  angina  pectoris.  Prolonged 
therapy  may  reduce  the  frequency  or  el  im- 
inate  anginal  episodes,  improve  exercise 
tolerance,  and  reduce  nitroglycerin  require- 
ments. The  drug  is  not  intended  to  abort  the 
acute  anginal  attack. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 


CONTRAINDICATIONS-No  specific  contra- 
indications are  known. 

PRECAUTIONS— Since  excessive  doses  can 
produce  peripheral  vasodilation,  the  drug 
should  be  used  cautiously  in  patients  with 
hypotension. 

ADVERSE  REACTIONS— Adverse  reactions 
are  minimal  and  transient  at  recommended 
dosages.  Instances  of  headache,  dizziness, 
nausea,  flushing,  v>reakness  or  syncope,  mild 
gastrointestinal  distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases  of  what 
appeared  to  be  an  aggravation  of  angina  pec- 
toris have  been  reported,  usually  at  the  initia- 
tion of  therapy.  On  those  uncommon  occasions 
when  adverse  reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medication  has 
been  followed  promptly  by  cessation  of  unde- 
sirable symptoms. 

DOSAG  E AN  D ADM  I N ISTR  ATI  ON  -The  rec- 
ommended dosage  is  50  mg  (2  tablets)  three 
times  a day,  taken  at  least  one  hour  before 
meals.  In  some  cases  higher  doses  may  be  nec- 
essary but  a significantly  increased  incidence 
of  side  effects  is  associated  with  increased  dos- 
age. Clinical  response  may  not  be  evident 
before  the  second  or  third  month  of  continuous 
therapy. 

Tablets  of  25  mg 

For  complete  details,  please  see  the  full  pre- 
scribing information. 


Boehringer  Ingelheim 

Boehringer  Ingelheim  Ltd. 

Ridgefield.  CT  06877 


OFFICE  MULTI-PURPOSE  FORM 

FOR  OFFICE-BASED  PRACTITIONERS 

COMPATIBLE  WITH  EXISTING  “PEG”  SYSTEMS 


Serves  the  following  functions  with 
minimal  re-writing  duplication: 

1 . Patient’s  office  chart  medical  entry 

2.  Prescription 

3.  Attending  Physician's  Insurance  Statement 

4.  Recall  mail  slip  (optional  use) 

5.  Medication  dose  reminder 

6.  Charge  slip  for  internal  office  use 

7.  Payment  receipt 

8.  Special  Instructions  patient  reminder 


PRACTICE-PROVED,  PHYSICIAN-DESIGNED 
Saves  several  minutes  per  patient  to  doctor 
and  staff,  while  reducing  costs. 

For  sample  and  information  contact: 

A.  Thomann  Enterprises 
P.O.  Box  57306 
Webster,  Texas  77598 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 
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MEETINGS  AND  CONTINUING 
EDUCATION  COURSES 


CURRENT  MEETINGS 

AMERICAN  MEDICAL  ASSOCIATION,  institute  for  Salaried  Physi- 
cians: Dynamics  of  Conflict  Resolution.  The  AMA  Department  of 
Negotiations  will  present  on  August  10-11,  1979,  in  Denver  Dynamics  of 
Conflict  Resolution,  a two-day  program  designed  for  physicians  em- 
ployed by  medical  schools,  public  and  private  hospitals,  medical  centers, 
medical  clinics,  HMOs,  and  other  health  care  organizations.  The  program 
will  provide  salaried  physicians  with  invaluable  experience  with  negotia- 
tion, the  implementation  of  individual  and  group  employment  agree- 
ments, methods  of  organizing  for  effective  action,  approaches  for  repre- 
sentation pursuant  to  federal  and  state  labor  laws,  and  the  development 
of  negotiating  techniques  and  skills.  Contact:  AMA  Department  of  Nego- 
tiations, 535  North  Dearborn  Street,  Chicago,  IL  60610. 

AMERICAN  MEDICAL  ASSOCIATION,  Special  Joint  Seminar  on 
Medical  Staff  Leadership  and  Conflict  Resolution.  The  AMA  Depart- 
ment of  Hospitals  and  Health  Facilities  and  the  Department  of  Negotia- 
tions will  jointly  present  a Special  Joint  Seminar  on  Medical  Staff  Leader- 
ship and  Conflict  Resolution  Aug  27-Sept  1,  1979,  in  Portsmouth,  NH. 
The  program  is  especially  designed  to  enhance  the  leadership  and  man- 
agement skills  for  medical  staff  physicians,  and  to  focus  on  the  special 
needs  of  each  individual  situation.  The  program  meets  the  criteria  for 
38  hours  of  Category  1 credit  of  the  AMA  Physician’s  Recognition  Award. 
Contact;  AMA  Department  of  Negotiations,  535  North  Dearborn  Street, 
Chicago,  IL  60610. 


CALENDAR  OF  MEETINGS 
■ Denotes  Texas  Meetings 


AUGUST 

AMERICAN  INSTITUTE  OF  ULTRASOUND 
IN  MEDICINE,  INC. 

Montreal,  Canada,  Aug  27-31,  1979 
Patti  Roberts,  6161  N May,  Oklahoma  City, 
OK  73112 

INTERNATIONAL  SOCIETY  OF  EXPERIMEN- 
TAL HEMATOLOGY 

Rotterdam,  The  Netherlands,  Auq  21-24, 
1979 

M Bortin,  MD,  Mt  Sinai  Medical  Center, 
Milwaukee,  Wl 

ROCKY  MOUNTAIN  CANCER  CONFER- 
ENCE 

Colorado  Springs,  CO,  Aug  16-19,  1979 
FC  Schmidt,  1809  E 18th  Street,  Denver, 

CO  80218 

• TEXAS  PERINATAL  ASSOCIATION 
Austin,  Aug  4-6,  1979 
William  S Tinney,  MD,  Box  4480,  Lubbock, 
TX  79409 


SEPTEMBER 

AMERICAN  ACADEMY  OF  OCCUPATIONAL 
MEDICINE 

Minneapolis,  Sept  26-28,  1979 
Howard  Schultz,  150  N Wacker,  Chicago, 

IL  60606 

■ AMERICAN  ACADEMY  OF  PEDIATRICS, 
TEXAS  CHAPTER 

Galveston,  Sept  13-15,  1979 

Mary  Greene,  1905  N Lamar  Blvd,  Austin, 

TX  78705 

AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE 
Atlanta,  Sept  16-21,  1979 
Joseph  J Garvey,  2317  W Jefferson,  Suite 
208,  Joliet,  IL  60435 

AMERICAN  COLLEGE  OF  RADIOLOGY 
Chicago,  Sept  16-20,  1979 
William  C Stronach,  20  N Wacker,  Chicago, 
IL  60606 

AMERICAN  ELECTROENCEPHALO- 
GRAPHIC  SOCIETY 
Atlanta,  Sept  16-21,  1979 
Margaret  Henry,  38238  Glenn  Ave,  Willough- 
by, OH  44094 

AMERICAN  SOCIETY  OF  INTERNAL  MEDI- 
CINE 

Las  Vegas,  Sept  28-29,  1979 
William  R Ramsey,  2550  M Street,  NW, 

Suite  620,  Washington,  DC  20037 

■ BLACKFORD  MEMORIAL  LECTURES 
Denison,  TX,  Sept  8,  1979 

John  D Glecker,  MD,  211  N Fannin,  Deni- 
son, TX  75020 

THE  CENTRAL  ASSOCIATION  OF  OBSTE- 
TRICIANS AND  GYNECOLOGISTS 
White  Sulphur  Springs,  WV,  Sept  21-23, 
1979 

David  G Anderson,  MD,  University  of  Michi- 
gan Medical  Center,  Ann  Arbor,  Ml  48109 


TEXAS  MEDICINE 


■ TEXASACADEMYOFFAMILYPHYSICIANS 
Houston,  Sept  16-18,  1979 

Donald  C Jackson,  1901  N Lamar  Blvd, 
Austin,  TX  78705 

■ TEXAS  MEDICAL  ASSOCIATION 
Austin,  Sept  21-23,  1979 

C Lincoln  Williston,  1801  N Lamar  Blvd, 
Austin,  TX  78701 

■ TEXAS  PEDIATRIC  SOCIETY 
Galveston,  Sept  13-15,  1979 

Mary  Greene,  1905  N Lamar  Blvd,  Austin, 

TX  78705 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS 
Corpus  Christi,  Sept  13-15,  1979 

Mary  Jones,  1905  N Lamar  Blvd,  Austin,  TX 
78705 

■ TEXAS  SOCIETY  OF  PEDIATRIC 
SURGEONS 

Galveston,  Sept  13-15,  1979 

Leonard  Graivier,  MD,  601 1 Harry  Hines  Blvd. 

Dallas.  TX  75235 

■ TEXAS  SURGICAL  SOCIETY 
Austin,  Sept  30-Oct  2,  1979 

William  D Barnett,  MD,  1004  N Washington, 
Dallas.  TX  75204 


Cards  requesting  information  on  medical 
meetings  are  sent  monthly  to  medical  orga- 
nizations which  are  on  file.  If  your  medical 
organization  is  not  listed,  please  send  meet- 
ing information  to  “Meetings,"  Patricia  Jeter, 
1905  N Lamar  Blvd,  Austin,  TX  78705. 


COURSES 


AUGUST 


Basic  Sciences 


Title:  Biofeedback  to  Technicians 

Location  of  course:  UT  Health  Science  Cen- 
ter at  San  Antonio 

Date:  Aug  3-4,  1979 

Contact:  Office  of  Continuing  Education  Ser- 
vices, UT  Health  Science  Center  at  San  An- 
tonio, 7703  Floyd  Curl  Drive,  San  Antonio, 

TX  78284 


General  Medicine 


Title:  Basic  Life  Support  for  Physicians 

Location  of  course:'  Room  N 201 . UT  Health 
Science  Center  at  San  Antonio 

Date:  Aug  21,  1979 

Credit:  AAFP,  Prescribed:  Category  1,  AMA 
Physician's  Recognition  Award;  4 hours 

Contact:  Office  of  Continuing  Education  Ser- 
vices, UT  Health  Science  Center  at  San  An- 
tonio, 7703  Floyd  Curl  Drive,  San  Antonio.  TX 
78284 


Orthopedic  Surgery 


Title:  Southwest  Orthopedic  Surgery  Board 
Review 

Location  of  course:  UT  Health  Science  Cen- 
ter at  Dallas 

Date:  Aug  24-26,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award 

Contact:  George  J,  Race,  MD,  Associate 
Dean  for  Continuing  Education,  UT  Health 
Science  Center  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 


Psychiatry 


Title:  Psychoanalytic  Therapy  with  Children 

Location  of  course:  UT  Health  Science  Cen- 
ter at  San  Antonio 

Date:  Aug  3-4,  1979 

Contact:  Office  of  Continuing  Education  Ser- 
vices-, UT  Health  Science  Center  at  San  An- 
tonio, 7703  Floyd  Curl  Drive,  San  Antonio,  TX 
78284 


SEPTEMBER 


Aerospace  Medicine 


Title:  Review  of  Space  Medicine 

Location  of  course:  Flagship  Hotel,  2501 
Seawall  Blvd,  Galveston 

Date:  Sept  28-29,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award 

Contact:  Michael  A Berry,  MD,  Mail  Code 
SD24,  NASA  Johnson  Space  Center, 
Houston,  TX  77058  713/483-4021 


Cardiovascular  Disease 


Title:  ECG  Interpretation  and  Arrhythmia 
Management 

Location  of  course:  La  Mansion  del  Norte, 
San  Antonio 

Date:  Sept  28-30,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  15  hours 

Contact:  Division  of  Postgraduate  and  Con- 
tinuing Medical  Education,  International 
Medical  Education  Corporation,  64  Inverness 
Drive  East,  Englewood.  CO  801 12 


Family  Medicine 


Title,  Nutritional  Components  of  Common 
Clinical  Problems 

Location  of  course:  UT  Health  Science  Cen- 
ter at  Dallas 

Date:  Sept  20-22,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  15  hours 

Contact;  George  J Race,  MD,  Dean  for  Con- 
tinuing Education,  UT  Health  Science  Center 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas  TX 
75235 


General  Medicine 


Title:  Basic  Life  Support  for  Physicians 

Location  of  course.  Room  N 201,  UT  Health 
Science  Center  at  San  Antonio 

Date:  Sept  18,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Awrd;  4 hours 

Contact:  Office  of  Continuing  Education  Ser- 
vices, UT  Health  Science  Center  at  San  Anto- 
nio. 7703  Floyd  Curl  Drive,  San  Antonio,  TX 
78284 


Title:  Hypertension  Update 
Location  of  course:  Hilton  Inn,  Austin 
Date:  Sept  21 , 1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  5 hours 

Contact:  Mrs  Dale  Willimack,  Director,  Dept 
of  Annual  Session,  TMA,  1905  N Lamar  Blvd, 
Austin,  TX  78705 


Title:  Sexually  Transmissible  Diseases 
Location  of  course:  Hilton  Inn,  Austin 
Date:  Sept  21 , 1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award,  4 hours 

Contact:  Mrs  Dale  Willimack,  Director,  Dept 
of  Annual  Session,  TMA,  1905  N Lamar  Blvd, 
Austin,  TX  78705 


Title.  Basic  Cardiac  Life  Support  Course 
Location  of  course:  Marriott  Hotel,  Austin 
Date:  Sept  22,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  4 hours 

Contact:  Mrs  Dale  Willimack,  Director,  Dept 
of  Annual  Session,  TMA,  1905  N Lamar  Blvd, 
Austin,  TX  78705 
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Title:  Fluids  and  Electrolyte  Balance 
Location  of  course:  Marriott  Hotel,  Austin 
Date:  Sept  23,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  5 hours 

Contact:  Mrs  Dale  Willimack,  Director,  Dept 
of  Annual  Session,  TMA,  1905  N Lamar  Blvd, 
Austin,  TX  78705 


Title:  Nuclear  Medicine  for  the  Primary 
Physician 

Location  of  course:  Marriott  Hotel.  Austin 
Date:  Sept  23,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  5 hours 

Contact:  Mrs  Dale  Willimack,  Director.  Dept 
of  Annual  Session,  TMA,  1905  N Lamar  Blvd. 
Austin,  TX  78705 


Title:  Update:  Adult  and  Pediatric  Urinary 
Tract  Infections 

Location  of  course:  Marriott  Hotel,  Autin 
Date:  Sept  23,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  5 hours 

Contact:  Mrs  Dale  Willimack,  Director,  Dept 
of  Annual  Session,  TMA,  1905  N Lamar  Blvd, 
Austin,  TX  78705 


Title:  Update  on  Liver  Diseases 
Location  of  course:  Marriott  Hotel,  Austin 
Date:  Sept  23,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  5 hours 

Contact:  Mrs  Dale  Willimack,  Director,  Dept 
of  Annual  Session,  TMA,  1905  N Lamar  Blvd, 
Austin,  TX  78705 


Title:  Conference  on  Organ  and  Body  Dona- 
tions 

Location  of  course:  Astroworld  Hotel, 
Houston 

Date:  Sept  24-25,  1979 

Contact:  Joyce  Cook,  The  Living  Bank, 

Box  6725,  Houston,  TX  77005 


Internal  Medicine 


Title:  Medical  Oncology  Review  Course 

Location  of  course:  M,D.  Anderson  Hospital 
and  Tumor  Institute.  Houston 

Date:  Sept  1979 


Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award 

Contact:  George  Blumenschein.  MD,  Assoc 
Dir  for  Education,  6723  Bertner,  Houston,  TX 
77030 


Public  Health  & Preventive  Medicine 


Title:  Epidemiologic  Principles  and  Investiga- 
tive Techniques  for  the  Institutional  Control 
Practitioner 

Location  of  course:  UT  School  of  Public 
Health  at  Houston,  6095  Bertner,  Houston 

Date:  Sept  10-13,  1979 

Fee:  $95 

Credit:  AAFP;  Category  1.  AMA  Physician's 
Recognition  Award;  29  hours 

Contact:  Edward  H,  Giannini,  Dr  P H,  Pro- 
gram Director,  6905  Bertner,  Houston,  TX 
77030 


Urology 


Title:  Reconstructive  Surgery 

Location  of  course:  Hyatt  Regency  Hotel, 
Dallas 

Date:  Sept  13-16,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  16  hours,  minimum 

Contact:  Jean  Greiner,  Office  of  Education, 
American  Urological  Association,  Box  1129, 
Aspen,  CO  8161 1 


The  "Meetings  and  Continuing  Education 
Courses"  section  is  prepared  by  Ms  Patricia 
Jeter,  administrative  assistant  for  continuing 
medical  education,  Texas  Medicine  De- 
partment, 


TEXAS  MEDICINE 
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When  painful  spasm 
is  the  presenting 
symptom . . . 


. . in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl' 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

‘‘The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


♦This  drug  has  been  classified  "probably"  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N M ; Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 


Merrell 
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Bentyl^ 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-Nafional  Research  Council  and/or  other  informa- 
tion. FDA  has  classified  the  following  indications  as  "prob- 
ably" effective: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS, 

For  use  m the  treatment  of  Infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage:  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis,  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful,  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  eveht.  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug,  PRECAUTIONS:  Although  studies 
have  tailed  to  demohstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with.  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  poiht  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  ot  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Antlcholinergics/antlspasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  ihdividual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia;  palpitations; 
mydriasis,  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness:  drowsiness:  weakness:  dizziness;  insom- 
nia; nausea:  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis:  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment. especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg  capsule  and  syrup:  Adults:  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily  Children 
1 capsule  or  teaspoonful  syrupthreeor  four  times  daily  Infants:  V2 
teaspoonful  syrup  three  or  lour  times  daily.  (May  be  diluted  with 
equal  volume  ot  water.)  Bentyl  20  mg  .Adults  1 tablet  three  or  tour 
times  daily  Bentyl  Injection:  Adu/ts,  2 ml,  (20mg  ) every  four  to  six 
hours  ihtramuscularly  only  NOT  FOR  INTRAVENOUS  USE,  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  ot  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  It  Indicated,  parenteral 
cholinergic  agents  such  as  Urecholine*  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October.  1978, 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC.,  Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc.,  Cincinnati, 
Ohio  45215,  U S A, 


Merrell 


Starlite  Village 
Hospifal 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

- - - A specialized  hospital  dedicated  to  the 
physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R.  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


mm  A Public  Service  of  This  Magazine 
& The  Advertising  Council 


MEHRELL-NATIONAL  LABORATORIES 
Division  ol  RicharOson-Merreil  Inc 
Cincinnati.  Ohio  45215,  USA 
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Saint  Louis,  The  C.  V.  Mosby  Company,  1978. 

Gentry  WD,  Williams  RB  Jr  (eds):  Psychological  Aspects 
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more, The  William  & Wilkins  Company,  1974. 

McHenry  LC  Jr:  Cerebral  Circulation  and  Stroke.  Saint 
Louis,  Warren  H.  Green  Inc,  1978. 

Newell  FW:  Ophthalmology:  Principles  and  Concepts,  ed 
4.  Saint  Louis,  The  C.  V.  Mosby  Company,  1978. 

Tavel  ME:  Clinical  Phonocardiography  and  External 
Pulse  Recording,  ed  3.  Chicago,  Year  Book  Medical  Pub- 
lishers Inc,  1978. 

Walmsiey  R,  Watson  H:  Clinical  Anatomy  of  the  Heart. 
New  York,  Churchill  Livingstone,  1978. 

Werner  SC  (ed):  The  Thyroid:  A Fundamental  and  Clini- 
cal Text,  ed  4.  New  York,  Harper  & Row,  1978. 

West  JB;  Ventilation  I Blood  Flow  and  Gas  Exchange,  ed 
3.  London,  Blackwell  Scientific  Publications,  1977. 

In  the  Audiovisuals  Collection 

Wilkins  EW  Jr  (ed):  MGH  Textbook  of  Emergency  Medicine. 
Baltimore,  The  Williams  & Wilkins  Co,  1978. 

Williams  WJ,  Beutler  E,  Erslev  AJ,  et  al:  Hematology, 
ed  2.  New  York,  McGraw-Hill  Book  Company,  1977. 


Audiocassette  Presentations  in  Aicoholism  and  Drug 
Abuse.  Toronto,  Addiction  Research  Foundation,  audio- 
recording, six  cassettes,  two  tracks,  2 hours,  23  minutes, 
1976. 

Clarke  BL;  Disinfection:  Health  Care  Principles,  Part  1 . 
Los  Angeles,  Professional  Research  Inc,  16  mm  motion 
picture,  one  reel,  20  minutes,  1973. 

Clarke  BL:  Disinfection:  Health  Care  Principles,  Part  2. 
Los  Angeles,  Professional  Research  Inc,  16  mm  motion 
picture,  one  reel,  20  minutes,  1973. 


Volume  75  August  1979 


88 


TEXAS  MEDICINE 


The  1980s 

Challenge  of  Change 


1979  Leadership  Conference 

and  Orientation  Program 

Saturday,  September  22 
Joe  C.  Thompson  Conference  Center  Austin 
UT  Football 

Postgraduate  Courses 


Isocult® 


The  inexpensive,  in-office  culture  tests  for  Trichomonas  vaginalis,  Candida  (Monilia),  N.  gonorrhoeas 


It’s  as  simple  as  swabbing  a specimen  on  the  culture 
media,  inserting  the  color-coded  tube  into  a slot  of  an 
office  incubator  and  reading  results  against  an  identifi- 
cation chart  24  to  48  hours  later. 

All  three  tests  contain  highly  selective  media  that 
give  you  the  right  results,  right  in  your  office.  And 
there  are  also  two  combination  tests  that  let  you  check 
for  N.  gonorrhoeae  and  Candida  or  T.  vaginalis  and 
Candida  simultaneously. 

You  save  time.  You  save  space— the  incubator  is 
no  bigger  than  your  PDR.  And  you  save  money.  You 


can  cover  the  low  cost  of  the  'Isoculf  system  and  your 
professional  time  and  still  charge  your  patient  less  than 
the  cost  of  a standard  laboratory  culture. 

There’s  an  ‘Isocult’  culture  test  for  Bacteriuria  too. 
It’s  reliable,  rapid,  inexpensive  and  easy  to  interpret 
(results  are  available  within  18  to  24  hours). 

‘Isoculf  is  available  through  local  distributors, 
nationwide.  To  order  or  for  more  information  call  toll 
free:  (800)  538-1581 . (In  California  call  the  number 
below,  collect.) 


PROOF  POSITIVE 


SmithKIine  Diagnostics 

880  West  Maude  Avenue,  PO.  Box  1947,  Sunnyvale,  CA  94086  • (408)  732-6000 


SKD 

a SmithKIine  company 


Qnl^rmu^mfJL 

A Second  High  Rise  6(^id(Hniniuni  in  Greenway  Plaza 


The  unprecedented  sellout  of  The  Greenway  I in  just 
six  weeks  has  accelerated  development  of  a second 
thirty-story  high  rise  condominium  in  Greenway 
Plaza:  The  Greenway  II. 

The  Greenway  II  offers  fifteen  floor  plans  that  are 
both  functional  and  beautiful  in  design,  each  with  its 
own  private  balcony  and  dramatic  view  of  the  city. 
For  recreation  there’s  a pool  in  a landscaped  garden 
setting , and  via  covered  walkway,  the  new  Houston 
City  Club.  Greenway  condominium  owners  are  char- 
ter members  of  this  exclusive  club,  complete  with 
tennis,  racquetball,  indoor  and  outdoor  jogging 
tracks,  saunas  and  whirlpools.  The  club  has  exten- 
sive facilities  for  both  formal  and  casual  dining,  as 
well  as  meeting  rooms  for  business  and  social  events. 

The  Greenway  condominiums  are  part  of  an  ele- 
gant, secure,  living  environment  where  you  can  walk 
to  your  office  and  to  the  restaurants,  shops,  banks 
and  cinemas  in  Greenway  Plaza.  Since  many  profes- 
sional people  are  officed  in  Greenway  Plaza,  you’ll 
find  expert  accounting,  legal  and  medical  services 
right  in  your  own  neighborhood.  Green  way  Plaza  is 
within  a ten  minute  drive  of  downtown,  the  Medical 
Center,  the  Galleria  and  the  Post  Oak  area.  Inquire 
about  The  Greenway  II  today.  A joint  venture  of  Cen- 
tury Condominium  Corporation,  a subsidiary  of 
Century  Development  Corporation,  and  Bland  De- 
velopment Corporation. 

Located  in  the  Coastal  Tower,  Richmond  at  Edloe; 
sales  office  hours  are  9 a.m.  to  5:30  p.m.  weekdays; 
evenings  and  weekends  by  appointment. 

$122,000  to  $526,000 
Nine  Greenway  Plaza,  Suite  1912 
Houston,  Texas  77046 
713/840-7070 


QUEsnons 

DOCTORS  ASK 

mOST  ABOUT 
AUTOmOBILE 

LEASIAG 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233- 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  • Ft.  Worth,  Texas  76101  • 817/335-6471 
Lowell  Lebermann  Lincoln-Mercury  • 900  W.  Sixth  Street  • Austin,  Texas  78763  • 512/472-8401 
Redmack  Leases,  Inc.  • 1025  San  Pedro  Avenue  • San  Antonio,  Texas  78212  • 512/222-8611  x276 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/777-3816 


RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.  R.  BEVIL 
Beaumont,  1880-1979 

R.  W.  BRADLEY 

San  Antonio,  1918-1979 

H.  G.  BRELSFORD 
Tyler,  1919-1979 

C.  A.  CALHOUN 
Houston,  1906-1979 

A.  G.  COWLES 

San  Antonio,  1888-1979 


H.  J.  FRACHTMAN 
Houston,  1913-1979 

E.  T.  HERNDON 
Dallas,  1919-1979 

C.  B.  HILTON 

San  Antonio,  1933-1979 

F.  F.  PARRISH 
Houston,  1911-1979 

R.  C.  PATRICK 
Houston,  1898-1979 


R.  F.  WERTZ 
Amarillo,  1912-1979 

J.  B.  WILLIAMS 
Seguin,  1905-1979 

C.  W.  YATES 
Rosenberg,  1909-1979 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1 ,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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DEATHS 


J.  R.  Bevil 

John  Richard  Bevil,  MD,  an  honorary  member  of  Texas 
Medical  Association  and  Jefferson  County  Medical  Soci- 
ety, died  March  31,  1979.  He  was  98. 

Born  in  Woodville,  Tex,  Dr  Bevil  was  a long-time  resi- 
dent of  Beaumont.  He  was  graduated  from  Tulane  Uni- 
versity School  of  Medicine  in  1 906,  and  practiced  in 
Oklahoma  and  in  Batson,  Tex,  before  moving  to  Beau- 
mont in  1919.  In  1977,  Dr  Bevil  received  the  medal  of 
honor  from  the  Daughters  of  the  American  Revolution  for 
his  “service  to  humanity.” 

Survivors  include  his  wife,  Eva  Nicholas  Bevil;  and 
sons,  Lamar  C.  Bevil,  MD,  Harold  H.  Bevil,  MD,  and  Albert 
R.  Bevil,  all  of  Beaumont;  daughters,  Elizabeth  Harkrider, 
Austin;  Zoe  Talley,  and  Mary  Martha  Bevil,  both  of  Beau- 
mont; four  grandsons,  six  granddaughters,  and  eight 
great-grandchildren. 

R.  W.  Bradley 

Roy  Wegley  Bradley,  MD,  60,  a San  Antonio  radiologist, 
died  April  15,  1979. 

Dr  Bradley  was  born  in  Madison,  Kan.  He  received  his 
premedical  education  at  the  University  of  Nebraska  and 
The  University  of  Texas.  In  1951  he  was  graduated  from 
UT  Medical  Branch  and  then  interned  at  Robert  B.  Green 
Memorial  Hospital  in  San  Antonio.  After  completing  a resi- 
dency in  radiology  at  Santa  Rosa  Medical  Center,  San 
Antonio,  Dr  Bradley  began  a private  practice  in  radiology 
in  1956. 

Survivors  include  his  sister,  Mrs  William  Sheely,  Delta, 
Penn,  and  nephew,  William  L.  Sheely,  Jr,  Whiteford,  Md. 

H.  G.  Breisford 

Homer  Gates  Breisford,  MD,  a Tyler  plastic  surgeon,  died 
April  22,  1979. 

Dr  Breisford,  59,  was  born  in  Eastland,  Tex,  and  was 
graduated  from  The  University  of  Texas  at  Austin  (1941) 
and  UT  Medical  Branch  (1944).  He  completed  postgradu- 
ate studies  at  the  Graduate  Hospital  of  the  University  of 
Pennsylvania  at  Philadelphia.  He  held  residencies  at  UT 
Southwestern  Medical  School  before  moving  to  Tyler  to 
practice  general  surgery.  During  1960-1963  he  com- 
pleted a residency  in  plastic  and  maxillofacial  surgery  at 
UT  Medical  Branch.  He  returned  to  Tyler  in  1966. 

Dr  Breisford  is  survived  by  his  wife,  Shirley  Collins 
Breisford,  Tyler;  sons,  William  Breisford,  Galveston,  and 
Gates  Breisford,  Houston;  daughter,  Carol  Breisford,  and 


parents,  Mary  and  Homer  Breisford,  all  of  Tyler;  and 
brother,  George  Breisford,  Shreveport,  La. 

C.  A.  Calhoun 

Calvin  Alsworth  Calhoun,  MD,  73,  a past  vice  president 
of  Harris  County  Medical  Society,  died  April  13,  1979. 

A lifelong  resident  of  Houston,  Dr  Calhoun  was  a gradu- 
ate of  Rice  University  (1926)  and  UT  Medical  Branch 
(1930).  After  completing  postgraduate  study  in  obstetrics 
and  gynecology  at  Duke  University  in  Durham,  NC,  he 
began  private  practice  in  Houston.  In  1968  he  retired  from 
private  practice  to  become  medical  director  of  Family 
Planning  and  Infant  Care  for  the  City  of  Houston  Health 
Department.  He  retired  from  the  Health  Department  in 
January  1979. 

Survivors  include  his  wife,  Margaret  Ridenour  Calhoun, 
and  daughter,  Mrs  James  A.  Reichert,  both  of  Houston; 
stepson,  Richard  A.  Ridenour,  Barrington,  III;  sisters, 

Mrs  Albert  M.  Lewis,  and  Mrs  O.  D.  Brown,  both  of  Hous- 
ton; and  Mrs  R.  T.  Eaton,  Bacliff,  Tex;  brother,  F.  F.  Cal- 
houn, Plainview,  Tex;  and  two  grandsons. 

A.  G.  Cowles 

Andrew  Grant  Cowles,  MD,  a member  of  Bexar  County 
Medical  Society,  died  April  7,  1979.  He  was  90. 

Dr  Cowles,  a native  of  Green  Bay,  Wis,  had  lived  in 
San  Antonio  for  more  than  30  years.  He  was  a 1914  grad- 
uate of  Tulane  University  of  Medicine.  His  internship  was 
at  the  Charity  Hospital  of  Louisiana  in  New  Orleans. 

Dr  Cowles  is  survived  by  his  brothers,  F.  Spencer 
Cowles,  Long  Beach,  Cal;  and  I.  Frances  Cowles,  Aurora, 
III;  and  sisters,  Jessie  Krugg,  Oklahoma  City;  and  Helen 
Brown,  Waukegan,  III. 

H.  J.  Frachtman 

Hirsh  Julian  Frachtman,  MD,  65,  a native  of  Houston, 
died  April  17,  1979. 

Dr  Frachtman,  a member  of  Harris  County  Medical  So- 
ciety, was  an  assistant  clinical  professor  at  Baylor  Uni- 
versity College  of  Medicine  and  UT  Medical  School  at 
Houston.  He  was  a 1933  graduate  of  Rice  University  and 
a 1937  graduate  of  UT  Medical  Branch.  He  completed  an 
internship  and  residency  at  Touro  Infirmary  in  New  Or- 
leans. During  1940-1946,  Dr  Frachtman  served  in  the 
US  Army  Medical  Corps  and  was  awarded  the  Bronze 
Star  Medal. 

Survivors  include  his  wife,  Marijane  Lowenstein  Fracht- 
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man;  sons,  Michael  Frachtman,  Dr  Robert  Frachtman, 
and  Dr  Richard  Frachtman;  and  one  grandson,  all  of 
Houston;  sister,  Henryetta  Nanas,  California;  and  several 
nieces  and  nephews. 

E.  T.  Herndon 

Ernest  Thompson  Herndon,  MD,  a member  of  Dallas 
County  Medical  Society,  died  March  28,  1979. 

Dr  Herndon,  59,  a native  of  Greenville,  Tex,  attended 
public  schools  in  Dallas  before  enlisting  in  the  US  Air 
Force  in  1940.  During  World  War  II,  he  was  shot  down 
over  Holland  and  spent  18  months  as  a prisoner  of  war 
in  Germany.  Discharged  as  a captain  in  1946,  Dr  Herndon 
returned  to  Dallas  to  complete  his  education  at  Southern 
Methodist  University  and  UT  Southwestern  Medical 
School,  receiving  his  medical  degree  in  1952.  After  com- 
pleting his  internship  and  obstetrics-gynecology  residency 
at  Parkland  Memorial  Hospital,  Dallas,  Dr  Herndon  began 
a private  practice  in  obstetrics  and  gynecology  which  last- 
ed for  more  than  20  years. 

Survivors  include  his  wife,  Virginia  Mann  Herndon;  son, 
Christian  Mann  Herndon;  sister,  Betty  Lou  Coffee;  and 
brother,  Oliver  Knox  Herndon,  all  of  Dallas. 

C.  B.  Hilton 

Charles  Bernard  Hilton,  MD,  46,  a member  of  Bexar 
County  Medical  Society,  died  April  28,  1979.  The  San 
Antonio  pediatrician  was  director  of  the  Cystic  Fibrosis 
Clinic  and  physician  for  the  Alamo  Heights  and  Northside 
High  Schools  swimming  teams. 

A native  of  Irvington,  NJ,  Dr  Hilton  was  a 1954  graduate 
of  Rutgers  University  and  a 1958  graduate  of  New  York 
University  School  of  Medicine.  During  1958-1961,  he 
served  an  internship  and  pediatric  residency  at  Bellevue 
Hospital  Center  in  New  York.  As  a member  of  the  US 
Air  Force,  Dr  Hilton  moved  to  Randolph  Air  Force  Base  in 
1963. 

Survivors  include  his  wife,  Betty  Lindheim  Hilton;  and 
daughters,  Julie  Hilton,  Melissa  Hilton,  and  Alison  Hilton, 
all  of  San  Antonio;  mother,  Fannie  Hilton;  and  sister, 
Sylvia  Hilton,  both  of  New  Jersey. 

F.  F.  Parrish 

Frank  Fenet  Parrish,  MD,  a Houston  orthopedic  surgeon, 
died  April  17,  1979.  A resident  of  Houston  since  1940, 

Dr  Parrish  had  served  as  chairman  of  the  department  of 
orthopedic  surgery  at  Hermann  Hospital  and  director  of 


the  orthopedic  surgery  division  at  The  University  of  Texas 
Medical  School  at  Houston.  For  more  than  25  years,  he 
was  the  chairman  of  the  department  of  orthopedic  surgery 
at  M.  D.  Anderson  Hospital. 

Born  in  Graham,  Tex,  Dr  Parrish,  67,  was  a graduate 
of  The  University  of  Texas  at  Austin  and  UT  Medical 
Branch.  His  internship  and  residency  were  at  Hermann 
Hospital,  Houston.  He  served  in  the  US  Army  from  1943 
to  1946  and  then  completed  a residency  in  orthopedic 
surgery  at  the  Hospital  for  Special  Surgery  in  New  York. 

Survivors  include  his  mother,  Emma  LeVeaux  Parrish; 
niece,  Mrs  Michael  W.  Taylor;  nephew,  Robert  LeVeaux 
Parrish;  and  sister-in-law,  Mrs  L.  A.  Parrish,  all  of  Houston. 

R.  C.  Patrick 

Ralph  Curtis  Patrick,  MD,  80,  a retired  Houston  physician, 
died  April  25,  1979.  Dr  Patrick  had  been  a member  of 
Harris  County  Medical  Society  since  1934. 

Born  in  Commerce,  Tex,  he  received  his  premedical 
education  at  North  Texas  State  University  before  attend- 
ing UT  Medical  Branch.  After  receiving  his  medical  degree 
in  1927,  Dr  Patrick  interned  at  Jefferson  Davis  Hospital, 
Houston.  His  residency  was  at  Memorial  Hospital  in  Hous- 
ton. After  practicing  in  Houston  for  more  than  30  years. 

Dr  Patrick  moved  to  Austin  in  1977. 

Survivors  include  his  wife,  Blake  B.  Patrick,  Austin; 
brother,  Paul  V.  Patrick,  Burnet,  Tex;  and  stepsister, 

Ethel  Parrott,  and  stepbrother,  W.  D.  Morrow,  both  of 
Waco. 

R.  F.  Wertz 

Royal  Francis  Wertz,  MD,  66,  past  president  of  the  Texas 
Radiological  Society  and  member  of  the  Potter- Randall 
County  Medical  Society,  died  March  30,  1979. 

The  long-time  Amarillo  resident  was  born  in  Sioux 
County,  Neb,  and  attended  Kemper  Military  Academy  in 
Booneville,  Mo,  and  the  Carnegie  Institute  of  Technology, 
Pittsburgh,  Penn.  He  was  graduated  from  the  University 
of  Colorado  in  1934  and  the  University  of  Pennsylvania 
School  of  Medicine  in  1938.  His  internship  was  at  Re- 
search Medical  Center  in  Kansas  City,  Mo;  his  residency 
was  at  Brooke  Army  Medical  Center,  San  Antonio.  Dr 
Wertz  practiced  roentgenology  in  Amarillo  for  39  years, 
interrupted  by  a four-year  hiatus  for  service  as  a Captain 
in  the  US  Army  at  Fort  Sam  Houston  and  in  the  Philip- 
pines. 

Surviving  Dr  Wertz  are  his  wife,  Vera  Cramer  Wertz, 
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96  Amarillo;  daughters,  Barbara  Barrett,  Dallas,  and  Mary  E. 
Brown,  Norman,  Okla;  son.  Royal  F.  Wertz,  Jr,  Pittsburg, 
Tex;  and  eight  grandchildren. 

J.  B.  Williams 

Jesse  Benton  Williams,  MD,  an  honorary  member  of 
Texas  Medical  Association  and  past  president  of  Guada- 
lupe County  Medical  Society,  died  March  24,  1979. 

Dr  Williams,  73,  a retired  family  physician,  was  a native 
and  lifetime  resident  of  Seguin.  He  received  his  premed- 
ical education  at  The  University  of  Texas  at  Austin  and 
Southern  Methodist  University.  In  1933  he  was  graduated 
from  Baylor  University  College  of  Medicine.  After  complet- 
ing an  internship  at  King’s  Daughters  Hospital  in  Temple, 
he  returned  to  Seguin  in  1934  to  begin  his  family  practice. 

Survivors  include  his  wife,  Aileen  Pearson  Williams; 
daughters,  Mimi  Vetter,  Nancy  Bittrick,  and  Susan  Scott, 
all  of  Seguin;  brother,  Walter  Williams,  Floresville,  Tex; 
and  eight  grandchildren. 

C.  W.  Yates 

Charles  Wilbur  Yates,  MD,  69,  died  April  6,  1979,  at  his 
home  in  Rosenberg.  Dr  Yates  had  served  as  president  of 
the  Harris  County  Medical  Society,  president  of  the  Texas 
Radiological  Society,  chairman  of  the  radiology  depart- 
ment at  St  Joseph  Hospital  of  Houston,  and  a member  of 
the  Texas  Medical  Association  Board  of  Trustees. 

Born  in  Rosenberg,  Dr  Yates  attended  high  school 
there  before  receiving  a bachelor  of  arts  degree  from  Rice 
University.  In  1933  he  was  graduated  from  UT  Medical 
Branch.  He  remained  in  Galveston  to  complete  an  intern- 
ship at  John  Sealy  Hospital  and  then  moved  to  Houston 
to  hold  a residency  at  Memorial  Hospital.  He  returned  to 
Rosenberg  to  practice  with  his  father.  Dr  John  Sidney 
Yates,  for  seven  and  a half  years.  After  serving  in  the 
US  Army,  Dr  Yates  took  a residency  in  radiology  at  Scott 
and  White  Clinic,  Temple.  In  1949  he  returned  to  his  home 
in  Rosenberg  and  began  a private  practice  of  radiology 
in  Houston. 

Survivors  include  Dr  Yates’  wife,  Viola  Eisman  Yates, 
Rosenberg;  sons,  Charles  W.  Yates,  Jr,  MD,  Richmond, 
Tex,  and  Terry  A.  Yates,  Houston;  sisters,  Mrs  Robert 
Seydier,  Mrs  Mignonne  Peyton,  and  Mrs  Dorothy  Fisher, 
all  of  Rosenberg;  five  grandchildren;  and  several  nieces 
and  nephews. 
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Allergy 


HOUSTON  ALLERGY  CUNIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  MD.  FACA,  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA.  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  oi  Pediatrics) 

*Diplomate  American  Board  oi  Allergy  & Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


McGovern  allergy  cunic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Judith  H.  Marston,  PhD 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 

Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
E.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
James  A.  Ayers,  MD 
Eunice  W.  Chou,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Calvin  J.  McLerran,  PhD 
Michael  A.  McCormick,  PhD 
Glenna  M.  Kyle,  MS 
Iting  May  Lu,  MS 


IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

Herbert  C.  McKee,  PhD 
Richard  K.  Severs,  PhD 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
ALLIED  HEALTH  SCIENCES 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomate  of  the  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


Clinics 


PETER  B.  KAMIN,  MD.  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  oi  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  Allergy-Dermatology 
W.  A.  Crozier,  MD,  FACA,  Allergy-immunology 
James  A.  Caplin,  MD 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE 
Kendra  J.  Belli,  MD 
John  M.  Church,  MD 
Thomas  J.  Coleman,  MD 
Robert  R.  Dickey,  MD 
Ferd  E.  Garrison,  Jr,  MD 
Cortell  K.  Holsapple,  MD 
John  E.  Johnson,  Jr,  MD 
O.  M.  (Jack)  Phillips,  MD 


GENERAL  SURGERY 
John  H.  Sewell,  MD 
Robert  L.  Sewell,  MD 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  MD 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall.  MD 
Dixon  Presnall,  MD 
Harry  H.  Whipp,  MD 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  MD,  PA  or  C.  David  Meadows,  MD,  PA 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012;  817  277-1161 


CHARLES  A.  RUSH.  JR.  MD 

Diplomate/American  Board  of  Allergy  4 Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


FIFTH  AVENUE  CLINIC 

G50  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Jr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 

RADIOLOGY 
Otto  H.  Grunow,  MD 


TMA  Memorial  Library 

. . . Another  service  of  your  association 
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MALONE  AND  HOGAN  CUNIC 
1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-63G1 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
J.  W.  Tipton,  MD 


GENERAL  AND 
VASCULAR  SURGERY 
J.  E.  Mathews,  MD,  FACS 
N.  Rao,  MD,  FACS 


INTERNAL  MEDICINE 
I.  H.  Burnett.  Ir,  MD 
W.  A.  Riley,  MD 
R.  S.  Grillin,  MD 
V.  T,  Smith,  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
j.  W.  Kuykendall,  MD 


FAMILY  PRACTICE 
Brian  I.  Caplan,  MD 


PEDIATRICS 
J.  M.  Woodall,  MD 
B.  R.  Owen,  MD,  FAAP 
R,  Marc  Schwarz,  MD 


PSYCHOLOGY 
Ron  Cohorn,  PhD 

DERMATOLOGY 
Merrill  M.  Cooper,  MD 

RADIOLOGY  & NUCLEAR 
MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 

UROLOGY 

J.  W.  Cowan,  MD 

PODIATRY 
Bradford  Glass,  DPM 

PATHOLOGY 
Robert  R.  Rember,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler,  MD 

ADMINISTRATION 

R.  L.  Heith,  Administrator 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 


Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  MD 

D.  W.  Samuelson,  MD 
Janet  L.  Strickland,  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 
C.  E.  Woodson,  MD 

PEDIATRICS 
F.  W.  Kolle,  MD 
F.  F.  Regueira,  MD 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr,  MD 
W.  C.  Yankowsky,  MD 

UROLOGY 

H.  Z.  Fretz,  MD 
GYNECOLOGY 
J.  A.  Wall,  MD 


OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  MD 
H.  E.  Secor,  MD 

C.  J.  Landivar,  MD 

OPHTHALMOLOGY 
V.  A.  Black,  MD 
OTOLARYNGOLOGY 
J.  L.  Holcomb,  MD 
ORTHOPEDIC  SURGERY 

E.  T.  Smith,  MD 
ANESTHESIOLOGY 
C.  G.  Spears,  MD 
DENTISTRY 

J.  R.  Eieler.  Jr,  DDS 
PATHOLOGY— CONSULTANT 
H.  M.  Perches,  MD 
RADIOLOGY— CONSULTANT 
L.  D.  O'Gorman,  MD 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue.  Dallas,  Texas  75246 
Telephone  824-2573 


HUGH  C .WELSH,  MD 
Proctology  and  Abdominal  Surgery 

2715  Fannin  Street.  Houston,  Texas 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower.  Suite  210,  1550  West  Rosedale, 

Fort  Worth.  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


MANUEL  G.  LAGON,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 
Fort  Worth  Colon  and  Rectal  Clinic,  PA 

Colonoscopy,  Colon  and  Rectal  Surgery 

909  Eighth  Avenue,  Fort  Worth,  Texas  76104;  Telephone  332-1371 


DON  R.  READ.  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane.  Dollas,  Texas  75230; 
Telephone  214  661-7757 


Dermatology 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 
NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 


DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker.  Executive  Editor. 

TEXAS  MEDICINE.  1801  North  Lamar  Blvd..  Austin.  Texas  78701 


GERALD  A.  CASID,  MD.  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  s.  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane. 

Dallas,  Texas  75230;  Telephone  214  661-7661 
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WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza.  3600  Gaston  Avenue 
Suite  1154.  Dallas,  Texas  75246;  214  827-5960 


Gastroenterology 


CECIL  O.  PATTERSON.  MD.  FACP 
Gastroenterology.  Gastroscopy.  Esophagoscopy 


LUCIUS  P.  COOK,  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 


9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 
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Medical  City  II.  Suite  2218,  7777  Forest  Lane 
Dallas,  Texas  75230;  214  661-7655 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Gene  P.  Ream,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin.  Skin  Cancer. 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.)/ 

Downtown  "Overlooking  the  Alamo",  705  E.  Houston  St.. 

San  Antonio,  Texas  78205;  telephone  512  222-8651.  512  222-2001 


DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


NISAR  AHMED.  MD 

Gastroenterology.  Gastrointestinal  Endoscopy, 
Gastrointestinal  Oncology 


Endocrinology 


Twelve  Oaks  Tower,  Suite  930,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  961-0115 


ENDOCRINE  ASSOCIATES  OF  DALLAS.  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Doriman,  MD.  FACP 

Diplomates  oi  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive.  Dallas,  Texas  75231;  214  363-5535 

ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK.  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas.  Texas  75246 
Telephone  214  820-2216 

SAM  S.  MILLER.  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive. 
San  Antonio.  Texas  78229;  512  696-2700 

DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers,  Suite  1004,  San  Antonio,  Texas  78205; 
Telephone  512  226-9161;  226-9170 


SHERWYN  L.  SCHWARTZ.  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420,  San  Antonio,  Texas  78229 
512  690-8612 


Family  & General  Practice 


General  Surgery 

BURT  B.  SMITH,  MD,  FACS 
Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025;  523-8323 


BRYAN  V.  WILLIAMS,  MD,  FACS 

Diplomate  American  Board  oi  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg..  Houston,  Texas  77002;  227-5505 


LeROY  J.  KLEINSASSER.  MD.  FACS 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  821-2356 


ROBERT  J.  TURNER,  HI.  MD.  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street.  Suite  104 
Fort  Worth,  Texas  76104;  335-8311 


ROBERT  M.  STECKLER.  MD 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1003,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  214  827-9880 


SAMUEL  SILVA.  MD 
Hair  Transplantation 

4759  South  Freeway.  Fort  Worth,  Texas;  817  923-7374 


HOUSTON  SURGICAL  CONSULTANTS 

Robert  Davis,  MD,  FACS,  FHCS,  FICS 
Gail  E.  Burbridge,  MD 

Diplomates  of  the  American  Board  of  Surgery 

General  and  Vascular  Surgery 

430  Park  Plaza  Professional  Building, 

1213  Hermann  Drive,  Houston,  Texas  77004;  713  528-0597 


TEXAS  MEDICINE 


Gynecology  Neurology 


RAYMOND  H.  ABRAMS.  MD.  FACOG 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology — Medical  and  Surgical 
Microsurgery 

Breast  Analysis  and  Therapy 

3434  Swiss  Avenue,  Suite  401,  Dallas.  Texas  75204 
Telephone  214  823*1063 


Hand  Surgery 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

Harris  M.  Hauser,  MD,  FAAN 
Cheor  I.  Kim,  MD 
Kasturi  A.  Kumar,  MD 
Lorenzo  Lorente,  MD 


L.  Lee  Lankford,  MD  and  Peter  R.  Carter,  MD 
HAND  SURGERY  ASSOCIATION 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246;  214  823-5351 


ROBERT  E.  BUNATA,  MD,  PA 
B.  I.  WROTEN,  MD 
WILUAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth.  Texas  76104 
Telephone  817  335-5411 


1740  West  27lh,  Suite  315,  Houston,  Texas  77008;  713  861-4516 
427  West  20th,  Suite  BlOO,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 
Adult  and  Pediatric  Neurology 
Electroencephalography,  Electromyography 

John  W.  Conwell,  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  361-9148 


Neurological  Surgery 


Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  oi  Clinical  Hypnosis 
Member,  American  Society  oi  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  oi  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  oi  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy  tS  Hypnotherapy 

6300  Hillcroft,  Suite  315,  Houston,  Texas  77081;  713  771-5809 


Baffled  by  medical-religious  beliefs? 

Find  answers  free  in  TMA's  handy  book 
"Faith  of  Our  Patients." 

Write:  Religion,  TMA,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson,  MD  Phillip  E.  Williams,  Ir,  MD 

Charles  W.  Simpson,  MD  Ira  C.  Denton,  Jr,  MD 

Morris  Sanders,  MD  W.  Robert  Hudgins,  MD 

Jack  Woolf,  MD,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue.  Barnett  Tower.  Baylor  Medical  Plaza,  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Raymond  A.  LeBIanc.  MD 
lack  E.  McCallum,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
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TEXAS  NEUROLOGICAL  INSTITUTE 
AT  DALLAS,  PA 


Neurological  Surgery 

James  E.  Blaad/  MD 
Martin  L.  Lazar,  MD 

Medical  Neurology 
Electroencephalography 
and  Electromyography 

Ralph  G.  Greenlee,  Jr.,  MD 
Allan  L.  Naarden.  MD 
Richard  R.  North,  MD 
William  S.  Woodfin,  MD 

Neuro-Ophthalmology 


Director,  Pain  Relief  Centei 
and  Neuroanesthesiologist 

P.  Prithvi  Raj,  MD 

Consultant  in  Speech 

Josephine  Simonson,  MA 


Peter  H.  Bringewald,  MD 

7777  Forest  Lane,  MCD-2.  Suite  2420.  Dallas.  Texas  75230;  214  881-7656 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD.  DARNS.  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott.  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 
3600  Gaston  Avenue — Dallas.  Texas  75246 
Telephone  214  826-7060 


PASADENA  NEUROLOGICAL  GROUP 

4004  Woodlawn,  Pasadena,  Texas  77504;  713  944-1131 

Neurology,  Neurosurgery,  Physical  Medicine 
and  Rehabilitation 

Federico  Angel,  MD,  PA,  Neurosurgery 
Jorge  Angel,  MD,  PA,  Neurosurgery 
Hugo  Orellana,  MD,  PA,  Neurology 

Jairo  Puentes,  MD.  PA,  Physical  Medicine  and  Rehabilitation 

Computed  Tomography,  Doppler  Sonography, 
Echoencephalography,  Electroencephalography, 
Electromyography,  Physical  Medicine, 

Rehabilitation,  Speech  Therapy 


Nuclear  Medicine 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof,  Bldg.,  Houston,  Texas  77030;  713  7SO“11QO 

Richard  S,  Ruiz,  MD,  FAGS  Jeffrey  D.  Lanier,  MD,  FAGS 

Charles  E.  Russo,  MD,  FACS  Michael  A.  Bloome,  MD,  FACS 

Malcolm  L.  Mazow,  MD,  FACS  Paul  C.  Salmonsen,  MD 
Robert  H.  Stewart,  MD,  FACS  Richard  L.  l^imbrough,  MD 

Robert  B.  Wilkins,  MD,  FACS  Charles  A.  Garcia,  MD 


DBS.  ALPAR.  TAYLOR.  HOWELL.  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpsr,  MD  Hugh  B.  Currie,  MD 

Coleman  Taylor,  MD  Bruce  L.  Weinberger,  MD 

J.  Franklin  Howell,  Jr,  MD 

Diplomates  of  the  American  Board  of  Ophthalmology 
IS  Medical  Drive,  Amarillo,  Texas 


TEXAS  RETINA  ASSOCIATES 

Albert  Veiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas.  Texas  75231:  214  692-6941 


BRUCE  C.  TAYLOR.  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson.  MD 
Robert  A.  Moura.  MD 
Arthur  W.  Willis.  MD 
Robert  W.  Butner.  MD 

6436  Fannin.  Suite  800.  Houston.  Texas  77030 
713  797-1903 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Tbyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology. 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
Gary  Mason,  MD 

7777  Southwest  Freeway,  St,  918,  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 
John  W.  Lewis,  MD 


3188  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


HERBERT  C.  ALLEN.  JR.  MD.  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Proiessional  Bldg..  Houston.  Texas  77030;  713  790-0540 
Diplomate  American  Board  ol  Nuclear  Medicine 


Need  national  or  state  legislative 
information? 

Call  Mr.  Kim  Ross  in  TMA's  new  Legislative 
Affairs  Office.  512  477-6704. 


RETINA  LIMITED  OF  SAN  ANTONIO 
Diseases  and  Surgery  of  the  Retina  and  Vitreous 

John  Y.  Harper.  Jr.  MD 
Darrell  Willerson.  Jr,  MD 

311  Camden.  Suite  601,  San  Antonio,  Texas  73215;  512  226-2446 

RETINA-VITREOUS  ASSOCIATES 

W,  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

8438  Fannin,  Heusten,  Texas  77030;  713  797-1531 


TMA  Auto  Leasing  Program 

. . . Another  service  ol  your  association 


TEXAS  MEDICINE 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


THE  ARUNGTON  ORTHOPEDIC  GROUP 

H.  W.  Bondel,  Ir.  MD 

E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


LOUIS  M.  ALPERN,  MD,  MPH 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd,  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Orthopedic  Surgery 

3GOO  Gaslon  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


PETER  R.  BRINGEWALD,  MD 
Neuro-Ophthalmology 

Texas  Neurological  Institute  at  Dallas,  PA 
7777  Forest  Lane,  MCD'2,  Suite  2420, 
Dallas,  Texas  75230;  214  661-7676 

By  appointment  only 
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HOUSTON  ORTHOPEDIC  CLINIC 


Joseph  Barnhart,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


EDWIN  C.  AUGUSTAT.  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 


Orthopedic  Surgery 


Otolaryngology 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CUNIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


EL  PASO  EAR,  NOSE  AND  THROAT  ASSOCIATES 
Otolaryngology,  Audiology  and 
Electronystagmography 

Mark  J.  Wegleitner,  MD 

Lyle  D.  Weeks,  MD 

Sarah  Daniel.  MA-Audiologist 

First  American  Title  Bldg.,  Suite  160,  5959  Gateway  West 
El  Paso,  Texas  79925;  915  779-5866 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth,  Texas 

Louis  J.  Levy,  MD 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene.  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  West  Porker  Road, 
Houston,  Texas  77076;  691*3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 

G.  S.  Gill,  MD 
Dilip  K.  Pal,  MD,  PA 
Prem  K.  Dos,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


TMA  Members  Retirement  Trust 

. . . Another  service  oi  your  association 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O,  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wiltstruck,  MD.  FCAP 
Walter  Krohn.  MD,  FCAP 
Robert  Wayne  Walter,  MD,  FACP 

Dane  Barber,  MD,  Diplomate  American  Board  of  Pathology 
Clinical  Pathology,  Surgical  Pathology,  Exfoliative  Cytology,  Medico- 
legal Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707;  756-7226 

J.  S.  WILKENFELD,  MD.  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld.  MD  Ena  E.  Mocega,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology.  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 
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BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 

George  V.  Miller,  MD 

Walter  G.  Olin,  Jr,  MD 

John  R.  Thomas,  MD 

S.  Joseph  Skinner,  MD 

Joe  B.  Haden,  MD 

Enrique  van  Santen,  MD 

Elaine  V.  Shalek,  MD 

Robert  H.  McNeely,  MD 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

06  ARTHUR  L.  RAINES,  MD  AND  ASSOCIATES 
Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exioliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181,  Ext,  360 

Mailing  Containers  on  Request 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABIUTATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy. 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLHNI,  MD 

Diplomats  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <&  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215;  224-5509 


BROMLEY  S.  FREEMAN,  MD,  FACS 
D.  ROBERT  WIEMER,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77030 
713  795-5584 

JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1.  Corpus  Christi,  Texas;  855-7359 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Su 

1103  Medical  Tower,  Houston,  Texas  77030;  795-5575 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
817  335-4752 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


TEXAS  MEDICINE 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.*  Suite  420* 

Houston.  Texas  77004;  713  526-6161 


Psychiatry 


Psychiatry  & Neurology 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


Perry  C.  Talkington,  MD 
Howard  M.  Burkett,  MD 
Jerry  M.  Lewis.  MD 
James  K.  Peden,  MD 
Dode  M.  Hanke*  MD 
Doyle  I.  Carson,  MD 
Joe  W.  King,  MD 
Keith  H.  Johansen,  MD 
Charles  G.  Markward,  MD 


Larry  E.  Tripp,  MD 
Gregory  G.  Dimijian,  MD 
Linda  R.  Hughes,  MD 
Roy  H.  Fanoni,  MD 
Byron  Howard,  MD 
Madeline  W.  Harford,  MD 
John  G.  Looney,  MD 
Carol  A.  Lewis,  MD 
Mark  J.  Blotcky,  MD 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


HAUSER  CLINIC 
Psychiatry  and  Neurology 

Section  of  Psychiatry 
*Abe  Hauser,  MD 
*Robert  I.  Hauser.  MD 
*H.  James  Stuart,  ME) 

*Javier  A.  Zapata,  MD 
*Susan  B.  Darsey,  MD 
*Harvey  A.  Rosenstock,  MD 
*Cal  K.  Cohn,  MD 

Section  of  Neurology 
*GeraId  Ratinov.  MD 
Diane  S.  Gelfand,  MD 

Section  of  Social  Work 
Pamela  Plimmer,  ACSW 
Marguerite  Papademitriou,  ACSW 
Wendy  Smolins,  MSSW 

Administrator 
Richard  J.  Kurzenberger 

7777  Southwest  Freeway,  Suite  1036,  Houston,  Texas  77074 
Telephone  713  776-8600 
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*Diplomate,  American  Board  of  Psychiatry  and  Neurology 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 

Frank  H.  Chesky*  MD 
Jose  A.  Gutierrez.  MD 
Harris  M.  Hauser.  MD 
Linda  S.  Blume.  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 


CHARLES  B.  COVERT,  MD,  PA 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Individual,  Group,  Marital 
and  Family  Therapy 

1900  Yorktown,  Suite  314 
Houston,  Texas  77056;  713  627-9988 


Radiology 


Harvey  M.  Lowry,  MD,  FACR  James  P.  Wills,  MD.  DABR 

James  R.  Gish,  MD,  DABR  Robert  Jacobs,  MD,  DABR 

Edward  A.  Sheldon,  MD,  DABR  Daniel  Karnicki,  MD,  DABR 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital,  833-6421 

Beaumont  Neurological  Center.  835-4921 

Beaumont  Medical  and  Surgical  Hospital,  838-1411 

Beaumont.  Texas 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

CARLOS  M.  KIER,  MD 

Diplomate  American  Board  of  Internal  Medicine 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <5  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


ALCOHOUSM  TREATMENT  PROGRAM 

Comprehensive  Inpatient/Outpatient  Rehabilitation 

Department  of  Psychiatry 

Texas  Tech  University  School  of  Medicine. 

Lubbock,  Texas  79430;  806  743-2804 


JOEL  E.  RUTSTEIN,  MD 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 
Arthritis  Diagnostic  and  Treatment  Center 

8042  Wurzbach,  Suite  440,  San  Antonio,  Texas  78229;  512  690-8067 


BARRY  M.  BROWN,  MD 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood,  Suite  187A,  Houston,  Texas  77024;  713-461-6160 


Texas  Medical  Liability  Trust 

. . . Another  service  of  your  association 


TMA  Continuing  Education  Directory 

. . . Another  service  of  your  association 
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Thoracic  Surgery 


Urology 


Harold  C.  Ursche!/  Jr,  MD 
Marui  A.  Razzuk«  MD 

DRS.  URSCHEL  RAZZUK  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas.  Texas  75246;  824-2503 


ELGIN  W.  WARE,  JR.  MD 
GEORGE  E.  HURT.  JR,  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


JOHN  L.  KEE,  JR,  MD 
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Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave,,  Dallas,  Texas  75246;  826-5184 


Dolphus  E.  Compere.  MD.  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdori,  MD,  FACS 
Sidney  A.  Worsham,  III.  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  338-5711 


ALLAN  L.  GRAHAM,  MD.  FACS 
KARAMAT  U.  CHOUDHRY.  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY,  MD 

Diplomate  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626.  Fort  Worth,  Texas  76104;  332-7878 


H.  M.  GIBSON.  JR,  MD,  FACS 
ABEL  GARDUNO.  MD 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  £1  Paso,  Texas 
Telephone  532-8130  & 533-4765 


HECTOR  O.  YANES,  MD,  PA.  FACS.  FACC 
Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104;  332-1947 


DONALD  I NEESE,  MD 

Diplomate  oi  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Ploza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

400  Medical  Center  Blvd.,  Suite  207,  Webster,  Texas  77588;  713  332-2466 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER.  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology- — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DONALD  L.  PAULSON.  MD,  FACS 
Thoracic  Surgery 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 
Donald  J.  Logan,  MD 
Donald  L.  McKay,  MD 
Christopher  D.  Fetner.  MD 


653  Wadley  Tower,  Dallas,  Texas;  824-3660 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


Do  patients  understand  your  fees? 

Avoid  possible  misunderstandings  about  your  fees  and 
services  by  inviting  open  discussion  with  your  patients. 
This  attractive  plaque,  when  prominently  displayed  in 
your  reception  area,  serves  as  an  open  invitation  to  your 
patients  and  shows  that  you  care.  Suitable  for  wall  or 
desk  display,  it  is  6x9  inches.  Available  at  $5.50  each. 
Send  check  and  request  for  OP  033  to  Order  Unit,  Ameri- 
can Medical  Association,  535  North  Dearborn  Street. 
Chicago,  Illinois  60610. 


TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  lOIN  multispecialty  clinic  with 
facilities  lor  doing  all  types  ol  surgery  in  new  hospital  as  well  as  office 
in  new  clinic  building.  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Taylor  Smith,  MD,  Malone  and  Hogan 
Clinic,  1501  West  lltn  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Taylor 
Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring 
Texgs  79720;  telephone  915-267-6361. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED;  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $35,100  to  $42,600  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City.  Texas  77414,  713-245-6383. 


FAMILY  OR  GENERAL  PRACTITIONER  NEEDED  in  rapidly  growina 
East  Texas  community  8 miles  from  Longview  which  has  expanding  250 
bed  hospital  and  another  approved  hospital  site  6 miles  from  Halls- 
ville.  Scnool  district  population  16,000.  Primary  income  business  and 
industry.  Contact  Mike  Buchanan,  Hallsville  Drug,  Hallsville,  Texas 
75650;  telephone  214-668-2012. 


WANTED:  GP,  FP  NEEDED  to  join  4 man  group  to  do  general  practice 
and  OB.  Population  5,000;  trade  area  15,000  plus.  Old  established  clinic 
group  of  3 GPs  and  1 board  surgeon.  Lovett  Meredith  Clinic,  Box  487, 
Olney,  Texas  76374;  817-564-5543. 


PHYSICIANS  WANTED — progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647.  Telephone  214-845-2281. 


EMERGENCY  DEPARTMENT — part-time  opportunities  in  the  Dallas, 
Texas  area.  Scheduling  flexible,  paid  malpractice,  weekdays,  nights, 
and  or  weekends.  Contact  Texas  Emergency  Room  Services,  PA,  3603 
Hall  Street,  Suite  102,  Dallas,  TX  75219,  or  call  214-522-5481. 
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NORTH  DALLAS — Collin  County  Hospital  Ememency  Department.  Phy- 
sician needed  for  weekday/evening  staffing.  Flexible  scheduling;  out- 
standing malpractice  insurance  coverage.  Contact  Texas  Emergency 
Room  Services,  P.A.,  3603  Hall  Street,  Dallas,  Texas  75219,  or  call 
214-522-5481. 


EMERGENCY  DEPARTMENT  STAFF  PHYSICIAN  position  available  at 
500  bed  teaching  hospital,  Dallas,  Texas.  Flexible  scheduling;  $57,000- 
$60,000  minimum  guarantee;  paid  professional  liability  insurance.  Con- 
tact Texas  Emergency  Room  Services,  PA,  3606  Hall  Street,  #102,  Dal- 
las. Texas;  214-522-5481. 


FAMILY  PRACTITIONER.  Board  certified  or  board  eligible  to  work  in 
new  well-equipped  clinic  which  is  a satellite  of  a large  multispecialty 
group  in  southwest  Houston.  Excellent  benefits  and  opportunity  for  full 
partnership  in  two  years.  Call  or  write:  Pierre  Gendron,  Administrator, 
Hillcroft  Medical  Clinic,  6630  DeMoss,  Houston,  Texas  77074;  713-774- 
5861. 


WANTED:  ORTHOPEDIST  for  the  Katy-West  Memorial  area  of  Houston. 
Booming  area.  No  other  orthopedists.  Telephone  713-465-1910. 


PRIMARY  CARE  PHYSICIANS— OB/GYN,  internist,  orthopedic  surgeon, 
family  practice.  Modern  progressive,  acute  care,  general  hospital. 
Growing  community  of  12,500  population,  medical  service  area  popu- 
lation, 50,000.  Financial  assistance  available.  Send  curriculum  vitae 
or  contact  Dan  Powers,  CEO,  Brownfield  Regional  Medical  Center,  705 
E,  Felt  Street,  Brownfield,  Texas  79316;  phone  806-637-3551. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with  ex- 
cellent facilities.  New  clinic  building  adjacent  to  new  hospital  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Taylor  Smith 
arid  Hogan  Clinic,  1501  West  1 1th  Place,  Big  Spring,  Texas 
79720;  telephone  915-267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon  do- 
ing GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  with  salary  of  $45,000  per  year  negotiable  City 
has  popiHation  of  9.000  with  trade  area  of  25.000  to  30,000.  Contact 
Chris  S.  Cruzcosa,  MD,  300  S.  5th  Street,  Carrizo  Springs,  Texas  78834, 

QIO  Q7C  COOC  t-  =j  » < 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
commuriities  available.  Prefer  career-oriented  emergency  MDs. 
Additiorial  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
jini  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue.  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  in  obstetrics,  pediatrics 
and  family  practice.  Enjoy  practicing  medicine  with  our  28-man 
multispecialty  group  located  in  a friendly  city  of  100,000  people 
in  north  central  Texas.  Close  to  everything,  but  away  from  big  city 
problems.  If  you  want  to  know  more  about  this  long  established 
group  (1919)  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817-766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls.  Texas  76302. 


FAMILY  PRACTICE-GENERAL  MEDICINE  WANTED  now  to  join  a multi- 
specialty group  practice  on  the  Texas  Gulf  Coast.  Excellent  chance  for 
a good  practice  with  fringe  benefits,  will  have  opportunity  to  enter  as 
a stockholder  in  the  association.  Great  place  to  live.  Fantastic  outdoor 
activities  possible  year  around.  Contact  Gene  Hybner,  1533  South 
Brownlee,  Corpus  Christi,  Texas  78404;  512-883-7411. 


TWENTY  MEMBER  MULTISPECIALTY  GROUP  in  East  Texas  needs 
American  or  Canadian  internists,  orthopedists,  pediatricians  and  urol- 
ogists. Excellent  salary  and  fringes.  No  accounting,  billing  or  personnel 
problems.  New  building,  in-house  lab,  x-ray  and  nuclear  medicine, 
linear  accelerator  therapy  unit.  Please  reply  to  Ad-918,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE,  OB-GYN  DALLAS  AREA-MULTISPECIALTY  group 
clinic  of  28  physicians  in  Lewisville  and  Denton  seeking  physicians  for 
July  1979  and  July  1980.  Clinics  had  160,000  patient  visits  in  1978.  Clinic 
in  Lewisville  is  integrated  into  a 110  bed  acute  care  hospital  unit. 
Excellent  compensation  and  fringe  benefits  including  time  off.  Contact 
J.  R.  Jones,  M.D.,  214-221-2589,  or  Darrell  Lummus,  Business  Manager, 
or  write  J.  R.  Jones,  MD,  Doctors  Clinic,  500  West  Main,  Lewisville, 
Texas  75067. 


INTERNIST,  excellent  new  practice  opportunity  in  Northwest  Houston. 
New  medical  arts  building  in  the  1960  area.  Contact  Medical  Construc- 
tion Corp.,  713-376-8488. 


PHYSICIAN  NEEDED  TO  PRACTICE  general  medicine  at  Student  Health 
Center  beginning  Sept.  1,  1979.  Must  have  Texas  license  and  4-5  years 
experience  in  general  practice.  Position  involves  some  medical  adminis- 
tration. Salary  negotiable.  Good  fringe  benefits.  Please  contact  Sheila 
Meyer,  Administration  Officer,  North  Texas  State  University  Student 
Health  Center,  P.O.  Box  5158,  Denton,  Texas  76203.  Telephone  817-788- 
2331.  We  are  an  equal  opportunity/affirmative  action  employer. 


LOCUM  TENENS — EMERGENCY  MEDICINE — available  in  our  Dallas 
area  hospitals;  monthly  scheduling  is  flexible  and  according  to  your 
preferences;  malpractice  is  paid,  excellent  hourly  income  according  to 
your  flexibility  and  hours  worked  Call  214-522-5481  for  details. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Pediatrician, 
internist,  psychiatrist,  family  practitioner,  solo  practice.  Home  Exxon, 
US  Steel,  Gulf.  High  income.  Bay  area  near  Houston.  Outstanding 
schools,  colleges.  Contact  Administrator,  1101  Decker  Drive,  Baytown, 
Texas  77520;  713-422-3405. 


EMERGENCY  MEDICINE  OR  FAMILY  PRACTICE  opportunities  available 
in  Texas.  Emergency  medicine  positions  offer  flexible  scheduling,  at- 
tractive salaries,  and  malpractice  coverage.  Family  practice  positions 
located  in  growing  communities  with  varied  geographic  locations. 
Background  in  surgery  preferred.  For  additional  information  contact 
Vicki  Hay,  P.  O.  Box  45148,  Dallas,  Texas  75245  or  call  collect  214- 
350-4991  or  214-358-4486. 


TEXAS  PHYSICIAN  PLACEMENT.  We  are  a physician  management  firm 
searching  for  associates  for  our  management  clients  and  other  clients 
in  Texas.  Group,  associate  and  solo  practices  in  many  fields.  We  will 
help  you  select  the  right  practice  and  community  for  you  and  your 
family.  Fee  paid  by  our  clients.  Please  send  C.V.  and  lifestyle  prefer- 
ences to  W.  Sanford  Smith,  Professional  Practice  Management,  Inc., 
1102  Kingwood  Drive,  Humble,  Texas  77339. 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


NORTH  DALLAS— FAMILY  PRACTITIONER  needed  to  join  busy  AAFP- 
certified  FP.  Fully  equipped  office  with  combination  family/industnal 
load,  in  fastest  growing  part  of  Dallas.  Attractive  financial  terms. 
Gabriel  Fried,  MD,  15111  Preston  Road,  Dallas,  Texas  75248;  214-387- 
0155. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $15.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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GENERAL  SURGEON — Board  certified,  needed  for  seven  doctor  group 
that  consists  of  one  general  practitioner,  five  board  certified  family 
practitioners,  one  internist.  Must  be  willing  to  do  some  general  prac- 
tice. Our  two  year  old  clinic  has  full  lab  and  x-ray  facilities,  and  is 
located  next  to  a new  65  bed  hospital.  Located  30  miles  E/NE  of 
Austin,  Texas.  Send  resume  to  Johns  Clinic,  P.O.  Box  1010,  Taylor, 
Texas,  76574,  attention  C.  J.  Daniel,  MD. 


OTOLARYNGOLOGIST  WANTED  in  large  multispecialty  clinic  in  Texas 
associated  with  medical  school.  Require  board-certification  or  recently 
board-eligible  person  with  an  interest  in  clinical  ENT,  surgery,  and  in 
some  undergraduate  teaching.  Prefer  native  Texan  or  Southwesterner. 
Salary  negotiable.  Full  fringe  benefits.  Call  817-774-2111,  ext.  2996. 


ER  PHYSICIAN  WANTED:  To  form  new  three  man  group,  providing 
services  at  a Houston  area  hospital.  Excellent  opportunity.  Please  call 
collect  Dr.  Criep  at  412-682-1233  or  713-932-5600. 


FAMILY  PHYSICIAN  WANTED:  Board  certified,  age  30-40,  broad  ex- 
perience, OB  preferable.  Would  help  develop  an  expanding  high 
quality  practice  embracing  the  whole  field  of  family  practice  from 
prenatal  to  geriatric  care.  Beautiful  wooded  area  on  major  IH,  45  miles 
north  of  Houston,  near  airport.  Large  cachment  area  covering  varied 
residential  and  industrial  developments.  Marvelous  educational  and 
recreational  facilities  for  children.  Please  reply  to  Ad-926,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  C.V.  and 
references  please. 


WANTED:  A board  certified  or  eligible  thoracic  surgeon  to  associate 
with  busy  board  certified  general  surgeon.  This  is  an  ideal  opportunity 
to  be  busy  while  building  a practice  in  thoracic  surgery.  Please  reply 
to  Ad-927,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


AMBULATORY  PEDIATRICS.  Academically  oriented  pediatrician  for 
full-time  faculty  position  involving  student  teaching,  supervision  of 
house  staff  and  other  allied  health  care  providers.  Candidates  are 
expected  to  participate  in  clinical  research  and  development  of  inno- 
vative measures  in  health  care  delivery  in  ambulatory  care  clinic  and 
outreach  programs.  Board  qualified  applicants  with  ambulatory  care 
fellowship  or  equivalent  experience  are  preferred.  Rank  and  salary 
will  be  commensurate  with  experience.  Apply  to:  V.  J.  Gururaj,  MD, 
Director  of  Ambulatory  Services,  Department  of  Pediatrics,  Texas  Tech 
University  School  of  Medicine,  Lubbock,  TX  79430;  phone  806-743-2334. 
An  affirmative  action/equal  opportunity  employer. 


GENERAL  SURGEON  AND  GENERAL  PRACTITIONER  NEEDED  for  solo 
or  group  practice  in  Kermit,  Texas.  Well  equipped  85  bed  hospital. 
Large  referral  area.  Contact  Harper  Peddicord,  MD,  Chief  of  Staff  or 
Doug  Schoenewolf,  Administrator,  Memorial  Hospital,  821  Jeffee,  Ker- 
mit, Texas  79745.  Call  collect  915-586-2511. 


WANTED:  NEUROSURGEON  to  join  with  two  established  neurosurgeons 
m the  general  practice  of  neurosurgery.  Excellent  facilities  available. 
Must  be  board  certified  or  board  eligible.  Excellent  opportunity.  Cor- 
poration benefits  available,  including  profit  sharing  plan.  Population 
area,  about  125,000,  with  significant  drawing  area.  Please  reply  to 
Ad-932,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTICE  PHYSICIAN — Excellent  private  practice  opportu- 
nity exists  in  Northeast  Dallas  bedroom  community  of  80,000  in  affilia- 
tion with  new  106  bed  private  hospital.  Liberal  salary  guarantee, 
interview  trip  and  relocation  expenses  are  offered.  Residents  enjoy 
excellent  recreational  facilities,  superior  public  schools  and  a wide 
range  of  housing.  Send  detailed  curriculum  vitae  to:  Charter  Medical 
Corporation,  Mr.  William  Lee,  P.O.  Box  209,  Macon,  GA  31204. 


PHYSICIANS — Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


TEXAS:  SAN  ANTONIO  BASED  EMERGENCY  PHYSICIAN  group  ex- 
panding. Immediate  openings  for  career-oriented  emergency  physician 
in  several  communities.  Will  consider  part-time,  flexible  schedule.  Call 
or  write:  Emergency  Physicians  Associates,  730  N.  Main  Avenue,  Suite 
624,  San  Antonio,  TX  78205;  512-222-0746  or  512-224-9067.  

WANTED:  YOUNG  FAMILY  PRACTITIONER  to  join  two  man  group. 
Duties  involve  assisting  in  surgery,  obstetrics  and  family  practice. 
Excellent  benefits  for  one  year  and  then  full  partnership.  Gulf  coast 
area  with  new  hospital.  Write  P.O.  Box  666,  El  Campo,  Texas  77437; 
telephone  713-543-9711,  at  night  only. 

PSYCHIATRIST  II — Must  be  licensed  to  practice  in  Texas.  Experience 
in  the  care  and  treatment  of  psychiatrically  impaired,  mentally  re- 
tarded patients.  Salary  $42,500  plus  $1,000  for  board  certification,  plus 
$3,000  if  selected  as  Director,  Multiple  Disabilities  Unit.  Position  avail- 
able September  1,  1979.  Please  reply  to  LaDair  Wright,  Personnel  Di- 
rector,  Austin  State  Hospital,  4110  Guadalupe,  Austin,  Texas  78751. 

EXCELLENT  OPPORTUNITY  for  FP  or  GP  to  affiliate  in  new  office, 
rural  community  35  miles  northeast  of  Houston.  Suburban  lake  front 
living,  attractive  growing  area.  Guarantee  plus  percentage,  eventually 
equal  partnership.  Contact  Dayton  Family  Medicine  Associates,  North- 
east Professional  Building,  Suite  205,  Humble,  Texas  77338;  713  446- 


PSYCHIATRIST — resort  city — by  bay  and  gulf — fine  educational  and 
medical  institutions — growing  population  and  economy.  Private  prac- 
tice opportunities,  flexibility  in  scheduling.  Full  time  or  part  time. 
Salary  negotiable.  Contact  W.  Whitworth,  Ex.  Dir.,  Nueces  Co.  MHMR 
Community  Center,  1630  S.  Brownlee,  Corpus  Christi,  Texas,  78404. 
512-888-5321  EOE 


THE  AMERICAN  MEDICAL  ASSOCIATION'S  Department  of  Graduate 
Medical  Evaluation  is  recruiting  candidates  to  fill  a full  time  vacancy 
on  its  Field  Staff.  The  department  seeks  a physician  with  experience  in 
medical  education,  especially  residency  training,  who  will  participate 
in  the  accreditation  of  residency  programs  by  conducting  site  surveys 
of  training  programs.  The  work  entails  interviews  with  program  direc- 
tors, faculty,  administrators,  and  residents,  and  the  filing  of  reports 
based  on  the  survey.  Extensive  travel  is  required.  "The  department 
hopes  to  locate  a Texas-based  physician  to  review  programs  in  the 
south  and  southwest,  especially  in  Texas,  Louisiana,  Arkansas  and 
Oklahoma.  Interested  candidates  should  send  a resume  to  Philip 
Kenny,  Ph.D.,  Department  of  Graduate  Medical  Evaluation,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 


Situations  Wanted 


USA  UNIVERSITY  TRAINED  INTERNIST — Boston  trained  gastroenter- 
ologist, 30.  Seeking  practice  opportunity  as  gastroenterologist,  prefer- 
ably solo  with  minimum  income  guarantee;  group  or  partnership. 
Proficient  in  endoscopy,  liver  BX,  PTC.  Had  elective  rotations  studying 
echo  and  esophageal  manometry.  Please  reply  to  Ad-910,  TEXAS  MEDI- 
CINE. 1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 


GENERAL  DIAGNOSTIC  RADIOLOGIST  for  locum  tenens.  Available 
any  time  January  1 to  April  30,  1980.  Office  practice  or  small  hospital. 
No  training  in  ultra-sound,  nuclear  medicine  or  angiography.  Board 
certified  1956.  Extensive  experience  in  general  work  but  not  newer 
special  procedures.  Excellent  references.  Prefer  Gulf  Coast.  Contact 
AD-913.  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TWO  UNIVERSITY  TRAINED  INTERNISTS  seeking  practice  opportunities 
m Dallas.  Willing  to  do  primary  care  and  emergency  room.  Part-time, 
fuU-time.  Licensed  in  Michigan  and  Texas.  Apply  to  Ad-919,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  ELIGIBLE  INTERNIST  wants  to  join  an  established  internist  or 
a small  group  in  a city  of  50,000  or  more.  Would  prefer  Houston,  Dallas, 
San  Antonio,  Midland,  Austin,  Lubbock  area  suburb.  Available  July 
1979.  Excellent  academic  and  personal  background.  Resume  will  be 
sent  on  request.  Call  313-886-9777  or  write  Ad-916,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


CANADIAN  GRADUATE,  age  30,  with  national  board  and  temporary 
license.  Presently  GP  in  Ontario.  Wishes  to  relocate  to  Houston  or  its 
suburbs.  Group  or  solo  practice  with  shared  calls.  Please  reply  to 
P.O.  Box  2213,  Station  B,  Duke  Street.  Kitchener,  Ontario,  or  call  col- 
lect 519-578-8824  after  6 p.m. 


DERMATOLOGIST:  Widely  experienced  in  university  and  private  prac- 
tice. Seeks  practice  opportunity  in  Houston.  Please  reply  to  Ad-922 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WISHES  TO  RELOCATE  IN  TEXAS,  emergency  physician.  Full  time, 
salary  or  fee-for-service.  ACEP  member,  6 years  full  time  experience, 
several  years  surgical  experience.  Available  August-September  1979. 
Please  reply  to  Ad-923.  TEXAS  MEDICINE,  1801  North  Lamar  Blvd. 
Austin,  Texas  78701. 


OB/GYN:  46  year  old  board  certified  OB-GYN  seeks  relocation  in  Texas. 
Solo  or  group  practice  desired.  Trained  in  laparoscopy,  colposcopy  and 
urethroscopy  and  using  these  modalities  in  practice.  Excellent  health. 
Available  this  summer.  Wife  anesthesiologist;  seeking  suitable  position 
Please  reply  to  Ad-924,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


GENERAL  SURGEON — 31  year  old  certified  surgeon  looking  for  practice 
situations.  FLEX  and  licensed  in  Texas.  All  locations  considered.  Solo 
or  group.  Contact  Dr.  D.  Kumar,  20110  Lorain  Road  #220,  Fairview 
Park,  Ohio  44126;  phone  216-331-3753. 


CANADIAN  FAMILY  PHYSICIAN  certified;  married,  34  years  old;  Texas 
license.  Wishes  to  relocate  to  Dallas/Fort  Worth  area.  Send  replies  to 
Ad-928,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  search, 
evaluation  and  screening  to  supplement  your  own  independent  recruit- 
ing. (We  never  require  deposit,  retainer  or  exclusion.)  Full  information 
to  physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


EXCELLENT  PHYSICIANS — General  and  specialty.  Inquire  through  Sun- 
belt Physician  Placement  Service,  5500  N.  Braeswood,  No.  177,  Houston, 
Texas  77096;  713-729-6068. 


OB-GYN,  BOARD  CERTIFIED,  exceptional  training  and  experience  de- 
sires association,  partnership  with  individual  or  group  in  or  around 
Austin  area  (female).  Please  reply  to  Ad-935,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


UNIVERSITY  TRAINED  INTERNIST  wants  to  join  an  established  in- 
ternist or  group.  Prefer  Central  Texas  in  city  of  50,000  or  more.  May 
consider  others.  Texas  license.  Certified  National  Board  Medical 
Examiners.  Internal  medicine  board  eligible.  Available  July  1980. 
Please  reply  to  Ad-936,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


SENIOR  PSYCHIATRIST — 59  years  old  desires  to  relocate  in  the  south- 
ern or  southwestern  part  of  Texas.  Training  obtained  in  the  state  of 
Massachusetts.  Board  eligible.  Present  employer  HEW.  Salary  nego- 
tiable. Telephone  806-293-8648  or  reply  to  Ad-931,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE  RESIDENT  to  graduate  July  1,  1980  from  approved 
family  practice  residency,  seeking  partnership  with  Christ-centered 
family  physician(s)  in  the  Austin,  Texas  area.  Reply  to  Dr.  Douglas 
Turvey,  MD.,  207  Orlando,  Normal,  Illinois  61761. 


BOARD  ELIGIBLE  FAMILY  PRACTITIONER,  33.  Fellowship  in  family 
therapy.  Desire  salaried  position  in  associateship  or  group  in  Dallas 
or  surrounding  area  beginning  Januarv,  1980.  Please  reply  to  Ad-934, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


CERTIFIED  BY  THE  AMERICAN  COLLEGE  OF  ANESTHESIOLOGISTS, 
many  years  of  practice,  wishes  to  relocate  in  Texas.  Group  or  solo 
practice.  Please  reply  to  Ad-933,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST:  49  years  old.  Board  Certified  AP-CP.  Experienced, 
aggressive  laboratory  director  and  manager.  Also  Board  Certified 
Ob-Gyn.  Clinically  oriented.  Married — 3 children.  Seeks  return  to  the 
Southwest.  Please  reply  to  Ad-938,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


AUSTIN,  TEXAS — Medical  office  space  available  in  a rapidly  growing 
medical  community  near  Ben  White  Blvd.  and  South  Lamar.  512-452- 
9544  for  information. 


TEXAS  MEDICINE 


OFFICE  SPACE  IN  DALLAS — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Laboratory  in  building.  Generous  allowance 
for  office  improvements.  Planning  and  layout  available  without  cost. 
Contact  Ike  H.  Silver,  214-328-35/8,  or  write  P.O.  Box  18237,  Dallas, 
Texas  75218. 


DALLAS— WELL  ESTABLISHED  PROFESSIONAL  LOCATION.  Newly  re- 
decorated, 1200  sq.  ft.  furnished  space.  Five  minutes  Baylor  Hospital. 
Immediate  occupancy.  Lab  and  x-ray  in  building.  Free  parking  for 
physicians,  patients  and  employees.  Janitorial  service  and  all  bills  paid. 
Excellent  location  for  primary  care  physicians  (family  practitioner,  in- 
ternist, pediatrician,  obstetrician-gynecologist,  dermatologist,  etc.). 
Contact  Lakewood  Medical  Building  214-821-9161. 


FAMILY  PRACTICE  OF  DECEASED  PHYSICIAN  for  sale  or  lease. 
Aransas  Pass,  Texas,  booming  industrial  area  20  minutes  from  Corpus 
Christ!  on  the  coast.  Call  Mrs.  Ruth  Gaddis,  512-776-2794. 


HOUSTON— BRAND  NEW  MEDICAL  ARTS  BUILDING  adjacent  to  4000 
student  enrollment,  thousands  of  new  homeowners  in  the  FM1960  area 
of  Houston's  fastest  growing  new  area  now  has  primary  health  care 
is  seeking  ENT,  orthopedics,  internist,  dermatology.  For  lease  informa- 
tion call  Medical  Construction  Corp.,  713-376-8488. 


APPROXIMATELY  1,000  sq.  ft.  suite  in  exclusive  medical  and  dental 
building  in  San  Angelo,  Texas.  Building  occupancy  includes  clinic  and 
pathological  laboratory,  x-ray  laboratory  and  retail  pharmacy. 
Eighteen  practitioners  m building  include  pathologist,  radiologists, 
neurosurgeon,  OB-GYN,  pediatrics,  family  practice,  oral  surgeons  and 
general  dentists.  Located  five  minutes  from  principal  225  bed  hospital 
and  not  more  than  10  minutes  from  other  two  hospitals.  Rental  rate 
very  competitive  in  this  area  and  below  norm  for  "all  bills  paid" 
location.  Deferred  rental  payment  plan  available  for  right  occupant. 
Excellent  office  site  for  independent  practitioner.  Write  Medical  Arts 
Building  Associates,  2102  Pecos  Street,  San  Angelo,  Texas  76901  or  call 
915-949-4636  for  Mr.  H.  D.  Eakman,  collect. 


HOUSE  FOR  SALE,  HOUSTON.  Walking  distance  Houston  Medical 
Center,  lovely  one-story  stone  house,  3-2-2,  spacious  den  with  fire- 
place. remodeled  bathrooms,  large  bright  kitchen.  Central  A/H. 
Wooded  lot.  Choice  area.  lOO's.  By  owner  713-661-6891. 


PHYSICIANS'  CLINIC  BUILDING  FOR  LEASE— 2,000  sq.  ft.,  partially 
furnished.  Ample  off-street  parking.  Will  remodel  to  suit  one  or  two 
doctors.  Very  reasonable.  4015  Guadalupe,  Austin,  Texas;  telephone 
512-459-5588, 


BURDICK  EKG.  EK  5A,  Pelton  and  Crane  Omniclve  Model  OCM,  Mayo 
instrument  stand  all  in  mint  condition.  Call  Dr.  Rab,  713-845-1511,  ext. 
36;  evenings  713-693-2514. 


FOR  SALE:  One  1974  Profexrav  Jupiter  X-ray  set  325,  300MA,  125KVP; 
Flat  Bucky  Table,  floor  to  ceiling  tube  stand,  x-ray  tube  Collimator, 
vertical  cassette  holder  for  chest  x-rays;  Independent,  one  processor 
table  top  model,  ID  printer.  Call  713-444-5110. 


OFFICE  SPACE  FOR  RENT,  close  to  Seton  Hospital  in  a medical  com- 
plex. Approximately  825  sq.  ft.  Three  exam  rooms,  lab,  consultation, 
2 baths,  reception  end  waiting  area.  Ready  for  occupancy.  Contact 
Ad-937,  TEXAS  MEDICINE.  1801  North  Lamar  Blvd.,  Austin.  Teas  78701. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


WANTED;  Information  about  early  treatment  of  child  psychiatric 
problems  in  the  State  of  Texas.  Treatment  may  have  been  by  a general 
practitioner,  pediatrician,  or  general  or  child  psychiatrist.  Recollections 
from  older  physicians  will  be  of  special  value.  Am  compiling  data  for 
the  Texas  Society  of  Child  Psychiatry.  John  A.  Boston,  Jr.,  MD,  500 
West  15th,  Austin,  TX  78701. 


Firstmark  Capital  Corporation 
announces  a new  personal 
lending  service  designed 
to  meet  the  special  needs 
of  health  care  professionals. 
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Consider  the  advantages  . . . 

• ONLY  YOUR  SIGNATURE  IS  RE- 
QUIRED TO  BORROW  FROM  $5,000 
TO  $25,000,  TERMS  TO  SIXTY 
MONTHS. 

• QUICK  CONFIDENTIAL  SERVICE, 
ENTIRE  TRANSACTION  HANDLED 
BY  MAIL. 

• CREDIT  LIFE  INSURANCE  AVAIL- 
ABLE AT  LOW  COST  ...  NO 
PHYSICAL  EXAMINATION  RE- 
QUIRED. 

• LOAN  IS  INTEREST  BEARING  . . . 
YOU  MAY  PAY  OFF  OR  REDUCE 
THE  LOAN  AT  ANY  TIME  WITHOUT 
PRE-PAYMENT  PENALTY. 

Here’s  how  to  apply  . . . 

For  complete  information  and  a simple  loan  appli- 
cation call  Mr.  Charles  Toll  Free  at  1-800- 

421-0355. 


liFirstmark  Capital 

Firstmark  Capital  Corporation 

7 Clocktower  Square,  Suite  270 
Aurora,  Colorado  8001 1 


Serving  the  Health  Care  Industry  for  over  Fifty  Years. 
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^ An  Emergency  Room  — 
has  Many  Lives 

To  patients,  it  can  provide  primary  health 
care  readily,  To  community  physicians,  it  is  a 
partner,  giving  expert  coverage  when 
needed.  To  the  new  physician,  it  is  a chance 
to  practice  while  evaluating  a community. 


We  have  over  20  Emergency  Departments  for 
which  we  provide  round-the-clock  coverage. 
We're  responsible  and  organized  to  deliver. 

If  you  would  like  to  be  involved  in  the 
exciting  world  of  the  E.R.  . . . call  us. 

Flexible  scheduling,  health  benefits,  liability 
insurance,  CME  ...  all  while  taking  a close 
look  at  the  community  and  evaluating  your 
long  range  practice  plans. 


The  President  will  respond  if  you  send  your 
C.V,  or  call  him.  It  could  be  a new  life  for 
you,  too. 


W 


Medical  Search  Consultants,  Inc. 

12605  East  Freeway,  Suite  620 
Houston,  Texas  77015 
800  / 231-7888 

713  / 451-2222  (if  within  Texas) 


/MEDSECO 


Stop!  Look! 


Medical  Emergency  Clinics 


Minor  Emergencies  To  General 
Medical  Care 

Physicians  in  Emergency  Medicine  and 
Family  Practice  are  needed  to  share  in 
this  unique  and  challenging  program. 


Advantages  include  regular  hours,  good 
compensation,  superb  work 
environment,  no  administrative 
hassles  ...  a better  lifestyle!  If  you  feel 
you  measure  up  to  the  challenge,  then 
why  not  give  it  a try? 

Send  a copy  of  your  Curriculum  Vifae  fo 
our  exclusive  recruitmenf  agency. 


M 

\k 


/MEDSECO 

Medical  Search  Consultants,  Inc. 

12605  East  Freeway,  Suite  620 
Houston,  Texas  77015 
800  / 231-7888 

713  / 451-2222  [if  within  Texas] 
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TEXAS  MEDICINE 


LETTER 


Whatever  happened  to  brain  scan  and  EEG? 

Dear  Ms  Baker: 

In  his  June,  1978  editorial  in  Texas  Medicine,  Sarwar 
asks  the  rhetorical  question,  “What  should  be  a routine  or 
first  study  in  the  evaluation  of  a neurological  disease?” 
His  answer  is  computed  cranial  tomography  (CT),  and  he 
supports  his  view  with  data  from  the  literature  and  by  his 
experience  with  over  6,000  CT  scans.  Granted,  CT  scan 
has  the  lowest  incidence  of  false-negative  and  false-posi- 
tives  of  all  neurodiagnostic  tests  (with  the  exception  of 
pneumoencephalography),  but  is  it  appropriate  to  estab- 
lish CT  as  the  routine  or  first  study? 

In  fact,  is  the  concept  of  a routine  or  first  study  in  the 
evaluation  of  neurologic  disease  valid?  How  does  one  de- 
fine neurologic  disease?  Obviously,  a broad  spectrum  of 
pathology  exists  between  an  office  patient  with  frequent 
headaches  and  a hospitalized  patient  in  coma  having 
focal  seizures.  If  we  strongly  suspect  an  anatomical  le- 
sion, or  must  manage  a patient  so  dangerously  ill  that  only 
the  most  accurate  test  is  acceptable,  then  CT  is  the  first 
choice.  But  what  about  the  numerous  patients  with  worri- 
some symptoms,  such  as  headache,  visual  blurring,  dizzi- 
ness, or  mental  changes  who  have  a normal  neurological 
exam  and  are  probably  neurotics?  Electroencephalog- 
raphy (EEG)  or  radioisotope  brain  scan  (RN)  is  more 
widely  available  and  less  expensive  than  CT.  I believe 
one  of  these  tests  is  essentially  as  accurate  as  CT  when  a 
negative  result  is  highly  likely. 

I support  my  argument  by  the  method  of  calculating 
the  predictive  value  of  a test.^  This  mathematical  tech- 
nique relates  inherent  test  accuracy  to  the  pretest  likeli- 
hood that  disease  is  present.  The  false-negative  inci- 
dence for  CT  is  less  than  5%,  while  it  is  about  20%  for 
both  RN  and  EEG.  However,  brain  tumors  are  so  rare 
(.008%  incidence  per  year)  and  headaches  are  so  com- 
mon that  the  probability  of  tumor  in  a headache  patient  is 
less  than  2%.  Consequently,  the  predictive  value  of  a 
negative  test  in  this  type  of  patient  is,  for  CT  and  RN, 
almost  100%,  and  for  EEG  is  99%,  a negligible  difference. 

I have  no  exact  figures,  but  a large  number  of  CT  scans 
done  in  the  hospitals  where  I work  every  day  are  normal, 
suggesting  that  the  test  is  being  used  to  screen  patients 
with  a low  probability  of  disease.  If  these  patients  could  be 
screened  as  accurately  with  an  EEG  or  RN,  significant 
savings  in  health  care  cost  could  result. 

W.  Robert  Hudgins,  MD,  Dallas. 


REFERENCES 

1 . Hudgins  WR:  The  predictive  value  of  myelography  in  the  diagnosis 
of  ruptured  lumbar  discs.  J Neurosurg  32:152-162.  1970 
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Wanted:  Team  physicians.  We  train. 


Sports  medicine  is  the  “in”  thing  in  medicine. 

Medical  meetings  related  to  sports  medicine  have  in- 
creased in  both  number  and  frequency,  and  team  physi- 
cians receive  frequent  inquiries  from  colleagues  about  the 
availability  of  opportunities  in  the  field.  A variety  of  spe- 
cialists would  like  to  work  with  a college  or  professional 
team;  the  glamour  of  being  associated  with  a first-class 
university  appeals  to  many  of  us. 

Opportunities  for  physician  involvement  in  college  and 
professional  programs  are  limited.  Primarily,  physicians 
are  needed  at  the  junior  high  and  high  school  levels 
where  youngsters  are  developing  their  skills  and  molding 
their  lives. 

Having  served  on  the  TMA  Committee  on  Athletics, 
been  president  of  the  Texas  Society  of  Athletic  Team 
Physicians,  and  knowing  the  interest  that  many  physi- 
cians have  in  sports  medicine,  I am  concerned  because 
many  schools  throughout  the  state  find  it  difficult  to  obtain 
adequate  medical  coverage. 

A recent  survey  conducted  by  the  TMA  Committee  on 
Athletics  and  supervised  by  Donald  Jay,  representing  the 
Texas  High  School  Coaches  Association,  and  Paul  Zeek, 
representing  the  Southwest  Athletic  Trainers  Association, 
indicates  that  only  44%  of  Texas  high  schools  have  a 
physician  present  at  all  football  games,  with  34%  having 
coverage  at  some  games,  and  22%  having  no  coverage 
at  games.  The  medical  coverage  is  better  in  AAAA 
schools,  averaging  77%  coverage  at  all  games,  but  it 
decreases  to  8%  at  the  B level.  The  survey  indicates  a 
significant  problem  relating  to  proper  medical  coverage  at 
all  levels  of  high  school  football  participation.* 

The  Committee  on  Athletics  has  appealed  to  the  physi- 
cians of  Texas  through  a letter  published  in  Texas  Medi- 
cine stressing  the  need  for  adequate  physician  coverage. 
Within  the  past  year,  the  committee  also  has  asked  each 
county  medical  society  in  Texas  to  evaluate  the  status  of 
medical  coverage  of  each  school  in  its  area.  We  have 
asked  their  help  in  trying  to  persuade  physicians  in  these 
school  districts  to  serve  as  team  physicians. 

Physicians  considering  serving  a football  team  should 
not  feel  any  lack  of  adequacy;  there  are  a number  of 


’A  review  of  physician  coverage  and  ambulance  availability,  with  a geo- 
graphic breakdown,  at  Texas  high  school  football  games  may  be 
obtained  by  writing  The  Texas  Medical  Association,  Committee  on 
Athletics,  1801  N Lamar  Blvd,  Austin,  TX  78701. 


sports  medicine  programs  at  this  time,  and  anyone  who  is 
interested  may  obtain  training. 

The  Committee  on  Athletics  will  work  with  county  medi- 
cal societies  in  developing  sports  medicine  programs,  and 
will  provide  competent  speakers  for  programs  that  the 
individual  county  medical  societies  arrange. 

In  cooperation  with  the  Texas  Society  for  Athletic  Team 
Physicians,  the  committee  sponsors  a Symposium  on 
Sports  Medicine  in  conjunction  with  the  TMA  annual 
meeting.  In  addition,  The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio  sponsors  an  annual  sports 
symposium,  usually  held  in  Austin. 

Injuries  sustained  in  high  school  football  in  Texas  are  a 
cause  for  concern;  we  feel  that  we  must  work  with  all 
interested  groups  to  reduce  the  number  and  severity  of 
injuries  and  to  provide  adequate  medical  coverage  for 
each  team. 

Being  a good  team  physician  requires  more  than  8-to-5 
medicine.  We  become  involved  with  the  coaches,  train- 
ers, and  parents  to  organize  and  supervise  a good  medi- 
cal program.  We  form  lines  of  communication  to  insure 
proper  steps  in  obtaining  medical  care  before  significant 
injuries  occur.  Adequate  insurance  programs  should  be 
available  to  make  certain  that  all  players  are  able  to  re- 
ceive good  medical  care. 

Being  a team  physician  is  hard  work  and  requires  a lot 
of  additional  hours,  but  it  is  rewarding  to  establish  a rap- 
port with  coaches,  trainers,  and  players,  and  to  set  up  and 
supervise  access  to  good  medical  care.  The  establish- 
ment of  lifelong  friendships  with  players  is  a major  reward 
for  a team  physician. 

The  TMA  Committee  on  Athletics  will  help  anyone  who 
is  interested  in  becoming  a team  physician.  We  need  your 
help,  too. 

(See  news  item,  p 11 3.) 

Jerry  Julian,  MD,  Austin,  Chairman, 

TMA  Committee  on  Athletics; 

Orthopedic  Consultant,  Intercollegiate  Athletics, 

The  University  of  Texas  at  Austin. 
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Telephone:  883-3561 


322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S.* 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE.  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn.  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S.* 
Howard  L.  Smith,  M.D.,  F.A.C..S. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

’Expired  May  17th,  1977. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  7 52  1 1 Telephone  823-4  15  1 


INTERNAL  MEDICINE 

John  B Allen,  M D , D A B I M 
Morris  E.  Magers,  M 1)  , O A B I M 
Channing  Woods,  M D 
Rnhard  C.  Srone,  M D , Gastroenterology 
Eandon  W Stewarr,  M.D  , D A B I M 
Cloyce  L-  Stetson,  Jr  , M D , D A B I M 
David  S,  Sowell,  III,  M D , D A B I M , Cardiology 
Don  E (.heatuin,  M D , D A B.l  M , and  DAB  Rho, 
F A C P , Rheumattilogy 
W Mark  Armstrong,  M 11  , D A B I M 
Sam  W Waters,  m'd 
George  E Thoin.is,  M D , D A B I M 
Steven  P Bowers,  M D , D A B I M 

ORTHOPEDIC  SURGERY 

George  S.  Phalen,  M D , D A B O S , F A C.S 

OBSTETRICS  AND  GYNECOEOGY 
John  B Miller,  III,  M D , D A BOG 
Vernie  D,  Bodden,  M D 

PEDIATRICS 

Hdkuit  Moore,  M D , D A B.P  , F A A P 
P E Eueeke,  Jr  , M D , D A B P , F A A P 
Richard  J Gugelmann,  M D. , D.A  B P 

GENERAL  SURGERY 

George  P Fosmire,  M D , D A B S , E A C.S. 

Stanley  O.  Snyder,  Jr  , M D, 

UROLOGY 

Henry  M Spence,  M D , D A B.U.,  E A C.S, 

William  H Hoffman,  M D , D A B U.,  F.A.C.S 
Richard  B.  Dulany,  M.D  , D A. B.U,,  F A C.S. 


RADIOLOGY 

R.iymond  W,  Burtord,  M.D.,  D A B.R 
Joe  B Caldwell,  M D . DAB  R 
j.imes  B Evans,  M.D.,  D A B R 

DERMATOEOGY 

William  N New,  M D , F A, A D , F A.C.P 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W,  Shuster,  M D.,  DAB  O 

OPHTHALMOLOGY 

lames  M Copps,  M D . D A B O 
R Roy  Whitaker,  M.D  , D A B O 

DENTISTRY  AND  DENTAL  SURGERY 
1 Boyd  Hollabaugh,  D D.S. 

William  F Walton.  D D S, 

Larry  L Cowsert.  D D S 

ADMINISTRATION 

(.  H Ros.imond,  Adminisrrator 
J.ick  Green,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
MissBillyeJ  Norris,  R N. 

INACTIVE  STATUS 

George  M,  EJnderw'ood,  M D , D.A  B.l  M.,  F.A.C..P., 
Gastroenterology 

William  H Potts,  M.D,,  F,  A.C.P  , Internal  Medicine 
J Wilbur  Bourland,  Jr,,  M D , Obstetrics  and  Gynecology 
Adam  D,  Green,  M D.,  Surgery 
B Celia  Slaughter,  M.D.,  D A B P,,  F A.  A P 
John  B Bourland,  M D , D.A.B.O.G. 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DSS* 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tabiet  b.i.d.f  or  iO  to  i4  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiel/a-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morgana.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carlnli  prteumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-su Ifamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  “Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens- Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older: 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

iy2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  1 5 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazo  e per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

<x  Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

X Nutley,  New  Jersey  07110 

Please  see  following  page. 
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Stem  counterattack 


ROCHE 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
nurnbersof  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introita 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 

1 


Please  see  reverse  side  for  summary  of  product  information. 
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Treating  VD  in  minors 

Texas  law  states  that  a minor  can  be  treated  for  venereal 
disease  without  parental  consent,  but  some  physicians 
prefer  to  seek  parental  consent  anyway.  Because  of  this, 
venereal  disease  goes  untreated  in  some  areas  where 
there  are  no  public  health  VD  clinics,  and  where  no  one 
knows  which  doctors  will  treat  minors  without  informing 
parents.  The  Texas  Medical  Association  recommends  that 
physicians  who  will  treat  venereal  disease  in  minors  without 
parental  consent  submit  their  names  to  their  county  medi- 
cal society,  so  that  the  society  can  give  names  of  appro- 
priate referrals  when  inquiries  arise.  For  more  information 
on  this  problem,  contact  Thomas  G.  Glass,  Jr,  MD,  chair- 
man, Council  on  Health  Affairs,  or  Steve  Carrell,  TMA  staff. 

CHAMPUS  and  Uniform  Claims  Forms 

Physicians  have  two  options  when  filing  CHAMPUS  claims: 
(a)  taking  assignment,  or  (b)  billing  the  patient  directly. 
However,  the  procedures  bear  watching.  Under  option  (a), 
a physician  completes  and  signs  the  uniform  claims  form, 
and  then  signs  and  dates  the  CHAMPUS  form  which  the 
patient  must  supply.  By  signing  and  dating  the  CHAMPUS 
form  and  attaching  the  uniform  claims  form,  a physician  is 
agreeing  to  assignment. 

Under  option  (b),  the  physician  completes  and  signs  the 
uniform  claims  form  and  gives  it  to  the  patient.  The  patient 
then  completes  any  additional  demographic  data  required 
in  the  CHAMPUS  claims  form  and  submits  both  to  receive 
reimbursement.  In  option  (b)  the  physician  collects  directly 
from  the  patient  and  the  patient  is  reimbursed  by  CHAM- 
PUS. 

Board  of  Examiners  in  Basic  Sciences  abolished 

HB 1249,  abolishing  the  Texas  State  Board  of  Examiners  in 
Basic  Sciences,  has  been  signed  into  law  by  the  Governor. 
Effective  Sept  1, 1979,  the  basic  science  requirement  for 
healing  arts  licensure  will  be  determined  by  the  Texas  State 
Board  of  Medical  Examiners  (for  medical  and  osteopathic 
physicians)  and  the  Texas  Board  of  Chiropractic  Exam- 
iners. As  of  Sept  1,  the  records  and  files  of  the  Basic  Sci- 
ence Board  were  transferred  to  the  State  Board  of  Control. 


Workers’  Compensation  Act  amended 

Under  an  amendment  to  the  Texas  Workers’  Compensa- 
tion Act,  physicians  no  longer  need  to  send  reports  to  the 
Texas  Industrial  Accident  Board.  Effective  June  11,  1979, 
an  amendment  to  Article  8306,  Section  7 of  the  Texas 
Workers'  Compensation  Act  says  that  physicians  must  fur- 
nish records  and  reports  to  the  insurance  carrier  and  in- 
jured worker  or  his  attorney. 

Texas  Medicine  printer  signs  merger 

Stafford-Lowdon,  Inc,  based  in  Fort  Worth,  has  been 
engaged  in  the  printing  business  for  more  than  60  years. 
For  59  of  those  years,  the  printing  establishment  has 
printed  Texas  Medicine.  On  June  19,  1979,  Stafford- 
Lowdon  signed  a merger  agreement  with  American  Stand- 
ard, Inc,  a wholly-owned  subsidiary  of  American  Standard. 
American  Standard  is  a manufacturer  with  operations  in  19 
countries  and  sales  in  excess  of  $2  billion.  Stafford-Lowdon 
will  continue  to  be  managed  by  its  existing  management 
group  and  operate  under  its  own  name. 

Hospitals  accredited  for  CME 

The  Liaison  Committee  on  Continuing  Medical  Education 
(LCCME)  has  approved  two-year  provisional  accreditation 
of  Methodist  Hospitals,  Dallas  and  Sierra  Medical  Center, 
El  Paso.  Accreditation  means  that  these  hospitals  can  offer 
continuing  medical  education  programs  for  category  1 cre- 
dit under  the  AMA  Physician's  Recognition  Award. 

The  LCCME  approval  was  based  on  a recommendation 
from  TMAs  Committee  on  Continuing  Education.  This 
brings  to  eight  the  total  number  of  institutions  surveyed  and 
accredited  by  TMA.  Institutions  and  organizations  in- 
terested in  accreditation  may  contact  the  Committee  on 
Continuing  Education,  Texas  Medical  Association,  1905  N 
Lamar  Blvd,  Austin,  TX  78705. 
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ing  his  seventh  term  as  a US  representative  from  the  third 
congressional  district  of  Texas.  Before  entering  public  serv- 
ice in  1968,  Rep  Collins  served  as  president  of  Fidelity 
Union  Life  Insurance  Co.  The  congressman  is  a member  of 
the  Interstate  and  Foreign  Commerce  Committee,  a minor- 
ity member  of  its  Subcommittee  on  Communications,  and 
also  serves  on  the  Energy  and  Power  Subcommittee,  the 
Republican  Policy  Committee  and  the  Republican  Execu- 
tive Congressional  Committee. 

Tom  E.  Nesbitt,  MD,  immediate  past  president  of  the 
American  Medical  Association,  will  discuss  the  role 
medicine  will  play  in  the  coming  decade.  Dr  Nesbitt  has 
served  on  the  Coordinating  Council  on  Medical  Education 
since  its  inception  in  1971  and  was  speaker  of  the  AMA 
House  of  Delegates. 

C.  John  Tupper,  MD,  president  of  the  California  Medical 
Association,  will  address  the  need  for  continued  quality 
medical  and  scientific  research.  He  is  the  dean  of  the 
School  of  Medicine,  University  of  California  at  Davis  and 
professor  of  internal  medicine  there.  He  is  also  chairman  of 
the  AMA  Council  on  Scientific  Affairs. 

Almeta  E.  Cooper,  JD,  an  AMA  attorney  of  the  Office  of 
the  General  Counsel,  will  discuss  the  patient’s  right  to  pri- 
vacy. Ms  Cooper  is  a graduate  of  Northwestern  University 
School  of  Law  and  a former  associate  of  the  law  firm,  Ved- 
der.  Price,  Kaufman  and  Kammholz.  She  is  chairperson  of 
the  Health  and  Hospital  Law  Committee  and  a member  of 
the  Food,  Drug  and  Consumer  Product  Safety  Law  Com- 
mittee. 

A Saturday  morning  panel  will  discuss  the  impact  of  a 
new  decade  on  the  physician’s  practice.  Speakers  include 

Almeta  E.  Cooper,  JD  George  T.  C,  Way,  MD 


The  1980s: 
challenge  of  change 

The  1979  TMA  Leadership  Conference  and  Orientation 
Program  Sept  22  in  Austin  will  focus  on  the  forthcoming 
decade  and  future  concerns  facing  medicine.  “The  1980s: 
Challenge  of  Change”  will  host  an  impressive  slate  of 
speakers  who  will  explore  the  changing  role  of  medicine 
and  provide  an  orientation  program  for  provisional  TMA 
members.  Seven  postgraduate  medical  courses  will  be 
held  in  conjuction  with  the  conference. 

The  featured  speakers  include  George  T.  C.  Way,  MD, 
president  of  the  Medical  Society  of  the  State  of  New  York. 
Dr  Way  will  address  the  problem  of  government  interfer- 
ence in  individual  freedom  and  stress  the  need  for  or- 
ganized medicine  to  evoke  a solution  within  the  private 
sector. 

Merlin  K.  DuVal,  MD,  president  of  the  National  Center  for 
Health  Education,  San  Francisco,  will  discuss  a relatively 
new  trend  in  medicine — health  education.  Before  accept- 
ing his  present  position  as  president.  Dr  DuVal  was  vice 
president  for  health  sciences  at  the  University  of  Arizona  in 
Tucson  for  six  years  and  earlier  was  acting  dean  at  the  Col- 
lege of  Medicine,  University  of  Arizona.  Most  recently.  Dr 
DuVal  has  been  involved  with  various  state  and  national 
committees  and  councils,  and  was  on  the  Advisory  Panel 
on  National  Health  Insurance  to  the  Subcommittee  on 
Health  of  the  Committee  on  Ways  and  Means,  US  House 
of  Representatives. 

Congressman  James  M.  Collins  will  offer  a view  of 
medicine  as  seen  from  Washington,  DC,  where  he  is  serv- 
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Richard  L.  Vardy,  MD,  chairman  of  the  Board  of  Governors, 
Texas  Medical  Liability  Trust,  who  will  speak  on  profes- 
sional liability  in  Texas.  Milton  Davis,  MD,  speaker  of  the 
TMA  House  of  Delegates  will  discuss  the  Texas  profes- 
sional standards  review  organization  (PSRO);  John  P. 
Coughlin,  MD,  chairman.  Council  on  Socioeconomics,  will 
address  the  subject  of  health  maintenance  organizations; 
and  Val  F.  Borum,  MD,  Council  on  Legislation,  will  discuss 
the  results  of  the  66th  Texas  Legislature. 

In  an  afternoon  panel  discussion  cost  containment,  con- 
tinuing medical  education,  health  planning,  and  community 
and  public  service  will  be  discussed  by  John  M.  Smith,  Jr, 
MD,  co-chairman  of  the  Texas  Voluntary  Effort;  Sam  Nixon, 
MD,  Committee  on  Continuing  Education;  Robert  K. 
Pendergrass,  MD,  chairman.  Committee  on  Health  Plan- 
ning; and  Jerry  C.  Marcontell,  MD,  chairman.  Council 
on  Communication. 

A TMA  Orientation  Program  will  be  held  during  the  con- 
ference with  more  than  300  physicians  expected  to  attend. 
Medical  ethics  and  an  outline  of  TMA  services  will  be  fea- 
tured. Drue  Ware,  MD,  chairman  of  the  Board  of  Coun- 
cilors, and  Don  G.  Harrel,  MD,  chairman  of  the  Board  of 
Trustees  will  address  the  orientees.  Information  packets 
explaining  TMA  services  will  be  distributed  to  those  attend- 
ing. No  preregistration  is  necessary. 

The  Committee  on  Continuing  Education  Subcommittee 
on  Accreditation  is  sponsoring  a workshop  entitled  “Con- 
tinuing Medical  Education:  Is  Your  Hospital  or  Society 
Ready?”  The  workshop  will  be  held  Saturday  afternoon 
for  any  hospital  or  organization  interested  in  the  how-to’s 
of  accreditation. 


C.  John  Tapper.  MD  Congressman  James  M.  Collins 


TMA  will  also  support  seven  postgraduate  courses  for 
physicians  Sept  21-23,  at  the  Austin  Marriott.  Hyperten- 
sion Update  and  Sexually  Transmissible  Diseases  will  be 
offered  on  Friday.  On  Saturday,  a Basic  Life  Support  course 
will  be  offered,  and  on  Sunday,  there  will  be  four  additional 
courses.  These  include:  Fluids  and  Electrolyte  Balance; 
Nuclear  Medicine  for  the  Primary  Physician;  Update:  Adult 
and  Pediatric  Urinary  Tract  Infections;  and  Update:  Liver 
Diseases.  Fee  for  the  courses  will  be  $10  per  course  hour. 

Reservation  and  ticket  information  regarding  the  Sep- 
tember conference  may  be  obtained  by  calling  TMA. 

Rabies  increase  sparks  call 
for  immediate  treatment 

To  help  overcome  the  spread  of  rabies,  Raymond  Moore, 
MD,  commissioner  of  health  of  the  Texas  Department  of 
Health  (TDH)  has  asked  that  all  physicians  consider  begin- 
ning human  immunization  immediately  if  an  animal  bite  is 
unprovoked  and/or  no  information  is  available  about  the 
animal. 

The  Bureau  of  Communicable  Disease  Services  policy 
states  that  persons  exposed  to  animal  rabies  should  begin 
anti-rabies  prophylaxis  during  the  first  24  hours  after  expo- 
sure. In  cases  of  high-risk  exposure,  however,  treatment 
should  be  initiated  immediately,  without  waiting  for  labora- 
tory results  or  for  the  animal  to  be  confined  for  observation. 
High-risk  exposure  includes  bite  by  bat,  skunk,  fox,  rac- 
coon, coyote,  or  other  wild  carnivore;  bite  by  domestic  car- 
nivore with  signs  of  illness  suggestive  of  rabies;  bite  by  any 
domestic  carnivore  not  already  confined  or  under  observa- 
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tion;  or  bite  by  any  unimmunized  domestic  carnivore  in  a 
rabies  hyperendemic  area.  The  Bureau  says  rabies  treat- 
ment can  be  discontinued  once  determination  is  made  that 
the  biting  animal  is  well  and  under  observation,  or  that  the 
brain  tested  negative  for  rabies. 

As  of  July  5, 582  positive  cases  of  rabies  were  diagnosed 
in  the  state  laboratory  of  the  Department  of  Health.  There 
were  556  reported  cases  for  1978;  80%  of  the  confirmed 
cases  were  in  skunks,  5%  in  dogs,  5%  in  cats,  and  5%  in 
bats,  cows  and  horses. 

Jerome  Greenberg,  MD,  deputy  commissioner  for 
preventable  diseases,  offered  one  possible  explanation  for 
the  rabies  increase  noting  the  restrictions  placed  on  hunt- 
ing and  trapping  foxes  during  the  year.  He  also  noted  that  in 
the  past,  skunks  were  often  accidentally  trapped,  thus  re- 
ducing the  skunk  population. 

Dr  Greenberg  recommended  that  stray  animals  be  con- 
trolled as  one  measure  to  help  eradicate  the  disease.  “The 
public  needs  to  be  educated  on  keeping  their  pets  im- 
munized, and  to  avoid  wild  and  stray  animals,”  he  said. 
“Some  veterinarians,”  he  commented,  “are  holding  free 
clinics  to  vaccinate  animals.”  Dr  Greenberg  said  the 
epidemic  should  have  peaked  during  the  summer  months, 
and  should  have  begun  tapering  off  after  August. 

Rabies  is  not  a disease  that  is  easily  recognized  or  diag- 
nosed. Physicians  receiving  patients  who  have  been  ex- 
posed to  suspected  animals  should  contact  the  state  health 
department  through  the  12  public  health  regions  for  rabies 
vaccine.  The  treatment  includes  one  shot  of  human  im- 
mune rabies  globulin  followed  by  21  shots  of  duck  embryo 
vaccine,  followed  by  two  booster  shots.  The  treatment 
costs  individuals  between  $247-$390. 

Rabies  makes  itself  visible  for  diagnosis  in  the  brain  tis- 
sue. The  TDH  recommends  that  individuals  sending  sus- 
pected animal  heads  for  testing  include  as  much  of  the 
brain  stem  and  brain  tissue  as  possible.  Animals  should  not 
be  shot  in  the  head.  Currently,  the  department  receives  ap- 
proximately 50  heads  per  day  for  testing  at  a cost  of  $13  to 
$20  per  head. 

Delegates  to  consider 
change  in  constitution 

A change  in  the  Texas  Medical  Association  Constitution 
which  was  brought  before  the  House  of  Delegates  in  May 
will  be  voted  upon  at  the  upcoming  session  of  the  House  in 
November. 


This  change  would  amend  Article  VII,  Section  1,  by  ad- 
ding a new  subsection  (12).  The  section  would  read: 

Sec.  1 . The  House  of  Delegates  shall  constitute  the 
legislative  body  of  the  Association.  The  membership  of 
the  House  of  Delegates  shall  consist  of  (1)  Delegates, 
elected  in  accordance  with  this  Constitution  and  Bylaws, 
and  ex  officio  (2)  the  President,  the  President-Elect,  the 
Vice-President,  the  Immediate  Past  President,  the  Sec- 
retary, and  the  Treasurer;  (3)  Councilors;  (4)  Trustees; 
(5)  the  Speaker  of  the  House  of  Delegates;  (6)  Vice- 
Speaker  of  the  House  of  Delegates;  (7)  Texas  delegates 
and  alternate  delegates  to  the  American  Medical  As- 
sociation; (8)  three  members  elected  at  large  to  the 
Executive  Board  from  members  currently  serving  in  the 
House  of  Delegates;  (9)  the  members  of  the  Council  on 
Legislation  and  the  several  chairmen  of  the  other  respec- 
tive councils;  (10)  the  Delegate  from  the  Resident  Physi- 
cian’s Section;  (11)  the  Delegate  from  the  Medical  Stu- 
dent Section;  and  (12)  as  nonvoting  members,  the  rep- 
resentatives of  medical  specialty  societies  selected  in 
accordance  with  the  provisions  of  the  Bylaws. 

Physicians  allowed  gasoline, 
office  temperature  exemptions 

Governor  Clements’  executive  order  mandating  odd-even 
gasoline  sales  and  purchase  limits  in  certain  Texas  coun- 
ties made  no  blanket  exemption  for  doctors  and  nurses. 
However,  many  physicians  may  be  unaware  that  they  have 
a partial  exemption  available  to  them.  Automobiles,  when 
used  for  professional  purposes  by  physicians,  may  be  con- 
sidered commercial  vehicles,  and  when  used  for  emergen- 
cy calls,  may  be  considered  emergency  vehicles.  Under  the 
commercial  and  emergency  vehicle  designation,  physi- 
cians may  purchase  gasoline  on  any  day  of  the  month. 

Physicians  should  remember,  however,  that  the  retailer 
determines  which  vehicles  qualify  for  the  exempted  status 
when  not  so  marked.  Texas  has  no  official  insignia  or  decal 
entitling  anyone  to  preferential  treatment.  Thus,  physicians 
should  be  prepared  to  prove  their  identities  and/or  the 
nature  of  their  calls. 

The  odd-even  gasoline  sales  and  purchase  limits  went 
into  effect  June  25  and  are  scheduled  to  terminate  Sept  30 
unless  otherwise  indicated  by  the  governor.  In  general,  the 
regulations  say  that  motorists  whose  license  plates  end  in 
even  numbers,  or  the  letters  A-M  for  personalized,  letter- 
only  plates,  may  purchase  gasoline  on  even-numbered 
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10  days  of  the  week.  On  odd-numbered  days,  motorists  whose 
plates  end  in  odd  numbers  or  the  letters  N-Z,  may  pur- 
chase gasoline.  Anyone  may  purchase  gasoline  on  the 
31st  day  of  any  month.  A $6  minimum  purchase  is  required 
unless  the  vehicle’s  tank  holds  10  gallons  or  less.  Also,  a 
maximum  of  20  gallons  will  be  sold  in  any  one  transaction  to 
a driver  of  a passenger  automobile. 

A flag  display  system  is  being  used  by  retailers  to  notify 
motorists  of  their  supply  situation.  A green  flag  indicates 
that  gasoline  is  available  to  the  public  on  appropriate  days; 
a yellow  flag  shows  that  gasoline  is  available  for  emergency 
vehicles  only,  but  other  service  is  available  to  the  public; 
and,  a red  flag  indicates  a retailer  is  out  of  gasoline 
and/or  closed. 

In  other  energy  matters,  the  Department  of  Energy  has 
exempted  physicians’  offices  from  established  building 
temperature  restrictions.  Section  490.31  (a)(5)(i)  of  the 
Energy  Policy  and  Conservation  Act,  states  that  physi- 
cians’ offices  are  exempt  from  maintaining  certain  tem- 
perature levels  to  protect  the  health  of  persons  in  offices  of 
physicians,  dentists,  or  other  members  of  health  care  pro- 
fessions licensed  by  the  state  to  provide  health  related 
services. 

Medicaid  in  Texas:  handling 
reimbursement  and  claims 

Editor’s  note:  Last  month,  Texas  Medicine  explored  questions  surround- 
ing the  Title  XVIII  Medicare  program.  This  report  will  attempt  to  answer 
some  questions  concerning  the  Title  XIX  Medicaid  program  using  data 
from  the  Texas  Medical  Association  Socioeconomics  Division,  and 
National  Heritage  Insurance  Company. 

Medicaid,  an  assistance  program  for  eligible  needy  and 
low-income  individuals,  is  state  administered  and 
predominantly  federally  funded.  Medicaid  pays  for  such 
services  as  inpatient  hospital  care,  outpatient  hospital  serv- 
ices, other  laboratory  services,  x-ray  services,  skilled  nurs- 
ing facility  services,  physician  services,  screening,  diag- 
nostic and  treatment  of  children  under  21 , home  health  care 
services  and  family  planning  services. 

As  a physician,  how  can  I participate  in  the  Texas  Medical 
Assistance  Program,  Medicaid? 

A licensed  Texas  physician  can  enroll  in  the  Texas 
Medicaid  program  by  contacting  the  state  health  insuring 
agent.  National  Heritage  Insurance  Company  (NHIC).  This 
can  be  done  by  contacting;  Provider  Enrollment  Section, 
National  Heritage  Insurance  Company,  7800  Shoal  Creek 
Blvd,  Suite  100  East-E,  Austin,  Texas.  Phone:  (512)  458- 


5111  or  1-800-252-9224. 

How  are  physicians  reimbursed  by  the  Medicaid  program? 

Currently,  physicians  receive  the  same  reimbursement 
rate  under  Medicaid  as  is  allowed  under  Medicare.  When 
data  are  available.  Medicare  profiles  are  used*.  Specific 
Medicaid  profiles  are  developed  only  for  beneifts  not  cov- 
ered by  Medicare. 

How  often  is  a physician’s  profile  updated? 

Medicaid  physician  profiles  are  generally  updated  each 
September  in  conjunction  with  the  state’s  fiscal  year  based 
upon  the  fee  index  set  by  Medicare.  Reimbursement  rates 
are  subject  to  the  approval  of  the  Department  of  Human 
Resources. 

Will  the  health  insuring  agent  assist  a physician  with  prob- 
lem claims  and  new  changes  in  program  benefits  and  pro- 
cedures? 

Yes.  Representatives  from  NHIC  are  located  throughout 
Texas  and  will  visit  any  physician  to  assist  in  filing  claims. 
Representatives  will  also  provide  educational  workshops  to 
introduce  new  changes  within  the  program,  and  to  train 
personnel  regarding  Medicaid  program  benefits,  rules, 
regulations,  and  administrative  procedures. 

If  a physician’s  Medicaid  patients  are  also  covered  by  Med- 
icare, can  the  physician  bill  Medicaid  for  services  not  cov- 
ered by  Medicare? 

Yes.  A physician  can  bill  Medicaid  provided  the  patient  is 
eligible  for  that  program.  The  health  insuring  agent  will  pro- 
cess the  crossover  claims  for  Medicare  deductibles  and 
coinsurance  portions.  Generally,  Medicare  will  cover  the 
first  80%  of  a patient’s  bill,  and  Medicaid  will  pay  the  20% 
coinsurance  portion. 

Does  the  Medicaid  health  insuring  agent  provide  an 
appeals/adjustment  process  for  settlement  of  claims? 

Yes.  If  a claim  has  been  partially  paid  or  denied,  a physi- 
cian should  send  an  inquiry  to  the  Appeals/ Adjustment 
Unit,  NHIC.  Examples  of  these  claims  are:  duplicate  pay- 
ments, recipient  eligibility  problems.  Medicare-related 
claims,  and  problems  resulting  from  late  billing  beyond  the 
allowable  90-day  filing  period. 

Will  Medicaid  pay  on  nonassigned  claims? 

No.  When  a physician  agrees  to  participate  in  the 
Medicaid  program,  he  agrees  to  accept  Medicaid  reim- 
bursment  as  payment  in  full  (ie,  assignment).  Thus 
Medicaid  enrolled  physicians  accept  assignment  upon  fil- 

* See  geographic  breakdown  map  in  August  1979,  Texas  Medicine. 
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ing  a claim  for  services  rendered.  In  the  case  of  a Medicaid 
recipient  with  Medicare  benefits,  the  physician  must  take 
Medicare  assignment  to  receive  Medicaid  payment  for  the 
Medicare  deductible  and  coinsurance. 

Are  the  NHIC  Medical  Director  and  staff  available  to  dis- 
cuss Medicaid  program  policies,  profiles,  benefits,  and  dif- 
ficult cases? 

Yes.  William  Fred  Lucas,  MD,  medical  director,  and  Jack 
M.  Perlman,  MD,  associate  medical  director,  are  available 
to  provide  technical  assistance. 

New  fraud  control  unit 
investigates  Medicaid  abuses 

Medicaid  abuses  in  Texas  are  being  investigated  by  an 
anti-fraud  and  abuse  unit  based  in  the  Attorney  General’s 
office.  The  unit,  composed  of  the  assistant  attorney  gen- 
eral, one  attorney,  12  investigators,  three  auditors  and  a 
secretarial  staff,  investigates  any  health  care  provider  who 
has  defrauded  or  cheated  the  Medicaid  program.  Providers 
include  physicians,  dentists,  laboratories,  pharmacists, 
and  transportation  services.  The  team  will  not  argue  the 
quality  or  necessity  of  care  given,  but  will  look  to  see  if  a 
provider  indeed  gave  treatment.  Any  incidences  of  abuse 
will  be  taken  to  the  local  courthouse  and  county  attorney. 

Fraud  and  abuse  investigations  have  been  ongoing  since 
1977  by  fiscal  agents.  When  the  Anti-Fraud  and  Abuse 
amendments  were  signed  into  law  during  that  year,  it  was 
stated  that  the  single  state  agency  handling  Medicaid  could 
not  also  handle  the  fraud  abuse  unit.  Former  Governor 
Dolph  Briscoe  assigned  the  unit  to  the  Attorney  General’s 
office.  The  unit  was  certified  as  of  Jan  1, 1979  by  the  De- 
partment of  Health,  Education  and  Welfare  under  the  pro- 
visions of  Medicare/Medicaid  Anti-Fraud  and  Abuse 
amendments  (PL  95-142,  HR-3)  and  operates  under  a 
grant  that  is  90%  federally  funded. 

According  to  Mr  Michael  Berry,  assistant  attorney  gen- 
eral and  director  of  the  Medicaid  Fraud  Control  Unit,  as  of 
July  9,  there  were  approximately  100  cases  under  investi- 
gation, 15  of  which  involved  physicians.  The  main  abuse 
was  in  nondelivery  of  services,  he  noted.  This  is  where  a 
patient  is  billed  for  an  item  not  provided  and  covers  every- 
thing from  injections,  surgery  and  office  visits  to  testing. 
The  unit  also  watches  the  incidence  of  high  cost  surgery. 

When  the  unit  receives  a referral,  usually  from  the 
DHEW,  the  Department  of  Human  Resources  or  individu- 
als, an  investigation  is  started  to  determine  if  there  is  some 


explanation  for  a pattern  of  practice.  Following  this  investi- 
gation, the  unit  decides  whether  or  not  the  case  should  be 
pursued.  If  so,  the  provider  would  be  subpoenaed.  No  in- 
formation concerning  an  individual  case  will  be  publicized 
before  the  case  is  filed  in  court.  Said  Mr  Berry,  “We  try  to  be 
100%  sure  of  a case  because  we  could  do  damage  if  we  are 
not  very  precise.” 

The  Texas  Medical  Association  concurs  in  this  type  of 
investigative  unit  and  will  not  shield  a physician  found  to 
have  acted  fraudulently  or  to  have  abused  any  program. 
However,  the  TMA  supports  the  physician’s  rights  to  due 
process  of  law. 

Executive  board  hears 
proposals  at  July  meeting 

Appointments  to  the  first  TMA  negotiating  team  and  inter- 
nal board  committees  were  among  actions  taken  by  the 
TMA  Executive  Board  during  its  first  meeting  of  the  Associ- 
ation year,  July  1.  Mario  Ramirez,  MD,  presided. 

The  negotiating  team,  composed  of  31  physicians  and  6 
TMA  staff,  was  created  to  meet  with  representatives  of  gov- 
ernment, labor,  associations,  industry,  companies  or  or- 
ganized groups  of  individuals  to  seek  favorable  resolution 
to  matters  of  importance  to  TMA.  The  House  of  Delegates 
approved  the  formation  of  such  a team  in  November  1978. 

In  other  action,  the  Board  of  Trustees  reported  a 
modification  of  the  Association’s  present  arrangement  with 
the  law  firm.  Brown,  Maroney,  Rose,  Baker,  and  Barber. 
Under  the  new  arrangement,  to  begin  Sept  30,  the 
Association  will  apoint  in-house  staff  for  legal  and  legis- 
lative services.  An  outside  firm  would  continue  to  repre- 
sent the  Association  in  court  cases  and  special  cases. 

A plan  for  reorganization  will  be  developed  by  the  execu- 
tive director  with  the  advice  and  counsel  of  the  Board 
of  Trustees. 

The  Executive  Board  approved  a recommendation  that 
the  1981  annual  session  be  held  in  the  Dallas  Convention 
Center  on  May  27-31 . 

The  board  also  considered  a proposal  from  the  Council 
on  Annual  Session  and  Scientific  Programming  which 
would  separate  the  House  of  Delegates  meeting  and  scien- 
tific sessions  beginning  in  1981.  The  board  recommended 
that  the  Council  submit  its  full  recommendation  directly  to 
the  House  of  Delegates  in  November. 

The  Executive  Board  heard  a brief  report  on  meetings 
with  the  Attorney  General’s  new  anti-fraud  and  abuse  unit 
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“THE  PHYSICIAN  IS  A 
DECISION  MAKER,  AND  ALMOST 
EVERY  DECISION  HE  MAKES 
COSTS  OR  SAVES  MONEY” 

— D»'.  William  belts,  Past  President, 
Amerkan  Soeiety  of  Internal  Medieine 

More  and  more  physicians  today  are  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 
hospital  charges  for  routine  lab  tests.  They’re  requesting  copies  of  patients’ 
hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 
tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients’  hospital 
stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 
Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 
patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients’ 
demands  for  unnecessary  medication,  treatment  or  hospitalization. 
Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 

More  physicians  today  realize  what  a tough  problem  we’re  all  faced 
with.  They  know  this  is  a challenge  for  medicine.  And  that  physicians  are 
in  the  best  position  to  deal  with  and  solve  the  problem. 
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which  was  established  as  a result  of  a new  federal  law  on 
Medicaid  abuse. 

Jail  health  program 
extended  through  1980 

A TMA  project  aimed  at  improving  health  care  in  county 
jails  received  a boost  in  June  when  the  American  Medical 
Association  (AMA)  asked  Texas  to  continue  its  participa- 
tion in  the  program.  The  program  was  scheduled  to  termi- 
nate in  May  1979.  The  AMA-sponsored-and-staffed  pro- 
gram received  a new  one-year  grant  from  the  Law 
Enforcement  Assistance  Administration  (LEAA)  of  the  US 
Justice  Dept,  extending  its  efforts  in  improving  health  care 
delivery  systems  of  county  jails  throughout  the  nation.  TMA 
provides  technical  assistance  to  Texas  jails  interested  in 
upgrading  health  care  to  meet  the  AMA  standards. 

The  jail  project,  first  started  in  1976,  was  the  result  of  a 
1972  AMA  survey  of  jail  medical  facilities  throughout  the 
country.  The  survey  showed  that  health  and  medical  serv- 
ices in  county  jails  were  inadequate.  For  instance,  it 
showed  that  physicians  were  available  on  a regularly 
scheduled  basis  in  only  38%  of  the  jails;  that  first-aid 
facilities  existed  in  66%  of  the  jails;  and  that  physicians 
were  not  available  to  provide  medical  care  in  32%  of  the 
jails. 

In  1972,  a federal  court  ruled  that  inadequate  medical 
care  constituted  “cruel  and  unusual  punishment.”  In  1976, 
the  US  Supreme  Court  reviewed  the  1972  decision,  and 
ruled  that  adequate  medical  care  is  an  inmate’s  constitu- 
tional right. 

Texas  was  among  15  states  and  Washington,  DC  which 
participated  in  the  program  during  1978-79.  This  year  that 
number  is  expected  to  be  extended  to  22  states  and  Puerto 
Rico. 


The  AMA  honored  the  Orange  County  jail  in  June  with  a 
two-year  accreditation  certifying  its  compliance  with  the 
AMA  standards  for  proper  jail  care.  Orange  County  jail  is 
the  first  in  the  state  to  receive  this  accreditation.  Mike 
Young,  state  jail  project  coordinator  for  TMA,  praised  local 
officials  for  their  cooperation  and  work  in  raising  the  jail’s 
standards.  “Sheriff  Ed  Parker,  jail  captain  Joe  Freeman, 
and  Howard  C.  Williams,  MD,  the  jail  medical  director, 
worked  very  hard  to  achieve  this  accreditation,”  Young 
said. 

Because  of  the  new  grant  which  extends  the  Texas  pro- 
gram through  1980,  ten  additional  jails  will  be  added  to  the 
TMA  program.  At  present,  Harris,  Dallas  and  Travis  coun- 
ties are  working  to  implement  the  suggested  health  care 
standards. 

Coming  next  month 

Articles  scheduled  for  publication  in  the  October  issue  of 
Texas  Medicine  include  an  update  on  von  Willebrand's 
Disease,  a discussion  of  screening  for  congenital  hypo- 
thyroidism in  neonates,  a report  of  West  Texas  medical 
education  for  rural  practice,  and  results  from  a survey  of 
Texas  physicians’  attitudes  toward  continuing  medical 
education. 


Investment  performance 

for  TMA  Members’  Retirement  Plan  and  Trust 


(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling  in  the  program,  comparative  perfor- 
mances for  investments  are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  news- 
papers list  up-to-the  minute  values  on  mutual  funds.) 


Investment  Media® 

1979 

through 

7/31/79 

3 Years 

Ended 

12/31/78 

5 Years 

Ended 

12/31/78 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-1-  9.2 

t39.5 

4 7.6 

1.9 

Loomis-Sayles  Mutual  Fund 

5.5 

+ 3.1 

- 9.7 

4.8 

Mercantile  Bank  HR-10  Equity  Fund 

-no.4 

+ 24.9 

+ 17.8 

— 

Mercantile  Bank  HR- 10  Fixed  Income  Fund 

f 6.0 

+ 22.9 

+ 28.1 

— 

T.  Rowe  Price  Growth  Stock  Fund 

2.8 

1 9.1 

- 3.8 

2.4 

T Rowe  Price  New  Income  Fund 

- 2.3 

t 0.2 

- 2.9 

8.1 

Stein,  Roe  & Farnham  Balanced  Fund 

+ 6.3 

1 3.6 

- 7.4 

3.9 

Standard  & Poor  500  Stock  Average 

-1-  8.0 

+ 6.6 

- 1.3 

— 

Dow  Jones  Industrial  Average 

+ 5.1 

5.6 

- 5.4 

— 

a.  Mutual  Fund  performances  include  reinvested  capital  gain  distributions. 

b.  Mercantile  HR-10  Equity  and  Fixed  Income  Funds  make  no  distributions.  All  earnings  are  retained  in  the  respective  funds. 
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IT  PAYS  TO  BE  AN  OWNBt/MBVBBt  OF  API, 
THE  TEXAS  OOCTOirS  HSURANCE  COMPANY 


I SAW  THAT  ATTORN  BY. 

DID  HE  FILE  SU)T  ? 

YES,  BUT  FORTUM ATELY 
I HAVE  THE  API  DEFENSE 
TFAM  ON  MY  SIDE.  THEIR 
MAM  WILL  BE  HERE  TODAY. 

INSURING  WITH  API  IS 
ONE  OF  THE  SMARTEST 
THINGS  I’VE  DONE  IN 
A LONG  TIME  ]!  ^ 


IT  PAYS  IN  SERVICE! 


Promising  is  one  thing  — delivering  is  some- 
thing else.  And  API  delivers! 

When  you  need  professional  liahility  protec- 
tion, as  an  ovvner/member  of  API  you  'll  have  a 
medical-legal-lay-investigative  defense  team 
whose  No.  1 concern  is  YOU! 


You  decide  whether  to  settle  or  litigate,  and  if 
you  choose  to  fight,  then  that  team  is  ready. 
And  they  have  WON  every  case  they  have 
taken  to  court. 

To  find  out  how  you  can  be  an  owner/ 
member  of  API,  call  us  or  complete  and  mail 
the  coupon. 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

THE  TEXAS  DOCTORS’  COMPANY 

SUITE  196,  4100  McEWEN  ROAD  • DALLAS,  TEXAS  75234  • (214)  386-6400 
IN  HOUSTON,  PHONE  225-2569  • IN  SAN  ANTONIO,  PHONE  226-5439 


your  name 


SPECIALTY 


ADDRESS 


CITY 


ZIP 


PHONE 


POLICY  RENEWAL  DATE 


15 


Keflex 
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Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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MEDICAL  NEWSMAKERS 


EMIL  J.  FREIRICH,  MD,  has  been  elected  president-elect 
of  the  American  Society  of  Clinical  Oncology.  Dr  Freirich  is 
professor  of  medicine  and  head  of  the  department  of  de- 
velopmental therapeutics  at  M.  D.  Anderson  Hospital  and 
Tumor  Institute. 

WILLARD  W.  SCHUESSLER,  MD,  a plastic  surgeon  in  El 
Paso,  has  been  selected  as  the  West  Texas  civilian  adviser 
to  Army  Secretary  Clifford  Alexander,  chief  of  staff,  and  to 
Lt  Col  William  B.  Caldwell,  5th  US  Army  commander  at 
Fort  Sam  Houston.  Dr  Schuessler,  a retired  Army  reserve 
colonel  and  past  president  of  El  Paso  County  Medical  Soci- 
ety, was  chosen  for  “his  demonstrated  interest  in  the  Army 
and  his  influential  position  of  responsibility  in  the  El  Paso 
community.” 

GEORGE  HOWARD  McCULLOUGH,  MD,  Forth  Worth, 
has  been  appointed  to  the  Texas  Rehabilitation  Commis- 
sion. 

THURMOND  KINDER,  MD,  Brownsville,  has  been  hon- 
ored for  his  48  years  of  service  with  the  establishment  of  an 
official  “Dr  Thurmond  Kinder  Day”  in  Brownsville. 

ROBERT  B.  ELLIOTT,  MD,  academic  director  of  ortho- 
pedics at  Memorial  Hospital,  Houston,  has  been  named 
a recipient  of  the  Award  of  Merit  by  the  American  Society 
for  Testing  and  Materials.  Dr  Elliott  was  cited  as  “a  Renais- 
sance man  of  medical  education;  a pioneer  in  total  hip 


Robert  B.  Elliott.  MD 


joint  replacement  surgery;  a device  inventor;  and  a teacher 
of  modern  orthopaedics.” 

A.  M.  DONNELL,  JR,  MD,  is  the  new  Deputy  Commissioner 
of  Health,  Texas  Department  of  Health,  succeeding  PHILIP 
W.  MALLORY,  MD,  who  has  retired.  Dr  Donnell  joined  the 
Texas  Department  of  Health  in  1973  with  the  Early,  Periodic 
Screening,  Diagnosis  and  Treatment  Program  and  was  di- 
rector of  the  Office  of  Program  Planning  and  Evaluation.  He 
has  served  as  chief  of  the  Bureau  of  State  Health  Planning 
and  Resource  Development  and  as  deputy  commissioner 
for  health  maintenance. 

GEORGE  J.  RACE,  MD,  associate  dean  for  continuing 
education  at  UT  Health  Science  Center  at  Dallas,  has  been 
appointed  special  advisor  to  Gov  Clements  for  human  and 
animal  disease  control  programs  in  the  state.  Dr  Race  will 
lead  an  investigation  into  the  eradication  efforts  against 
brucellosis  among  Texas  cattle  herds. 

LAURANCE  N.  NICKEY,  MD,  El  Paso,  is  among  five  new 
members  appointed  by  Gov  Clements  to  serve  on  the 
Texas  Board  of  Health.  Other  new  members  include:  JOE 
N.  PYLE,  a consulting  engineer  from  San  Antonio;  ISA- 
DORE  ROOSTH,  citizen  representative  from  Tyler;  SIS- 
TER BERNARD  MARIE  BORGMEYER,  RN,  administrator 
of  Spohn  Hospital  in  Corpus  Christi;  and  RICHARD  W. 
RAGSDALE,  OD,  an  optorpetrist  in  Denton. 

A.  M.  Donnell.  Jr.  MD 
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A Second  High  Rise  ^(Hidominium  in  Greenway  Plaza 


$122,000  to  $526,000 
Nine  Greenway  Plaza,  Suite  1912 
Houston,  Texas  77046 
713/840-7070 


The  unprecedented  sellout  of  The  Greenway  I in  just 
six  weeks  has  accelerated  development  of  a second 
thirty-story  high  rise  condominium  in  Greenway 
Plaza:  The  Greenway  II. 

The  Greenway  II  offers  fifteen  floor  plans  that  are 
both  functional  and  beautiful  in  design,  each  with  its 
own  private  balcony  and  dramatic  view  of  the  city. 
For  recreation  there’s  a pool  in  a landscaped  garden 
setting,  and  via  covered  walkway,  the  new  Houston 
City  Club.  Greenway  condominium  owners  are  char- 
ter members  of  this  exclusive  club,  complete  with 
tennis,  racquetball,  indoor  and  outdoor  Jogging 
tracks,  saunas  and  whirlpools.  The  club  has  exten- 
sive facilities  for  both  formal  and  casual  dining,  as 
well  as  meeting  rooms  for  business  and  social  events. 

The  Greenway  condominiums  are  part  of  an  ele- 
gant, secure,  living  environment  where  you  can  walk 
to  your  office  and  to  the  restaurants,  shops,  banks 
and  cinemas  in  Greenway  Plaza.  Since  many  profes- 
sional people  are  officed  in  Greenway  Plaza,  you’ll 
find  expert  accounting,  legal  and  medical  services 
right  in  your  own  neighborhood.  Greenway  Plaza  is 
within  a ten  minute  drive  of  downtown,  the  Medical 
Center,  the  Galleria  and  the  Post  Oak  area.  Inquire 
about  The  Green  way  II  today.  A joint  venture  of  Cen- 
tury Condominium  Corporation,  a subsidiary  of 
Century  Development  Corporation,  and  Bland  De- 
velopment Corporation. 

Located  in  the  Coastal  Tower,  Richmond  at  Edloe; 
sales  office  hours  are  9a.m.  to5;30p.m.  weekdays; 
evenings  and  weekends  by  appointment. 


She  can  locate  a doctor,  handle 
an  emergency  call  and  register  a patient 
all  at  the  same  time. With  a 
Com  Key  system  at  her  fingertips. 


I 


The  nerve  center  of  a doctor's  office  or  clinic  is 
ifs  communications  system. 

And  the  Com  Key*  system  offers  the  freedom 
professionals  in  fhe  time-critical  health  care  industry  need. 

Internal  communications  don’t  depend  on  a telephone 
attendant.  One  attendant  can  do  the  work  normally 
required  of  two  people.  And  the  Com  Key  system's  hands- 
freet  answering  on  intercom  feature  allows  several 
tasks  to  be  handled  at  once  by  station  users. 


With  push-button  simplicity,  the  Com  Key  system 
intercom  feature  can  by  used  by  doctors  to  issue 
instructions,  order  medication  or  locate  assistance  from 
anywhere  in  the  hospital  or  clinic. 

For  more  information  about  how  a Com  Key  system 
from  Southwesfern  Bell  can  add  to  the  efficiency  of  your 
health  care  operation,  give  us  a call. 

In  Houston,  call  526-0916.  Elsewhere  in  Texas,  call 
toll  free  1-800-392-4327. 


Southwestern  Bell 


* Trademark  of  AT&T 

t Option  available  on  Com  Key  416  and  Com  Key  2152  Systems 


DEBATE 


DEBATE  presents  opinions  from  varying  professionals 
along  with  policy  stands  to  illustrate  the  many  considera- 
tions present  on  given  issues.  This  month,  our  subject  is 
national  health  insurance  and  whether  or  not  some  form  of 
a national  health  plan  should  be  incorporated  into  the 
standing  health  care  system  in  this  country. 

THE  ISSUE 

National  health  insurance  is  not  a new  issue.  It  has  been 
discussed  in  various  forms  for  many  years,  the  main  thrust 
being  extension  of  public  financial  support  of  health  insur- 
ance beyond  those  now  in  existence — such  as  Medicare, 
Medicaid  and  CHAMPUS  programs.  Texas  Medicine 
asked  physicians  to  comment  generally  on  their  attitudes 
toward  national  health  insurance  in  this  country. 

POLICY  STANDS 

The  House  of  Delegates  for  Texas  Medical  Association  op- 
poses national  compulsory  health  insurance.  The  Associa- 
tion has  indicated  that  its  primary  object  is  to  foster  the 
highest  quality  of  medical  care  possible  in  the  state  through 
physician  members  and  it  continues  striving  to  preserve 
private,  personal  medical  and  health  care  and  its  financing 
by  building  upon  the  existing  system  of  private  health  insur- 
ance. The  TMA  voiced  its  opposition  to  NHI  in  a resolution 
before  the  AMA  House  of  Delegates  in  July,  urging  the  AMA 
to  oppose  national  compulsory  health  insurance  and  to  ad- 
vocate support  for  the  existing  system  of  medical  care  de- 
livery. Further,  the  TMA  urged  the  AMA  to  advocate  for  the 
responsibility  for  health  needs  of  medically  indigent  to  be 
assumed  by  state,  local  and  charitable  agencies  with  the 
status  of  medically  indigent  to  be  defined  by  an  agency  of 
local  government.  The  Association  opposes  intervention  or 
control  by  any  federal  agency. 

The  American  Medical  Association  opposes  all  efforts  to 
centralize  control  of  medicine  in  a national  or  state  authority 
that  would  establish  a national  health  budget  and  lead  to 
rationed,  lower  quality  health  care.  The  AMA  believes  that 
the  solution  to  the  national  health  insurance  question 
should  lie  in  the  private  sector  and  favors  comprehensive 
coverage  for  all  Americans  through  a program  that  builds 
on  the  present  system  with  coverage  by  private  health  in- 
surance and  with  federal  participation  scaled  to  income 
with  greatest  assistance  for  those  of  lowest  income. 

INDIVIDUALS  COMMENT 

“I  am  opposed  to  a nationalized  health  insurance  program 
in  this  country  because,  from  an  economic  standpoint,  our 


financial  picture  has  deteriorated,  and,  such  a program 
would  only  exaggerate  inflation.  The  bureaucracy  needed 
to  handle  the  program  would  destroy  personalized  services 
with  rules  and  regulations.  A patient  would  have  no  way  of 
sanctioning  services.  Today,  if  a patient  isn’t  pleased  with 
his/her  physician,  he/she  can  change  doctors.  This  makes 
physicians  and  nurses  work  harder  to  provide  superior 
care.  Under  a nationalized  health  plan,  the  reaction  to  such 
action  by  physicians  would  be,  'So  what , go  ahead  and 
find  another  physician.' ....  While  the  public  is  concerned 
about  the  high  costs  of  health  care,  turning  it  over  to  the 
government  will  not  decrease  costs,  but  will  only  serve  to 
increase  them.  . . . And,  as  for  the  view  that  a nationalized 
health  plan  would  offer  health  care  to  more  people, 
documentation  has  shown  that  the  major  users  of  the  sys- 
tem would  be  middle  income  families  who  understand  how 
the  system  works.  Just  because  you  change  the  system  of 
reimbursement,  you  do  not  change  the  health  attitudes  and 
practices  of  patients.”  Joe  Merrill,  MD,  Baylor  College  of 
Medicine,  Houston. 

“We  already  have  a form  of  national  health  insurance  pro- 
gram in  this  country.  The  federal  government  funds  some 
40%  of  the  health  services  reimbursements  through  such 
programs  as  Medicare  and  Medicaid.  When  one  evaluates 
a national  health  program,  this  must  be  taken  into  consid- 
eration. . . . Restrictive  regulations  have  already  been  well 
established  in  laws,  specifically,  PL  93-641,  PL  92-603, 
as  well  as  other  Social  Security  amendments.  If  all  these 
were  implemented,  the  entire  system  would  be  federalized. 
If  the  national  health  insurance  program  is  going  to  be  ex- 
panded further,  it  will  probably  include  much  of  what  is  al- 
ready present.  ...  If  we  said,  “Let’s  go  back  to  1965  when 
we  did  not  have  Medicare,  Medicaid,  Champus,  Title  V and 
Title  IX,  ” I think  there  would  be  a great  uprising  among  the 
physician  population.  Physicians  have  accepted  and,  at 
least  indirectly  benefitted  from  these  programs.  . . . But, 
when  the  government  pays  for  a product,  either  directly  or 
indirectly,  it  assumes  that  it  has  certain  rights  of  control  and 
regulation.  ...  I see  us  entering  into  a program  similar  to 
the  Canadian  national  health  system — a prenegotiated  fee 
schedule,  whether  on  a state  or  national  basis.  Hopefully,  it 
would  be  as  local  as  possible.  The  government  would  pay  a 
part  or  whole  of  that  fee  schedule. ...  A national  health 
system  would  not  bring  down  the  cost  of  medical  care. 
Whenever  the  government  has  entered  any  activity,  it  has 
been  inflationary  by  its  very  nature.  To  assume  that  gov- 
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eminent  regulation  could  hold  down  inflationary  aspects  of 
medical  care  has  been  historically  ridiculous.”  John  P. 
Coughlin,  MD,  San  Angelo,  chairman.  Council  on 
Socioeconomics. 

“Escalating  health  care  costs  require  the  fullest  participa- 
tion of  all  segments  of  our  society,  not  only  to  identify  spe- 
cific needs,  but  also  to  promulgate  and  develop  specific 
programs  that  will  effectively  meet  these  challenges  to  the 
continuing  availability  of  quality  health  care  at  the  most  ef- 
fective cost  to  all  our  people.  I do  believe  strongly  that 
medicine  should  be  in  the  forefront  of  health  planning,  and 
should  help  provide  solutions  guaranteeing  that  no  one  is 
excluded  from  entry  into  the  health  care  system,  whether 
from  economic  or  social  reasons.  ...  I favor  a federal  law 
that  requires  all  employers  to  offer  basic  coverage  for  every 
employee,  regardless  of  time  of  employment.  It  should  be  a 
co-insurance  policy  where  the  individual  participates  with 
the  employers  in  paying  the  cost  of  health  insurance.  For 
those  not  employed,  the  states  could  better  see  that  these 
people  have  access  and  economic  security  in  health  care 
matters.  I believe  strongly  in  co-insurance  because  aware- 
ness of  a product’s  costs  produces  more  responsible  users 
as  well  as  providers.  While  I believe  in  health  planning,  I 
don’t  believe  in  the  federal  government  producing  arbitrarily 
coercive  programs  that  become  self-defeating  from  their 
inception.  I believe  in  local  health  planning  involving  all 
segments  of  our  society,  but  the  provider  with  expertise  to 
deliver  the  health  plan  must  be  responsibly  involved  in  the 
development  of  any  health  care  delivery  system,  if  it  is  to  be 
effective.”  Robert  Pendergrass,  MD,  Pittsburg,  president. 
Northeast  Texas  Health  Systems  Agency;  chairman, 
Pittsburg  Medical  and  Surgical  Hospital  Governing  Board. 

“We  already  have  national  health  insurance  for  people  over 
65,  for  veterans,  for  active  duty  military  people  and  their 
dependents.  The  question  is  not,  “Shall  we  have  it  or 
should  we  have  it?”  The  question  is,  “Should  we  extend  it  to 
other  groups?”  There  are  now  proposals  before  Congress 
to  do  just  that.  They  include  everything  from  limited  pro- 
grams such  as  subsidies  for  patients  and  families  who  ex- 
perience expensive  or  “catastrophic”  illness  to  total 
nationalization  of  the  entire  health  care  delivery  system. 
There  are  many  good  reasons  why  it  would  be  a colossal 
national  mistake  to  do  any  of  these  things  at  the  national 
level: 

Catastrophic  insurance  under  a federal  program  may 


sound  reasonable,  and,  an  expensive  illness  can  work  a 
severe  hardship  on  a family.  However,  we  should  not  ap- 
proach this  problem  by  creating  an  expensive  national  pro- 
gram which  we  cannot  afford.  The  first  result  would  be  to 
push  medical  costs  up,  just  as  Medicare  has.  Secondly, 
since  it  would  be  financed  at  a continuing  federal  deficit, 
inflation  would  become  worse.  Third,  federal  catastrophic 
coverage  would  provide  an  easy  vehicle  for  total 
nationalization  of  all  health  care.  Even  if  the  original  limits  of 
eligibility  seemed  realistic,  the  program  could  be  extended 
to  other  groups,  simply  by  lowering  the  expense  criteria  and 
raising  the  income  ceilings. 

Government  medical  programs  inevitably  impose  ex- 
pensive paper  work  on  the  public  and  the  profession  and 
have  never  reduced  costs.  Statements  that  total  coverage 
national  health  insurance  is  coming,  no  matter  what,  are 
false.  The  public  neither  wants  it  nor  can  we  afford  it.  We 
should  not  fall  for  the  propaganda  that  it  is  inevitable. 

Our  best  defense  is  to  develop  our  own  data  on  all 
phases  of  health  care,  to  better  inform  the  public  and  our- 
selves. The  planners  have  used  faulty  statistics,  lies,  and 
innuendo  to  discredit  the  medical  profession.  Just  to  say,  “It 
is  not  so”  is  not  enough.  We  need  facts.  When  the  truth 
becomes  known,  the  public  will  see  that  the  federal  gov- 
ernment should  get  out  of  health  care,  not  be  getting  deep- 
er into  it.”  Milton  V.  Davis,  MD,  Dallas,  former  chairman  of 
the  TMA  Council  on  Tax-Financed  Health  Care  Programs. 

VIEWPOINT 

by  Louis  E.  Gibson,  MD,  Corsicana,  president,  Texas  Area 
5 Health  Systems  Agency 

After  analyzing  Mr  Carter’s  tentative  National  Health  Plan 
(NHP),  and  reviewing  working  papers  from  the  Department 
of  HEW,  the  Presidential  Directive  of  Jan  18, 1979  to  DHEW, 
and  other  relevant  documents,  I advise  Texas  physicians  to 
adopt  a policy  in  opposition  to  Mr  Carter’s  National  Health 
Plan,  to  the  plan  as  proposed  by  Mr  Edward  Kennedy,  or  to 
any  other  plan  which  would  involve  total  nationalization  or 
total  regulation  of  health  or  any  other  segment  of  the 
economy.  Nationalization  of  any  industry  has  never  been 
American  policy. 

Mr  Carter’s  plan  should  be  recognized  for  what  it  is:  iso- 
lated, complete  regulation  and  nationalization  of  one  sec- 
tion of  the  economy  resulting  in  the  total  control  of  all  those 
providing  services  within  this  segment.  This  plan  would  re- 
sult in  extensive  regulation  of  the  American  consumer 
population  as  regards  its  health  care  needs. 
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Mr  Carter’s  plan  would  establish  a federal  insurance 
agency — Health  Care.  All  US  residents  would  be  covered 
by  either  Health  Care  or  by  private  insurance  plans  meeting 
federal  standards.  Employers  would  be  required  to  pur- 
chase coverage  for  employees  from  Health  Care  or  qual- 
ified private  plans.  Comparability  between  public  and  pri- 
vate plans  in  benefits  and  rates  of  payment  to  providers 
would  be  assured.  The  system  would  be  financed  through  a 
combination  of  premiums,  current  Medicare  payroll  tax 
payments,  and  federal  general  revenues. 

Although  the  administration  states  that  administrative 
and  regulatory  responsibilities  in  the  NHP  would  be  shared 
between  federal  and  state  governments  and  the  private 
health  insurance  industry,  it  leaves  to  the  federal  govern- 
ment the  role  of  setting  standards  of  hospitals,  physicians, 
and  other  health  service  providers,  regulating  reimburse- 
ment methods  used  by  participating  private  insurance 
firms,  and  administrating  the  health  care  program.  It  leaves 
to  the  state  only  those  traditional  state  responsibilities  in- 
volving certification  and  licensure,  insurance  regulation, 
some  planning,  and  in  some  circumstances,  rate  regula- 
tion. It  relegates  to  private  insurance  firms  only  the  ability  to 
bid  competitively  to  serve  as  fiscal  agents  for  the  Federal 
Health  Care  Plan  and  to  serve  as  private  carriers  under 
federal  regulations. 

There  is  very  little  that  is  being  positively  offered  by  Mr 
Carter’s  National  Health  Plan  that  cannot  be  accomplished 
in  this  country  without  national  health  insurance.  One  of  the 
reasons  the  administration  gives  for  the  national  health 
plan  proposal  is  the  inconsistent  operation  of  both  Medi- 
care and  Medicaid  in  segments  of  the  country.  If  the  federal 
government  is  having  problems  in  delivering  medical  care 
to  that  40%  of  the  population  for  which  it  has  assumed  re- 
sponsibility, there  is  certainly  no  use  compounding  the 
problem  by  giving  federal  control  over  100%  of  the  popula- 
tion. All  efforts  should  be  made  by  the  administration  and 
Congress  to  make  more  equitable  all  federal  programs  in 
Vi^hich  they  are  currently  involved. 

Many  of  the  concerns  that  are  pointed  out  by  the  adminis- 
tration as  justification  for  a national  health  plan  can  be  al- 
leviated by  a cooperative  effort  between  public  and  private 
sectors,  and  could  remain  under  total  private  administra- 
tion. The  administration  says  that  some  20%  of  the  popula- 
tion have  either  no  insurance  or  inadequate  insurance.  It 
points  out  inconsistencies  of  insurance  packages  as  they 
cover  basic  benefits  and  catastrophic  illness.  Since  the 
needed  benefit  package  varies  from  area  to  area,  I would 


recommend  that  the  insurance  board  or  appropriate 
agency  in  each  state  develop  a standard  benefit  pack- 
age(s)  as  befits  that  particular  state.  The  insurance  board 
should  also  ascertain  that  the  individual  patient  is  receiving 
the  insurance  for  which  he  is  paying.  For  those  patients  who 
are  uninsurable  or  difficult  to  insure,  a pool  might  be  estab- 
lished by  all  insurance  companies  engaged  in  the  health 
insurance  business,  such  as  exists  in  the  automobile  liabil- 
ity insurance  sector  at  this  time. 

Federal  involvement  could  take  the  form  of  reinsurance 
for  insurance  company  losses  in  unusual  or  catastrophic 
situations.  The  government  could  also  assume  the  respon- 
sibility of  federal  subsidies  for  the  poor  or  near  poor  on  a 
graduated  scale  based  on  the  total  family  unit  income. 

A standard  benefit  package  should  be  developed  so  that 
no  family  has  to  spend  more  than  a determined  reasonable 
portion  of  its  gross  annual  income  or  a fixed  dollar  figure  for 
medical  expenses  in  any  given  year.  Catastrophic  cover- 
age should  be  a portion  of  any  standard  insurance  pack- 
age. All  insurance  could  be  based  on  cost  sharing  and  a 
25%-75%  or  a 20%-80%  would  seem  to  be  a reasonable 
cost-sharing  figure.  Any  standard  package  should  provide 
for  ambulatory  care  on  the  same  basis  as  is  now  provided 
for  hospital  care. 

One  of  the  best  opportunities  for  cost  containment  is  to 
provide  a system  that  can  redirect  more  expensive  hospital 
care  to  less  expensive  ambulatory  care.  If  the  insurance 
board  would  consider  premium  credits  to  be  reapplied  on 
the  next  year’s  insurance  for  decreased  levels  of  ambulat- 
ory care  utilization,  with  even  higher  levels  of  credit  to  be 
extended  for  decreased  hospital  utilization,  a strong  incen- 
tive to  the  patient  to  not  utilize  unneeded  medical  care 
would  be  provided. 

In  summary,  Mr  Carter’s  plan  would  provide  a pegged 
and  regulated  reimbursement  level  for  all  provider  institu- 
tions without  giving  these  institutions  relief  from  the  con- 
tinual escalation  of  operation  expenses.  The  net  result 
would  either  be  a massive  decrease  in  institutional  services 
or  institutional  insolvency.  National  health  care  under  the 
auspices  of  the  federal  sector  would  result  in  poor  quality 
care  at  higher  total  cost.  The  increase  in  cost  of  total 
national  health  care  would  eventually  have  to  be  paid  for  by 
the  taxpayer,  either  in  the  form  of  increased  payroll  taxes, 
tax  increases  due  to  further  expenditures  from  the  general 
revenue  fund,  or  increased  cost  of  goods  and  services  if  a 
larger  portion  of  the  individual’s  medical  care  was  sub- 
sidized by  the  employer. 


21 


Volume  75  September  1979 


The  1 980s 


Challenge  of  Change 


1 979  Leadership  Conference  and 

Orientation  Program 

Saturday,  September  22 

Joe  C.  Thompson  Conference  Center  Austin 
UT  Football  Postgraduate  Courses 


Texas  Medical  Association 


.^w*irrv-» 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F,  McNALLY,  JR.,  M,D.,  D A B P. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.' 

J.  D.  SMITH,  M.D.,  F.A  A.D  • 

FAMILY  PRACTICE 

ENNIS,  TEXAS 

W.  B.  KINZIE,  M.D.,  D.A.B.F.P 
BILL  R.  LEE,  M.D.,  D.A.B.F  P. 

DALE  R LUCUS,  M.D 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M D.,  F.A.C.S.' 

E.  SCOTT  MIDDLETON,  M.D  , F.A.C.S.’ 
ROSS  B.  REAGAN,  M.D.' 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M D , F A. C P * 

JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D,’ 

ALLEN  M.  JONES,  M D.‘ 

JOHN  D.  NELSON,  M.D.' 

L.  BRYAN  COTTON,  JR.,  M.D.' 

KENT  ROGERS,  M D.' 

JACK  B,  BANKHEAD,  M.D  * 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D,,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F A.C.O.G.* 

NEAL  GREEN,  M D..  F A. C O G * 

OPHTHALMOLOGY 

ROBERT  D MERTZ,  M.D  , F.A.A.O.O.' 
WILLIAM  E.  LAGOMARSINO,  M.D  . F.A.A.O.O 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D  * 

OTOLARYNGOLOGY 

SONLEY  R.  LEMAY,  JR.,  M.D.,  F.A.A.O.O.' 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.' 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P  ' 

JAMES  E,  SPEIER,  M.D  , F.A.A.P.' 

MASON  P.  GILFOIL,  M D 

THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D.' 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


DIPLOMATE  OF  THE  AMERICAN  BOARD 


Volume  75  September  1979 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 
MEDICINE 

ALLERGY  / 

Arthur  T.  Riders 

CARDIOV 

Thomas  J. 

Hugh  F.  Arr 
Michael  B. 

Michael  A. 

Sigmund  W 
Boguslaw 
Charles  W. 

DERMATOLOGl 

Samuel  F.  Bean 

ENDOCRiriDLOGY  &. 
METABOLIC  D _ 

H.  Leland  K^plaiTMO^^..,,---^;;;^^ 
Thomas  G.  Van(liviei^;5HO''''''''^  i 
Raymond  Qregc  ryT^ 

R.  Frederick  GregcuyrMI^^^^^''''''^ 
Thomas  J.  HansercMD^^^^^^ 
Richard  D.  JablC!Dsk4rMO;!II^--^^ 

GASTROEljlTE^OLOGY 

Dolph  L.  Cu^b, 

W.  Tom  Arnlolcl,  iMD 
Belton  G.  Griffin^ 

Frederick  Ri  Luriimis,  MD 
Dean  C.  So  chef,_^^ 
MichaeLGa<)liaraiT 
Bjrt^iC.  Oogglap,  MD 
M^rg^ret  E.  Bri 


-r^geiripk  G 


HEMA-fpLO^  , 

Egmun^  N:45ouldii1v^l 
Georg®^  j.  Go^ktm^ 

l^jFECTlO^S  d1^ 

L^wie  iJ.  ^viSo  MD 
Georgei  Burhazi^rt-I^l 
Bgnjamirj  L^ortridyv.^D 

iNTERriAL'MEDtai^^ 

Jeffrey  I^torski.'KiTB-J 
Jcimes  /['Ryan,  MD  ' 

P^ul  T.  Fiorfhr^-^  : 
Ronald  B.  Galfiohe?-!^ 
Sjeve  Foj&ei^um,!l\^ 

nephrIoloPy 

Kj  Rone  l(ii:Stngmanr^D 
R.  Robert  Durr^MOj 
Garry  L Hagstrom^fVip 
Matthevy  UT'Sodtewe.k^,  MD 

NfeuRdiiO^  771 

Dpnald  IJi'Russ^pfL-i/ltj 


C^orge 


Isaacs,  I^D'TI 


Ernestq  I^TfanrterJMD 
V\|illiam  L.  HighTMCC::: 

N|uCLEAR49ED1ci|^t 

Dbnald  Ai.  Podoloff?A/|D 

i 

C^COL 

Lister  L.j^Hoa^hT 
J.j  Peter  Wliyan,  MD 
H^rry  r1  teeTKaO:— 

Ed  ward 'I'll  idd  lem  atT^  D 
Martin  HrjgovelOT^M^ 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
R-  Lindley,  MD 
"T^rtin  L.  Kaplan,  MD 

Radiology 

YVilljim  L.  Hinds,  MD 
C.  Pi  Eldridge,  MD 
Dav  j D.  Lawrence,  MD 
-Ghailes  A.  Spain,  MD 
vloe  3.  Wilson,  MD 
.^Howard  J.  Pollock,  MD 
"^efffdy  A.  Klein,  MD 


^BH 

joe 

TTjpsf 


iUMATOLOGY 

E.  Norris,  MD 
Kovarsky,  MD 
R.  Rovira,  MD 


ADIMINISTRATION 

srt  B.  Hall, 
ministrator 

R.  McClung, 
Associate  Administrator 


TEXAS  MEDICINE 


MEDICINE  AND  THE  LAW 


TEXAS  LEGISLATURE  AMENDS 
CLINICAL  LABORATORY  BILLING  ACT 

The  Texas  Legislature  in  1977  passed  HB  1309  relating  to 
disclosure  by  certain  professions  and  occupations  of  the 
name  and  net  amount  paid  for  tests  by  laboratories.^  That 
act  stated,  “No  person  licensed  in  this  state  to  practice 
medicine,  dentistry,  podiatry,  veterinary  medicine,  or 
chiropractic  shall  agree  with  any  clinical,  bioanalytical  or 
hospital  laboratory,  wherever  located,  to  make  payments  to 
such  laboratory  for  individual  tests,  combination  of  tests,  or 
test  series  for  patients  unless  such  persons  disclose  on  the 
bill  or  statement  to  the  patient  or  third  party  payors  the 
name  and  address  of  such  laboratory  and  the  net  amount 
or  the  amount  paid  or  to  be  paid  to  such  laboratory  for  indi- 
vidual tests,  combination  of  tests  or  test  series.” 

In  March  of  1978,  Attorney  General  Opinion  H-1143  was 
issued  to  the  Texas  State  Board  of  Medical  Examiners  in 
response  to  certain  questions  propounded  by  the  Board, 
after  a public  hearing  on  this  subject.  That  opinion  stated  (1) 
that  physician  members  of  a professional  association  were 
subject  to  the  terms  of  the  law;  (2)  that  physicians  who  used 
independently  owned  laboratories,  even  if  the  physician  is 
a sole  owner  or  shareholder  in  the  corporation,  are  subject 
to  the  law;  (3)  that  physicians  who  used  cooperative  la- 
boratories, except  in  certain  circumstances,  might  be  cov- 
ered by  the  law;  (4)  that  the  information  required  to  be  dis- 
closed was  of  the  net  dollar  amount  paid  to  the  laboratory 
and  a percentage  disclosure  was  not  permissible;  (5)  that  a 
posting  of  a schedule  of  cost  was  not  acceptable  com- 
pliance; and  (6)  that  notification  to  a patient  that  such  in- 
formation is  available  on  request  was  impermissible.  For  a 
discussion  of  that  opinion  see  the  June  1978  issue  of  Texas 
Medicine . 

Current  Law 

The  1979  Session  of  the  Texas  Legislature  enacted 
amendments  to  the  above  law.  SB  266  by  Sen  Brooks  of 
Harris  County  and  House  sponsor  Rep  Mike  Ezzell  of 
Snyder  was  passed  and  became  effective  April  11, 1979. 

Testimony  before  the  Senate  Human  Resources  Com- 
mittee and  the  House  Health  Services  Committee  revealed 
that  there  were  certain  problems  encountered  by  physi- 
cians in  complying  with  the  letter  of  the  law  and  that  SB  266 
was  designed  to  afford  an  alternative  method  of  com- 
pliance which  would  provide  the  same  information  to  the 
patient  without  the  unduly  burdensome  administrative  prob- 

1.  Article  4447(s),  VTCS 


lems  that  had  occurred. 

To  the  credit  of  those  persons  covered  by  the  law,  there 
had  never  been  a single  complaint  filed  with  any  of  the 
licensing  boards  concerned,  including  the  Texas  State 
Board  of  Medical  Examiners. 

The  amendment  stated  that  in  addition  to  the  wording 
quoted  above,  the  physicians  could  comply  with  the  law  by 
making  available  “on  request  to  the  patient  or  third  party 
payors  the  net  amount  or  amounts  paid  to  or  to  be  paid  to 
such  laboratory  for  individual  tests,  combination  of  tests,  or 
test  series.”  Such  information  made  available  shall  be  in 
writing  and  shall  show  the  charge  for  such  laboratory  test  or 
test  series  and  may  include  explanation  in  net  dollar 
amounts  or  percentages  the  charge  from  such  laboratory, 
the  charge  for  handling  and  an  interpretation  charge. 

To  comply  with  the  law  as  amended,  a physician  has  the 
option  to  comply  with  the  law  as  it  existed  from  1977  to  1979 
by  disclosing  on  the  patient’s  bill  the  name  and  address  of 
the  outside  laboratory  and  the  net  amount  or  amounts  paid 
or  to  be  paid  to  such  laboratory  for  tests,  or,  to  maintain  in 
writing  the  amount  or  amounts  to  be  paid  to  an  indepen- 
dently owned  clinical,  bioanalytical  or  hospital  laboratory 
for  individual  tests,  combination  of  tests,  or  test  series  and 
show  such  information  to  any  patient  or  third  party  payor 
who  request  same.  The  information,  on  request,  may  show 
net  dollar  amounts  or  may  be  presented  in  percentages 
and  may  contain  an  explanation  of  the  charge  for  handling, 
and  an  interpretation  charge. 

If  a patient  requests  of  a physician  the  net  amount  paid  by 
the  physician  for  tests  to  a laboratory,  the  physician  could 
comply  with  the  law  as  amended  by  showing  the  patient,  in 
writing,  the  following: 

“A  portion  or  all  of  the  laboratory  work  ordered  for  you 
was  performed  by  XYZ  Laboratories  of  Medical  City, 
Texas  and  they  were  paid  or  will  be  paid  for  such  services 
performed  on  your  behalf  $ ” 

If  a physician  wished  to  disclose  to  a patient  the  required 
information  in  percentages  and  explain  the  charges  for 
handling  and  interpretation,  the  following  example  would 
comply  with  the  law  as  amended: 

“A  portion  or  all  of  the  laboratory  work  ordered  for  you 
was  performed  by  XYZ  Laboratories  of  Medical  City, 

Texas,  and  they  were  paid  or  will  be  paid % of  the  total 

charge  listed  on  their  statement  of  charges  as  shown. 
The  difference  in  the  above  figures  represents  the 
amount  necessary  for  office  expenses  incurred  in  obtain- 
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ing  the  specimen,  handling,  mailing  and  my  (our)  profes- 
sional fee  for  medical  interpretation  of  the  raw  data  re- 
ceived back  from  such  laboratory.” 

Neither  the  original  law  nor  the  amendment  prohibits  a 
physician  from  billing  the  patient  more  than  the  net  amount 
paid  for  tests.  The  only  requirement  is  to  disclose  this  pro- 
cedure in  one  of  the  two  methods  provided  for  compliance. 

It  should  be  noted  that  the  above  amendments  were  fully 
supported  by  the  Texas  Medical  Association  and  are  in 
keeping  with  long-standing  TMA  policy  and  ethical  consid- 
erations relating  to  billing  and  charges  for  laboratory  serv- 
ices by  physicians.  The  amendment  was  passed  by  a vote 
of  29  to  0 in  the  Senate  and  128  to  2 in  the  House  of  Repre- 
sentatives. 

Conclusion 

With  the  enactment  of  SB  266  which  amended  Article 
4447(s),  VTCS,  the  spirit  of  the  original  law  has  been  re- 
tained and  at  the  same  time  an  option  exists  for  the  physi- 
cian to  comply  with  the  law  in  a manner  which  is  the  least 
burdensome  and  cost  effective. 


Ace  Pickens 

Brown,  Maroney,  Rose,  Baker  & Barber 
TMA  Legal  Counsel 


Firstmark  Capital  Corporation 
announces  a new  personal 
lending  service  designed 
to  meet  the  special  needs 
of  health  care  professionals. 


Consider  the  advantages  . . . 

• ONLY  YOUR  SIGNATURE  IS  RE- 
QUIRED TO  BORROW  FROM  $5,000 
TO  $25,000,  TERMS  TO  SIXTY 
MONTHS. 

• QUICK  CONFIDENTIAL  SERVICE, 
ENTIRE  TRANSACTION  HANDLED 
BY  MAIL. 

• CREDIT  LIFE  INSURANCE  AVAIL- 
ABLE AT  LOW  COST  ...  NO 
PHYSICAL  EXAMINATION  RE- 
QUIRED. 

• LOAN  IS  INTEREST  BEARING  . . . 
YOU  MAY  PAY  OFF  OR  REDUCE 
THE  LOAN  AT  ANY  TIME  WITHOUT 
PRE-PAYMENT  PENALTY. 

Here’s  how  to  apply  . . . 

For  complete  information  and  a simple  loan  appli- 
cation call  Mr.  Charles  Toll  Free  at  1-800- 

421-0355. 


If irstmark  Capital 

Firstmark  Capital  Corporation 

7 Clocktower  Square,  Suite  270 
Aurora,  Colorado  8001 1 


Serving  the  Health  Care  Industry  for  over  Fifty  Years. 


TEXAS  MEDICINE 
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brand  of 


dm^tidine 


How  Supplied:  • 

Pale  5'recn  300  mg.  tablets 
bottkrs  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  yse  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 


a SmithKIine  company 


When  painful  spasm 
is  the  presenting 
symptom 


. .in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


♦This  drug  has  been  classified  probably  " effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 

Merrell 

e-4420  IY736A1  MNR-804 


Reference: 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 
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Bentyl* 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


30 


CONTRAINDICATIONS.  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS.  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug,  PRECAUTIONS;  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with.  Autonomic  neuropathy  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  compfication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur, 
ADVERSE  REACTIONS:  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations, 
mydriasis;  cycloplegia;  increased  ocular  tension,  loss  of  taste: 
headache:  nervousness;  drowsiness;  weakness:  dizziness,  insom- 
nia; nausea;  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
Idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations:  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation  DDSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usuaf  Dosage  Bentyl  10  mg,  capsule  and  syrup:  Adults.  1 or  2 
capsules  or  teaspoontuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants:  'h 
teaspoonful  syrup  fhree  or  lour  times  daily.  (May  be  diluted  with 
equal  volume  of  water ) Bentyl  20  mg.  Adults  1 tablet  three  or  four 
times  daily.  Bentyl  Injection:  Adults.  2 ml,  (20  mg.)  every  tour  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine*  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1978, 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  “prob- 
ably" ettective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISDRDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE,  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-etfective  indications 
requires  further  investigation. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC,,  Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc,,  Cincinnati 
Ohio  45215,  U S.A 


Merrell 

MERRELL  NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  IrK 
Cincinnati.  Ohio  45215,  U S A 


Starlite  Village 
Hospital 

Cenfer  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R,  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
James  T.  Lee,  M.D. 

Paul  J.  Foxcroft,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D, 

Richard  H.  Moore,  M.D, 

Dalton  R.  Carpenter,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D,S. 

Larry  J.  Cason.  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
K.  Thomas  Bose,  M.D. 

PEDIATRICS 

Joseph  Bilder,  Jr..  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D.,  F.A.C.P. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

Lowell  L.  Harvey,  M.D.,  Pulmonary 
John  A.  Caras,  M.D.,  Endocrinology 
Rick  Y.  Ho,  M.D.,  Gastroenterology 

FAMILY  PRACTICE 
J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

Madeleine  Kent,  M.D. 

UROLOGY 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


CAPITAL  COMMENTS 


Supreme  Court  decisions  affect  health  care  and  health 
professionals  WASHINGTON  In  the  case  of  Trageser 
V.  Libdie  Rehabilitation  Center,  the  Supreme  Court  de- 
clined to  hear  the  employment  discrimination  case  of  a 
nurse  with  deteriorating  eyesight.  The  decision  came  on 
the  heels  of  the  court's  earlier  ruling  concerning  a hearing- 
impaired  nurse  in  Southeastern  Community  College  v. 
Davis.  In  declining  to  review  the  case,  the  court,  in  a 7 to  2 
vote,  left  standing  an  appellate  court  ruling  that  Section  504 
of  the  Rehabilitation  Act  of  1973  protects  the  employment 
rights  of  handicapped  persons  only  if  the  primary  purpose 
of  federal  funds  is  for  employment.  The  case  involved  the 
forced  resignation  of  a nurse  who  had  been  the  director  of 
nurses  at  a nursing  home  operated  by  the  center.  A US 
district  court  dismissed  the  nurse’s  complaint,  reasoning 
that  the  type  of  funds  the  center  received  through  the  Social 
Security  Act  did  not  constitute  “federal  financial  assist- 
ance.” Rather  than  rely  on  the  district  court’s  reasoning,  the 
appellate  court  chose  the  narrower  interpretation  of  Sec- 
tion 504  protections  as  grounds  for  its  dismissal. 

In  another  Supreme  Court  case,  the  court  ruled  that  the 
Food,  Drug  and  Cosmetic  Act  makes  no  special  provisions 
for  drug  use  to  treat  terminally  ill  patients,  and  thus  upheld 
the  Food  and  Drug  Administration’s  ban  against  Laetrile. 
The  9 to  0 decision  in  US  v.  Rutherford  overturned  a lower 
court’s  ruling  that  would  have  allowed  terminally  ill  patients 
to  take  intravenous  treatments  of  the  alleged  anticancer 
drug. 

In  a third  health  related  decision,  the  Supreme  Court 
ruled  6 to  3 that  parents  can  voluntarily  send  children  to 
mental  hospitals.  The  court  put  two  limits  on  such  in- 
stitutionalization, however:  a doctor  must  concur  that  a 
child  needs  mental  health  care  and  the  child’s  care  must  be 
reviewed  periodically.  The  decision  came  in  Georgia’s  case 
of  Parham  v.  J.  L.IJ.  R.  and  the  Pennsylvania  case  of 
Bartley  V.  Kremens. 

In  another  case,  the  Supreme  Court  ruled  that  a union 
may  solicit  hospital  employees  in  the  lobby,  cafeteria  and 
gift  shop  of  a hospital,  but  may  not  in  the  corridors  or  sitting 
rooms  to  which  the  patients  or  visitors  have  access.  In  the 
case  of  National  Labor  Relations  Board  v.  Baptist  Hospi- 
tals, Inc  of  Nashville,  Tenn,  the  Supreme  Court  ruled  that 
the  NLRB's  original  order  forbidding  the  hospital’s  solicita- 
tion ban  in  all  public  areas  of  the  hospital  was  too  sweeping. 
It  also  ruled  in  error  an  appellate  court’s  decision  overturn- 
ing the  board’s  order.  The  high  court,  therefore,  let  stand 
part  of  the  NLRB’s  order  permitting  solicitation  in  the  gift 


shop,  lobby  and  cafeteria  of  the  hospital,  while  remanding 
the  remainder  of  the  case  to  the  US  Court  of  Appeals  for  the 
6th  Circuit. 

Federal  Ethics  Law  Amended  WASHINGTON  S869,  a 
bill  to  amend  the  Federal  Ethics  Law  has  been  enacted  with 
a provision  to  help  HEW  employees  who  have  returned  to 
the  private  sector.  Under  an  amendment  offered  by  Rep 
Thomas  Kindness,  R-Ohio,  former  federal  workers  princi- 
pally employed  by  accredited  colleges  and  universities  or 
by  nonprofit  medical  care  and  medical  research  institutions 
will  no  longer  be  covered  by  Section  207c  of  the  act.  That 
section  prohibits  former  high-ranking  officials  from  having 
any  contact  with  their  former  agency  on  matters  pending 
before  the  agency  or  in  which  the  agency  has  a direct,  sub- 
stantial interest,  for  one  year  after  leaving  government. 

Marijuana,  Synthetic  THC  WASHINGTON  The  Drug 
Enforcement  Administration  (DEA)  has  denied  petitions 
filed  on  behalf  of  the  National  Organization  for  the  Reform 
of  Marijuana  Laws  to  reschedule  marijuana  and  synthetic 
THC.  They  remain  in  Schedule  I under  the  Controlled  Sub- 
stances Act. 

PSRO  Study  WASHINGTON  Professional  Standards 
Review  Organizations  are  reducing  Medicare  hospitaliza- 
tion by  about  2%,  but  PSRO  savings  “appear  to  fall  far 
short  of  their  cost,”  according  to  a study  by  the  Congres- 
sional Budget  Office.  The  report  which  was  released  in 
June  also  says  that  more  careful  use  of  comparison  groups 
would  improve  evaluation  of  PSROs.  It  found  no  remaining 
evidence  that  PSROs  grow  more  effective  with  time,  and 
that  physicians  as  a group  stand  to  lose  financially  if 
PSROs  are  too  effective  in  reducing  hospital  use.  Rep  Sam 
Gibbons,  D-Fla,  chairman  of  the  Ways  and  Means’  Over- 
sight Subcommittee  which  requested  the  study,  said  this 
report  and  others  show  that  plenty  of  room  remains  for  im- 
proved performances  by  PSROs.  Copies  of  the  77-page 
report  can  be  obtained  from  the  CBO,  Room  3452,  House 
Annex  2,  Washington,  DC  20515. 

FTC  announcement  PENNSYLVANIA  The  Federal 
Trade  Commission  has  announced  a consent  agreement, 
subject  to  final  approval,  requiring  the  medical  staff  of  the 
Forbes  Health  System  of  Pittsburgh,  Penn,  to  cease  engag- 
ing in  actions  which  exclude  applicants  who  are  associated 
with  a health  maintenance  organization  (HMO)  or  do  not 
practice  on  a fee  for  service  basis  from  medical  staff  ap- 
pointments. The  order  also  prohibits  Forbes  from  delaying 
final  recommendations  on  staff  privilege  applications  and 
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items  of  interest  relating  to  health  matters  in  the  US  Congress,  federal 
agencies,  state  legislatures,  and  Texas  administrative  agencies. 


from  discriminating  against  HMO  associated  members. 
The  medical  staff  is  required  to  change  its  bylaws  to  con- 
form with  the  order. 

Carter  Health  Plan  Outlined  WASHINGTON  President 
Carter’s  national  health  plan,  (NHP)  as  outlined  to  Con- 
gress would  protect  all  Americans  from  cost  of  catastrophic 
illness  or  accident;  extend  comprehensive  coverage  to 
some  16  million  low  income  persons;  provide  prenatal,  de- 
livery, postnatal,  and  infant  care  without  cost  sharing; 
establish  health  care  combining  Medicaid  and  Medicare; 
and  create  the  framework  and  momentum  for  an  ultimate 
comprehensive  national  health  plan,  without  a schedule 
or  timetable  for  phasing  in  more  than  catastrophic 
coverage. 

Phase  I of  the  Carter  plan  would  mandate  coverage  of 
156  million  employed  workers  and  their  families  for  cata- 
strophic care  starting  after  health  care  outlays  in  excess  of 
$2,500.  Phase  I would  also  cover  full  cost  of  prenatal,  deliv- 
ery, postnatal,  and  first-year  infant  health  care.  Self- 
employed  persons  not  covered  by  employer  plans  would 
obtain  coverage  by  paying  premium  cost. 

Employers  would  be  required  to  provide  benefit  pack- 
ages for  the  catastrophic  element  of  plan.  The  package 
would  include  hospital,  physician,  laboratory,  x-ray, 
preventive  and  mental  health  costs.  Small  firms  would  be 
entitled  to  subsidies  to  help  defray  costs.  Phase  I would 
require  employers  to  pay  at  least  75%  of  premium  cost  with 
the  employees  paying  up  to  25%.  Employer  coverage 
would  continue  for  90  days  after  termination  of  employ- 
ment. Dependents  up  to  age  22  would  be  covered,  with  age 
increasing  to  26  if  the  dependent  is  in  school.  Phase  I would 
also  limit  cost  sharing  for  Medicare  beneficiaries  to  a 
maximum  of  $1 ,250,  replacing  the  ceiling  of  20%  of  physi- 
cian fees  Medicare  beneficiaries  pay  at  present.  Phase  I 
would  also  provide  unlimited  hospital  coverage  after  first 
day  for  persons  under  Medicare.  Fully  subsidized  com- 
prehensive care  would  be  made  available  to  14.5  million 
more  low  income  persons  while  coverage  for  15.7  million 
now  eligible  for  Medicaid  would  be  continued.  Some  10.5 
million  non-aged  poor  with  incomes  above  55%  of  poverty 
standard  would  be  included.  The  plan  would  permit  a family 
of  four  with  income  of  $5,100  and  with  expenditure  of 
$1,000  for  health  care  to  spend  down  to  $4,100  at  which 
point  the  family  would  become  eligible  for  a year  of  fully 
subsidized  health  care. 

Health  care,  combined  Medicare  and  Medicaid,  would 
also  cover  non-aged,  non-disabled,  non-poor,  and  non- 


employed  in  an  “all  others  category.”  This  would  include 
part-time  workers,  early  retirees,  divorcees,  and  partially 
disabled  not  qualifying  for  Medicare.  The  present  payroll 
taxes  to  cover  costs  of  Medicare  would  be  continued  with 
payment  going  to  a health  insurance  trust  fund.  Low  in- 
come benefits  would  be  funded  from  general  revenues  with 
states  contributing  about  the  same  amount  as  they  now  pay 
toward  Medicaid  and  with  fiscal  relief  estimated  at  $2  bill- 
ion. 

Premium  costs  for  all  other  categories  would  be  paid 
from  general  revenues.  Subsidies  to  help  defray  costs 
would  go  to  high  risk  employers,  and  small  firms  with  low 
paid  workers. 

Private  insurers  would  cover  employed  workers  under 
employer  guarantee  and  established  standards  would  be 
consistent  with  the  national  health  plan.  Health  care  would 
be  administered  by  the  federal  government  but  the  private 
sector  would  participate  as  carriers  and  claims  handlers  on 
a competitive  bid  basis.  States  would  continue  their  tra- 
ditional role  in  certification  and  licensure  and  regulating  pri- 
vate insurers. 

Administration  would  rely  on  its  cost  containment  legisla- 
tion to  hold  hospital  cost  in  line.  Phase  I would  establish 
mandatory  physician  fee  schedules  for  health  care  benefi- 
ciaries. These  schedules  would  serve  as  guidelines  for 
physicians  participating  in  employer  guarantee  programs. 
Names  of  physicians  willing  to  abide  by  the  advisory 
schedule  would  be  published  to  increase  consumer  choice. 
System  reform  proposed  by  the  plan  would  seek  greater 
competition  by  developing  HMOs  and  other  alternative  de- 
livery systems,  greater  employee  access  and  incentives  to 
use  efficient  health  plans,  and  more  information  on  physi- 
cian fees.  The  plan  would  limit  facility  capital  expenditures, 
place  strong  emphasis  onention  and  create  voluntary  rein- 
surance funds  to  permit  HMOs  and  firms  to  buy  protection 
against  the  cost  of  extraordinary  illness.  The  intent  of  rein- 
surance is  to  induce  firms  to  self-insure  and  permit  HMOs  to 
serve  high  risk  populations. 

Phase  I would  not  go  into  effect  until  fiscal  1983.  Assum- 
ing 1983  dollars  and  population,  federal  costs  would  be  be- 
tween $23  and  $25  billion.  Employer  cost  in  current  dollars 
is  estimated  at  $6.1  billion.  Reform  of  existing  services 
would  include  a five-year  plan  to  assess  needs  and  ade- 
quacy of  federal  health  programs.  In  proposing  a national 
health  plan.  President  Carter  contrasted  cost  in  current  dol- 
lars with  those  of  the  Kennedy  Health  Care  for  All  Ameri- 
cans Act.  He  estimated  current  dollar  of  federal  cost  of  NHP 
at  $18.2  billion  against  $30.7  billion  for  the  Kennedy  pro- 
gram. Employer  cost  of  the  Kennedy  plan  was  put  at  $33.1 
billion  in  current  dollars. 

Patients’  Rights  in  Massachusetts  MASSACHU- 
SETTS SB  1757,  a bill  detailing  the  rights  of  patients  and 
residents  in  health  care  facilities,  has  been  enacted  by  the 
Massachusetts  Legislature.  The  statute  applies  to  every 
patient  or  resident  who  must  receive  written  notice  of  rights 
upon  admittance.  Patients  of  HMOs  or  facilities  owned  or 
controlled  by  HMOs  are  excepted.  The  statute  also  re- 
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quires  rights  to  be  posted  conspicuously  by  the  facility.  The 
statute  further  guarantees  patient  choice  of  facility,  physi- 
cian, or  health  service  mode,  except  for  emergency  treat- 
ment or  as  provided  by  contract,  it  also  gives  the  patient  or 
resident  in  a facility  where  billing  is  applicable  the  right  to 
receive  a fully  itemized  bill  and  to  examine  the  explanation 
of  charges  regardless  of  the  source  of  payment.  Billing  in- 
formation must  also  be  made  available  to  the  patient’s  at- 
tending physician. 

The  bill  of  rights  for  patients  or  residents  of  facilities  cov- 
ers specified  areas.  The  statute  also  requires  that  the 
physician  and  facility  provide  similar  listings  of  rights  in 
eight  specified  areas.  The  statute,  however,  limits  confiden- 
tiality of  records  to  permit  a third  party  reimburser  to  inspect 
and  copy  records  regarding  diagnosis,  treatment,  or  other 
services  for  which  coverage  or  reimbursement  is  claimed, 
so  long  as  the  policy  or  certificate  under  which  the  claim  is 
made  provides  that  such  access  to  such  records  is  permit- 
ted. An  interesting  aspect  of  the  statute  relates  to  the  dual 
approach  taken.  That  is,  the  first  portion  establishes  rights 
for  every  patient  or  resident  of  a facility,  and  the  second 
portion  states  that  every  patient  or  resident  of  a facility  shall 
be  provided  by  a physician  in  the  facility  with  many  of  the 
same  rights.  An  interesting  question  in  light  of  developing 
law  in  this  area,  is  whether  or  not  the  facility  is  responsible 
for  the  failure  of  the  physician  to  comply  with  this  statute. 

Relative  Value  Guides  and  Anti-trust  Laws  WASHING- 
TON The  Justice  Department  brought  suit  against  the 
American  Society  of  Anesthesiologists  (ASA)  charging  that 
organization  with  violating  Sections  1 and  4 of  the  Sherman 
Act,  15  use  §§  1 and  4.  The  government  alleged  that  ASA 
combined  and  conspired  with  its  component  societies,  in- 
dividual anesthesiologists,  and  others  to  engage  in  the  re- 
straint of  interstate  commerce.  This  conspiracy  allegedly 
consisted  of  an  agreement  to  raise,  fix,  stabilize,  and  main- 
tain fees  charged  by  anesthesiologists  for  their  services. 
The  government  contended  that  the  adoption,  publication, 
and  circulation  of  relative  value  guides  (RVG)  is  a per  se 
violation  of  the  anti-trust  laws  and  as  such  should  be 
enjoined.  The  district  court  concluded  that  the  govern- 
ment had  shown  that  interstate  commerce  had  been  af- 
fected. The  thorny  question,  the  court  said,  however,  is 
whether  the  challenged  activity  had  an  adverse  effect  on 
interstate  commerce.  The  judge  said  that  if  the  government 
could  establish  that  a price-fixing  agreement  existed,  it  was 
sufficient  that  that  activity  had  a substantial  effect  on  the 
flow  of  interstate  commerce,  and,  the  plaintiff  need  not 
prove  that  prices  were  raised  or  fixed  as  a result.  However, 
the  court  said,  the  crucial  question  was  whether  there  was 
an  agreement  to  use  the  guide  to  price  anesthesia  services 
so  as  to  curtail  competition,  or,  interfere  with  the  price  set- 
ting by  free  market  forces.  The  judge  said  that  RVGs  were 
widely  disseminated  and  that  many  anesthesiologists  em- 
ployed them  in  their  individual  practices.  However,  the  court 
found  no  evidence  that  the  guides  were  intended  as  any- 
thing other  than  a suggested  methodology  for  arriving  at 
appropriate  fees.  Moreover,  although  there  was  some  evi- 


dence that  the  guides  were  intended  as  an  aid  to  individual 
members  in  computing  their  bills,  the  preponderance  of  the 
evidence,  said  the  court,  suggested  that  the  ASA  RVG, 
were  developed  primarily  for  use  in  connection  with 
negotiating  acceptable  fees  with  third  party  carriers.  The 
court  concluded  after  careful  review  of  all  the  evidence,  that 
the  government  had  failed  to  meet  its  burden  of  proof.  The 
court  found  the  government’s  attempt  to  rely  on  a per  se 
analysis,  to  be  much  too  narrow  an  approach  to  the  prob- 
lem at  hand.  The  United  States  of  America  v.  the  American 
Society  of  Anesthesiologists,  Inc,  US  District  Court, 
Southern  District  of  New  York,  No  75-CIV-4640,  June  21, 
1979. 

Texas  JUA  Reelects  Board  Officers  AUSTIN  Member 
companies  of  the  Texas  Joint  Underwriters  Association 
have  reelected  the  Board  of  Directors  and  officers  following 
the  annual  meeting  of  the  Texas  Medical  Liability  Insurance 
Underwriters  Association.  David  W.  Wilson,  vice  president. 
The  Medical  Protective  Company,  Fort  Wayne,  Ind,  was 
reelected  chairman;  William  Huff,  senior  vice  president  and 
general  counsel  of  Employers  Casualty  Company  of  Dallas 
was  reelected  vice  chairman.  Reelected  as  secretary- 
treasurer  was  O.  A.  Edgeworth  of  Austin,  regional  vice 
president.  State  Farm  Mutual  Automobile  Insurance 
Company. 

JUA  members  chose  the  following  companies  for  the 
nine-member  Board  of  Directors.  Listed  here  are  the  indi- 
viduals expected  to  represent  them:  American  General  Fire 
and  Casualty  Company  Insurance  Company,  Barbara 
LeBarron  of  Houston,  staff  attorney;  Employers  Casualty 
Company,  William  Huff  of  Dallas;  Great  Southern  Fire  and 
Casualty  Insurance  Company,  O.V.  Bennett,  Jr,  of  Austin, 
consultant;  Professional  Mutual  Insurance  Company, 
Caleb  M.  Belove  of  Kansas  City,  Mo;  St  Paul  Fire  and 
Marine  Insurance  Company,  Ted  Cajacob  of  Arlington. 
There  were  also  four  companies  reelected  to  the  at-large 
positions  on  the  Board.  They  are:  Employers  Mutual  Liabil- 
ity Insurance  Company,  Raymond  H.  Bohl  of  Wausau,  Wis; 
Hartford  Fire  Insurance  Company,  Robert  Bezucha  of  Dal- 
las; The  Medical  Protective  Company,  David  W.  Wilson  of 
Fort  Wayne,  Ind;  and  State  Farm  Mutual  Automobile  Insur- 
ance Company,  O.  A.  Edgeworth  of  Austin. 

The  Texas  JUA  was  created  by  statute  in  1975  to  provide 
health  care  providers  with  a facility  to  obtain  medical  mal- 
practice insurance  when  it  could  not  be  obtained  through 
normal  channels.  All  insurance  companies  licensed  to  write 
liability  insurance  in  Texas,  with  a few  exceptions,  partici- 
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pate  in  the  JUA  to  assure  its  financial  stability.  As  of  Dec  31 , 
1978,  there  were  361  member  companies.  The  Texas  Legis- 
lature voted  in  1979  to  extend  the  life  of  the  JUA  until  Dec 
31, 1981. 

Survey  Finds  Inflation  Cutting  into  Health  Care 

WASHINGTON  A survey  done  by  General  Mills,  Inc  has 
found  that  48%  of  American  families  are  cutting  back  on 
visits  to  the  doctor  and  dentist  and  other  health  care  related 
items  because  of  inflation.  The  survey,  conducted  by  the 
research  firm  of  Yankelovich,  Skelly  and  White,  noted  that 
about  three-quarters  of  those  polled  believed  annual 
checkups  were  too  costly  and  unnecessary  if  the  individ- 
uals felt  good. 

Representative  Wyatt  Proposes  to  Repeal  SHUR  Sys- 
tem WASHINGTON  Rep  Joe  Wyatt,  D-Tex,  has  intro- 
duced HR  4282,  to  repeal  Section  19  of  the  Medicare/ 
Medicaid  Anti-Fraud  and  Abuse  Amendments,  that  is,  the 
regulation  requiring  a system  for  hospital  uniform  reporting 
(SHUR).  HCFA  has  gone  beyond  the  legislative  intent  of  a 
uniform  reporting  system  for  hospitals  and  twisted  Section 
19  to  develop  a uniform  accounting  system,  Wyatt  charged. 
The  stated  purpose  of  Section  19  does  not  indicate  a con- 
gressional intent  to  use  SHUR  as  an  accompaniment  to  the 
Medicare/Medicaid  reimbursement  system.  Moreover,  no 
provision  has  been  made  by  Section  1 9 to  require  hospitals 
to  be  reimbursed  by  the  uniform  reporting  system.  He  add- 
ed, the  amount  of  capital  needed  to  administer  and  main- 
tain the  SHUR  program,  which  the  hospital  industry  esti- 
mates will  cost  up  to  $100,000  per  hospital,  will  eventually 
be  passed  on  to  the  taxpayers.  Said  Wyatt,  I simply  cannot 
accept  any  action  which  will  further  burden  our  hospitals 
with  excessive  and  costly  regulations  that  serve  no  essen- 
tial purpose  but  merely  adds  significantly  to  health  care 
costs  which  we  are  striving  to  contain. 

Physicians’  Assistants  and  Rural  Health  Services 

OKLAHOMA  The  Oklahoma  Senate  requested  the  State 
Board  of  Medical  Examiners  “to  establish  a program 
whereby  physicians’  assistants  may  conduct  limited  medi- 
cal services  in  rural  areas  and  communities  which  do  not 
have  physicians.”  The  board  was  directed  to  work  with 
other  state  agencies  “with  the  purpose  of  finding  needy 
areas  and  encouraging  the  development  of  physicians'  as- 
sistants resources.” 


DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  “yes”  to  any  one 

of  the  questions  below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice; 

• becomes  easily  depressed  or  easily  annoyed; 

• drinks  more  than  a moderate  amount; 

• is  self-prescribing  mood-altering  drugs; 

• is  slowing  down,  over-tired,  or  constantly  placing 
work  ahead  of  personal  needs,  family,  recreation, 
of  self-interest  pursuits; 

— then,  you  may  know  a doctor  who  needs  our  help. 


TMA  Committee  on  Physician  Health  & 
Rehabilitation 


(Strictly  confidential  contacts  can  be  made  through 
our  HOTLINE.  Call  us  collect  anytime.) 

(512)  477-5575 


TEXAS  MEDICINE 


THE  REAL 


STANDS  UP 

TO  SET  THE  RECORD  STRAIGHT! 


The  TEXAS  MEDICAL  LIABILITY  TRUST  stands  up  as  a viable  insurance  entity. 
The  Trust  began  issuing  coverage  to  TMA  members  on  January  1 , 1979,  and  con- 
tinues to  issue  coverage  on  a daily  basis. 

Available  to  TMA  members: 

— Non-assessable  occurrence  professional  liability  policies 
— Prior  Acts  Coverage 
— Excess  Coverage 

TMLT  has  reinsurance  with  Lloyd’s  of  London.  The  Trust  has  surplus  sufficient  to 
cover  claims  under  $200,000.  Reinsurance  is  less  costly  if  only  higher  levels  of  risk 
are  insured.  TMLT  is  reinsuring  all  claims  in  excess  of  $200,000  to  their  policy 
limits  of  $750,000.  There  is  no  aggregate  limit  on  the  amount  of  risk  taken  by  the 
reinsurer. 

TMLT  provides  the  opportunity  for  its  policyholders  to  purchase  excess  coverage 
through  its  reinsurance  broker,  since  the  JUA  provides  excess  coverage  only  to  its 
member  companies. 

TMLT  has  three  members  serving  on  the  Texas  State  Board  of  Insurance  nine- 
member  Advisory  Committee. 

TMLT  STANDS  UP  TO  BE  COUNTED  AS  A VIABLE  INSURANCE  ENTITY 

FOR  TMA  PHYSICIANS 


For  Information  Contact 

“A  health  care  liability  claim  trust 
created  by  the  Texas  Medical  Association” 

TEXAS  MEDICAL  LIABILITY  TRUST 
21 1 East  7th  • Austin,  Texas  78701  • (512)  472-3322 
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OTC. 

See  PDR 
for  Product 
Information. 


For  samples,  write  Dept.  F 


CAMPBELL  LABORATORIES,  I 
RO.  Box  812,  FDR,  N.Y.,  N.Y.  10022 

“Herpecin-L”  is  available  at  all  Medicare  and 
Glaser  Drug  Stores  and  other  select  pharmacies. 


NeRPecm 


Dx: 

herpes 


From  Chateaubriand  . . . to  Calf  Fries 

Anything  you  want! 

From  spacious  meeting  rooms  • To  facilities  for  thousands 

in  luxury  motels  . . . in  our  Texas-size  convention  center. 

From  Western  dance  halls  . . . • To  sophisticated  ballrooms. 

lounges  and  discos. 

From  complimentary  services  • To  surprisingly  low  rates  for 

by  our  staff  . . . excellent  rooms,  food  and  facilities. 

Call  collect  or  write  for  details: 

Board  of  Convention  and  Visitors  Activities 
Dept.  TM 

301  Polk.  Amarillo.  TX  79101  • (806)  374-9812 


AMARlIll^ 


TEXAS 


Quinamni 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS:  For  the  prevention  and  treat- 
ment of  nocturnal  recumbency  leg  muscle 
cramps,  including  those  associated  with 
arthritis,  diabetes,  varicose  veins,  throm- 
bophlebitis, arteriosclerosis,  and  static  foot 
deformities. 

CONTRAINDICATIONS:  Because  of  the 
quinine  content,  Quinamm  is  contraindicated 
in  women  of  childbearing  potential,  in 
pregnancy,  in  patients  with  known  quinine 
sensitivity,  and  in  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency. 
Hemolysis  (with  the  potential  for  hemolytic 
anemia)  has  been  associated  with  a G-6-PD 
deficiency  in  patients  taking  quinine. 

PRECAUTIONS:  Thrombocytopenic  pur- 
pura may  follow  the  administration  of  quinine 
in  highly  sensitive  patients.  Recovery  will  fol- 
low withdrawal  of  the  medication. 

Cinchona  alkaloids,  including  quinine,  have 
the  potential  to  depress  the  hepatic  enzyme 
system  that  synthesizes  the  vitamin  K-de- 
pendent  factors.  The  resulting  hypopro- 
thrombinemic  effect  may  enhance  the  action 
of  warfarin  and  other  oral  anticoagulants. 

ADVERSE  REACTIONS:  Aminophylline 
may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizzi- 
ness, and  gastrointestinal  disturbance.  If 
ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur,  the  drug  should 
be  discontinued, 

DOSAGE  AND  ADMINISTRATION: 

1 tablet  upon  retiring.  When  necessary, 

1 additional  tablet  may  be  taken  following  the 
evening  meal. 

Product  Information  as  of  September,  1977 
U S.  Patent  2,985,558 


Merrell 

MERRELL-NATIONAL  LABORATORIES  Inc. 
Cayey,  Puerto  Rico  00633 

Direct  Medical  Inquiries  to: 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215,  U S A. 

Licensor  of  Merrell" 


Bask  in  our  sunshine  and  our  warm  hospitality 


8.3305  IY371AI 


Quinamm 

each  tablet  contains  quinine  sulfate  260  mg.,  aminophylline  195  mg. 

specif ic  therapy  for  painful 
night  leg  cramps 

Nocturnal  recumbency  leg  muscle  cramping  is  frequently  an  unwelcome  bedfellow 
for  many  patients— especially  those  with  arthritis,  diabetes  or  peripheral  vascular 
disease  . . consider  Quinamm , . . simple,  convenient  dosage— usually  just  one  tablet 
at  bedtime . . . can  provide  restful,  welcome  sleep  without  night  leg  cramps. 


See  opposite  page  for  prescribing  information. 


Does  It  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• vasodilan-compatible 
with  coexisting  diseases 

• Vasodilan-compatible 
with  concomitant  therapy 

• \^sodilah— compatible 
with  your  total  regimen 
for  vascular  Insufficiency 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

Final  classification  of  the  less-than-effective  indications  reouires  further  in- 
vestigation 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg. 

Vasodilan  iniection,  isoxsuprine  HCI,  5 mg , per  ml. 

Dosage  and  Administration:  Oral  10  to  20  mg.,  three  or  four  times  daily. 
Iritramuscular  5 to  10  mg,  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  ora 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  oi 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 


Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
Sion  and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended  Repeated  administration  of  5 to  10  mg,  intramuscularly  at  suitable  in- 
tervals may  be  employed. 


Supplied:  Tablets,  10  mg,,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets 
20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Injection,  10  mg,  per 
2 ml  ampul,  box  of  six  2 ml  ampuls. 


U S Pat  No  3,056,836 


VASODIlAUr 

(ISOXSUPRINE  HCI) 


20-mg  tablets 


PHARMACEUTICAL  DIVISION 
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WHAT’S  NEW 


What’s  new  in  immunology 

Mary  Ann  South,  MD  Lyle  R.  Heim,  PhD 

The  task  of  detailing  all  that  is  new  in  immunology  today  is 
nearly  overwhelming;  therefore,  we  have  decided  to 
present  what  we  regard  as  the  most  important  break- 
throughs in  immunology  in  recent  years. 

The  1960s  saw  a tremendous  increase  in  our  knowledge 
of  immunology.  The  big  breakthrough  was  the  definition  of 
the  T and  B cell  systems  in  1964,  followed  by  a refinement 
of  knowledge.  New  details  are  uncovered  daily  about  the 
various  cell  surface  markers,  the  classes  and  subclasses  of 
immunoglobulins,  lymphokines,  functional  subclasses  of 
cells  such  as  the  T-helper  and  T-suppressor  cell  systems, 
and  amplifier-,  hormonal-,  neurotransmitter-,  and  vasoac- 
tive- substance  interactions  in  the  immune  response. 

In  the  1970s  a whole  new  world  of  immunology  has  been 
opened  up  by  the  discovery  of  the  first  enzyme  defects  as- 
sociated with  congenital  immune  deficiency.  All  the 
enzyme  defects  identified  so  far  have  been  involved  in  the 
purine  metabolic  pathway. 

This  discovery,  like  most  of  the  great  ones,  was  seren- 
dipitous. No  one  had  formulated  a hypothesis  that  purine 
metabolism  was  defective  in  severe  combined  im- 
munodeficiency (SCID).  A clinical  problem,  and  a pediatri- 
cian’s dogged  determination  to  solve  the  problem,  gave  us 
this  new  information.  In  1972,  Dr  Hillaire  Meuwissen  diag- 
nosed SCID  in  a girl  in  the  Clinical  Research  Center  at  Al- 
bany Medical  College.  While  at  the  University  of  Minnesota 
in  1968,  Dr  Meuwissen  participated  in  Dr  Robert  Good’s 
first  cure  of  SCID  with  an  HLA-matched  sibling  bone- 
marrow  transplantation — the  crowning  glory  of  the  T-B  cell 
discovery  of  the  1960s.  Dr  Meuwissen,  of  course,  wanted 
to  do  the  same  for  his  Albany  patient,  but  the  child  had  no 
siblings  among  whom  to  look  for  an  HLA-matched  donor. 
Luckily  the  mother’s  HLA  type  looked  as  though  it  might 
match.  In  trying  to  confirm  this  match.  Dr  Meuwissen 
enlisted  the  aide  of  geneticist  Dr  Eloise  Giblett  of  Seattle. 
She  began  red  cell  isoenzyme  studies,  hoping  to  further 
demonstrate  genetic  compatibility  between  mother  and 
child.  Dr  Giblett  was  unable,  however,  to  type  the 
adenosine  deaminase  (ADA)  isoenzymes.  The  child  didn’t 

Mary  Ann  South,  MD,  Professor  and  Chaiman,  Department  of  Pediatrics, 
Texas  Tech  University  School  of  Medicine,  Health  Sciences  Centers, 
Lubbock,  TX  79430. 

Lyle  R.  Heim,  PhD,  Associate  Professor  and  Director  of  Research,  De- 
partment of  Pediatrics,  Texas  Tech  University  School  of  Medicine,  Re- 
gional Academic  Health  Center,  4800  Alberta  Street,  El  Paso,  TX  79905. 


have  any  of  the  enzyme!  Further,  her  parents  had  about 
one-half  the  normal  level  of  ADA  in  their  red  cells,  suggest- 
ing an  autosomal  recessive  genetic  pattern.  While  Drs 
Meuwissen  and  Giblett  were  puzzling  about  this  finding.  Dr 
Flossie  Cohen  visited  her  friend  Dr  Giblett  and  mentioned 
that  she  had  a young  female  patient  with  SCID.  They  de- 
cided to  study  her  also;  she  also  proved  to  have  an  ADA 
deficiency.  Of  course,  this  finding  set  off  a great  flurry  of 
activity.  Among  the  next  patients  to  be  studied  was  David, 
"the  bubble  baby,’’  at  the  Clinical  Research  Center  at  Texas 
Children’s  Hospital,  Baylor  College  of  Medicine,  Houston. 
His  red  cell  ADA  was  normal.  Since  David  was  known  to 
have  the  Xrlinked  form  of  SCID,  his  normal  ADA  nicely  con- 
firmed the  idea  that  ADA  deficiency  occurs  with  autosomal 
recessive,  but  not  all  forms,  of  SCID. 

Then,  a series  of  hypotheses  was  formulated  regarding 
the  involvement  of  the  purine  metabolic  pathways  in  lym- 
phocyte development  and  function.  In  patient  and  petri 
dish,  in  toddler  and  test  tube,  the  work  has  galloped  along. 
The  immediate  result  was  that  immunologists  dragged  out 
biochemical  terms  and  metabolic  cycles  rusting  away  in 
their  memories,  ignored  and  in  some  cases  repressed 
since  those  painful  days  of  freshman  medical  or  graduate 
school  lectures.  Now  everyone  knew  where  to  look. 

Shortly,  Drs  Ammann  and  Wara  in  San  Francisco  saw  a 
patient  who  had  normal  ADA,  but  they  postulated  that  the 
next  enzyme  in  the  purine  salvage  pathway,  nucleoside 
phosphorylase  (NP),  would  be  missing.  They  sent  the 
child’s  red  cells  to  Dr  Giblett,  and  that’s  exactly  what  she 
found:  no  NP  activity.  At  about  the  same  time  Dr  A.  C.  Alli- 
son’s group  in  England  demonstrated  that  some  patients 
with  late-onset  hypogammaglobulinemia  (common  vari- 
able agammaglobulinemia)  have  a deficiency  of  5’nuc- 
leotidase,  another  enzyme  required  for  purine  metabolism. 

Thus  the  stage  was  set  for  the  burst  of  hypotheses  which 
have  developed  around  the  obvious  connection  between 
purine  metabolism  and  lymphoid  cell  function.  Two  inter- 
national symposia  have  been  held  in  Albany  to  summarize 
findings  and  seek  new  directions  for  further  work.  Projects 
on  the  subject  in  other  laboratories  and  other  clinical  re- 
search centers  have  been  reached  a phase  of  rapid  expan- 
sion. We  already  are  seeing  the  spinoff  of  greater  under- 
standing of  normal  lymphoid  cell  metabolism. 

What  will  be  the  big  immunologic  breakthrough  in  the 
fast-approaching  decade  of  the  1980s?  We  predict  that  it 
will  be  in  the  area  of  phagocytosis.  Already,  a huge  body  of 
knowledge  has  been  collected  about  the  metabolic  machi- 
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nations  of  the  phagocytes,  their  ultrastructure  and  ul- 
trachemistry, and  their  ability  to  move  about  the  body.  The 
interactions  of  phagocytes  with  the  adaptive  immune  re- 
sponse and  the  amplification  systems  have  been  explored. 
The  phagocyte  is  returning  to  center  stage,  where  it  was  in 
the  days  of  Metchnikoff,  before  being  upstaged  by  the  lym- 
phocyte. We  believe  that  in  the  next  decade  the  phagocyte 
will  come  back  into  its  own  as  the  basic  and  fundamental 
unit  of  defense,  with  all  other  mechanisms  existing  to  aide, 
abet,  focus,  and  finally  tune  the  phagocytic  function. 

But  what  about  the  clinical  application  of  this  knowledge? 
Now  that  we  have  this  great  wealth  of  information,  is  it 
more  important  to  apply  what  we  know  than  to  acquire  more 
knowledge?  Of  course  both  are  important,  but  the  applica- 
tions are  not  in  the  form  of  breakthrough,  as  we’ve  discus- 
sed here,  but  rather  in  the  form  of  hard,  grinding,  persistent, 
and  carefully  controlled  work  in  the  clinical  setting,  within 
the  ethical  confines  of  human  research  guidelines  which 
keep  us  from  defeating  our  whole  purpose  in  the  work  of 
service  to  human  beings.  Clinical  research  can  produce  a 
ever-increasing  application  of  the  basic  science  break- 
through. Transplantation,  immunologic  control  of  cancer, 
control  of  the  so-called  autoimmune  diseases,  and  control 
of  infectious  diseases  by  immunologic  means,  ie  vaccines, 
are  on  the  horizon  of  this  knowledge  clinically  applied.  The 
breakthroughs  mentioned  above  were  the  consequences 
of  clinical  research,  that  is,  research  on  human  subjects, 
usually  pediatric  patients.  Only  after  the  patients  presented 
a problem  and  there  was  a hypothesis  to  be  tested,  was  the 
work  carried  into  petri  dishes,  test  tubes,  and  animal 
models.  From  this  clinical  research  approach,  the  spinoff  in 
basic  science  knowledge  has  been  tremendous.  Thus,  clin- 
ical and  basic  research  are  irrevocably  intertwined.  Many  of 
the  patients  were  studied  in  clinical  research  centers,  sup- 
ported by  the  federal  government  as  the  General  Clinical 
Research  Centers  Branch  (GCRC)  of  the  Division  of  Re- 
search Resources,  DREW.  This  branch  serves  all  institutes 
in  NIH  by  providing  inpatient  and  outpatient  facilities  for  clin- 
ical studies  supported  by  each  institute’s  extramural  pro- 
gram. At  this  moment  in  history,  the  very  existence  of 
GCRC  is  being  threatened  by  a “no-growth”  budget.  Those 
of  us  involved  in  GCRC  are  fighting  hard  to  change  the  situ- 
ation, and  would  encourage  support  from  every  clinician  for 
this  program.  After  all,  we  clinicians  have  the  objective  of 
benefiting  our  patients,  and  what  greater  benefit  can  we 
provide  for  them  than  new  and  better  ways  of  directly  apply- 
ing our  ever-growing  store  of  medical  knowledge? 


"What’s  New  " provides  authoritative  comments  on  recent  advances  in 
medical  understanding,  diagnosis,  and  treatment.  Where  controversy 
exists,  the  contributor  is  expected  to  express  a personal  preference. 
Emphasis  is  on  clarity  of  communication,  while  the  use  of  references 
and  theoretical  discussion  is  limited  to  the  essentials.  C.  W.  Daeschner, 
MD,  chairman  of  the  Scientific  Publication  Committee,  is  the  editor  of 
this  column. 
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The  opiates,  opioid  peptides  (endorphins), 
and  the  opiate  receptor 

Scott  Snyder,  MD 


An  opiate  receptor  has  been  described  and  found  to  as- 
sume different  conformations  in  order  to  accommodate 
both  exogenous  and  "endogenous”  opiates.  These 
“endogenous"  opiates  represent  a new  class  of  neuropep- 
tides, the  endorphins.  Their  structure  has  been  isolated, 
and  their  activity  is  beginning  to  be  understood.  The  opiates 
and  the  endorphins  are  intimately  related  to  the  mechanism 
of  pain  and  the  induction  of  analgesia.  Preliminary  investi- 
gations indicate  that  greater  understanding  of  such  diverse 
clinical  areas  as  schizophrenia,  anesthesiology,  drug 
abuse,  and  the  affective  disorders  mayiresult  from  the 
knowledge  of  these  new  classes  of  compounds. 


Although  the  opiates  probably  were  known  to  the  ancient 
Sumerians  6,000  years  ago,  it  is  only  within  the  past  de- 
cade that  unprecedented  advances  have  elucidated  the 
basic  mechanism  and  site  of  action  of  these  compounds. 
Once  biochemically  isolated  components  of  cells  of  the 
central  nervous  system  had  been  identified  with  which  the 
opiates  must  interact  in  order  to  produce  their  distinctive 
analgesia  and  euphoria,  neuroanatomical  locales  were 
mapped  where  the  concentration  of  these  cell  components, 
referred  to  as  the  opiate  receptors,  are  highest.  These 
areas  correlate  significantly  with  those  regions  of  the  brain 
upon  which  the  opiates  exert  their  predominant  action, 
namely,  those  regions  modulating  the  motivative-affective 
components  of  pain.  The  refinement  of  an  opiate-receptor 
binding  assay  hastened  these  breakthroughs.^ 

The  next  dilemma  for  neuropharmacologists  then  be- 
came the  following;  these  receptors  did  not  exist  only  for 
exogenous  substances  like  opiates.  Therefore,  there  must 
be  present  endogenous  compounds  in  the  central  nervous 
system,  and  possibly  elsewhere,  capable  of  mediating  pain 
perception  by  interacting  with  the  receptors.  Several  such 
endogenous  compounds  in  animal  and  human  models 
were  isolated  and  their  peptide  structures  characterized  in 
the  early  1970s.  They  were  generically  termed  the 
endorphins,  and  the  name  enkephalin  denotes  two  specific 
pentapeptides  of  the  endorphin  class.  The  preponderance 
of  evidence  indicated  that  endorphins  meet  the  criteria  for 
neurotransmitters  and  simulate  the  actions  of  the  opiates. ^ 
Both  the  endogenous  and  exogenous  opiates  share 
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stereochemical  features  which  enable  them  to  possess  a 
lock-and-key  relationship  with  the  opiate  receptor.  Slight 
modifications  of  these  features  so  alter  the  opiate  com- 
pounds that  binding  will  not  occur  and  narcotic  activity  is 
diminished  or  eliminated  entirely.  Indeed,  their  configura- 
tion in  space  can  be  altered  to  transform  them  to  an- 
tagonists, preventing  other  opiate  agonists  from  a “fit”  with 
the  receptor  molecule. 

The  Opiate  Receptor 

During  the  past  decade  investigators  have  actively 
searched  for  an  opiate  receptor  indicated  by  four  related 
findings;  1)  all  opiates  conform  to  a specific  structure  with 
minimal  variation  among  its  congeners;  2)  some  are  ex- 
tremely potent  in  minute  doses;  3)  only  the  levorotatory  (-) 
isomers  possess  analgesic  activity;  4)  specific  antagonists 
exist  which,  while  exhibiting  no  effect  of  their  own,  could 
effectively  block  the  opiates'  actions. 

Snyder  and  his  colleagues  presented  the  initial  biochem- 
ical evidence  for  a specific  opiate  receptor.^  The  capacity  of 
different  opiates  and  antagonists  to  bind  to  the  receptor  is 
directly  proportional  to  their  pharmacologic  potency.  The 
easiest  way  to  detect  receptors  is  to  bind  radioactive 
opiates  to  brain  membranes.  They  used  tritiated  naloxone 
and  then  measured  the  ability  of  various  opiates  and  other 
drugs  to  dissociate  the  naloxone  from  its  binding  site. 

Using  this  method,  they  found  that  the  affinities  of  the 
opiate  family  for  the  receptor  varied  strikingly,  depending 
upon  the  various  conformations  the  opiates  assumed. 
Thus,  levorphanol  has  4,000  times  the  receptor  affinity  of  its 
enantiomer  dextrorphan.'*  Morphine  has  200  time  the  affin- 
ity of  the  weak  analgesic  propoxyphene,®  and  etorphine 
demonstrates  the  greatest  receptor  affinity,  corresponding 
to  the  fact  that  it  is  one  of  the  most  powerful  known 
analgesics. 

They  also  demonstrated  a nervous  system  locale  for 
opiate  binding  by  showing  that  opiate-receptor  binding  was 
either  absent  or  rarely  present  in  tissue  from  which  nervous 
system  elements  had  been  either  eliminated  (such  as  de- 
nervated  myenteric  plexus)  or  was  not  usually  present 
(such  as  baker's  yeast  or  human  red  blood  cells). 

Snyder  and  his  group  showed  that  tritiated  naloxone 
binding  was  related  to  temperature,  with  maximal  binding  at 
35  degrees  centigrade.  Calcium  and  magnesium  lowered 
tritiated  naloxone  binding. EDTA,  EGTA,  and  citrate 
enhanced  receptor  binding,  but  the  most  intriguing  rela- 
tionship between  an  ion  and  the  receptor  was  with  sodium.® 
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In  a series  of  experiments  they  noted  that  the  addition  of 
sodium  to  the  incubation  medium  resulted  in  increased 
binding  of  the  opiate  antagonist,  tritiated  naloxone,  and  di- 
minished binding  of  the  opiate  agonist,  tritiated  dihyd- 
romorphine.They  subsequently  demonstrated  the  doubl- 
ing of  the  affinity  of  binding  sites  for  opium  antagonists 
with  the  addition  of  sodium.  Sodium  thus  was  felt  to  be 
one  of  the  ions  exerting  a modifying  effect  on  the  opiate 
receptor,  its  addition  facilitating  a change  in  the  receptor 
conformation  favoring  an  antagonist,  while  its  absence 
favored  an  agonist  conformation."  In  summary,  these 
investigators  proposed  varying  conformations  for  the 
opiate  receptor,  with  high-affinity  binding  of  dihydro- 
morphine corresponding  to  an  antagonist  conformation. 

However,  potency  variations  were  still  difficult  to  account 
for  variations  in  potency  in  vivo  versus  in  vitro.  Other  phar- 
macologic parameters,  such  as  membrane  permeability  or 
drug  metabolism,  appear  to  partly  explain  these  differing 
potencies.  Thus,  etorphine  enters  the  central  nervous  sys- 
tem 200  times  as  easily  as  morphine  which,  coupled  with 
the  fact  that  it  has  20  times  the  receptor  affinity  of  morphine, 
helps  explain  its  analgesic  potency  which  is  1,000  times 
greater  than  morphine.  This  difference  would  be  difficult  to 
account  for  on  the  basis  of  receptor  affinity  alone. 

Stereochemical  factors  are  another  important  parameter 
in  determining  potency.  Snyder  and  his  colleagues  postu- 
lated that  certain  conformations  of  opiates,  which  could  be 
assumed  only  by  certain  subclasses  of  opiates,  accounted 
for  their  enhanced  potency.^ ^ por  example,  a specific  con- 
formation of  benzene  ring  F is  shared  by  the  opiate  con- 
geners phenazocine,  fentanyl,  and  etonitazine.  Presum- 
ably, this  ring  "locks”  into  the  opiate  receptor  much  more 
readily  than  analogous  conformations.  Less  potent 
analgesics  such  as  propoxyphene  and  methadone  cannot 

assume  this  conformation. 

The  opiate  receptor  thus  was  defined  as  a specific  site  on 
the  cell  surface  which  interacts  in  a stereospecific  manner 
with  the  opiate  drugs.  These  receptors  mediate  the  actions 
of  the  exogenous  and  endogenous  opiates. 

The  Endorphins:  Structure  and  Activity 

The  modern  history  of  brain  peptides  dates  to  1931,  when 
Von  Euler  and  Gaddum  discovered  a smooth-muscle- 
stimulating  and  hypotensive  factor,  common  to  equine 
brain  and  intestine  and  later  named  “substance  P.”"  It  was 
characterized  as  a peptide  five  years  later,  and  its  identity 
was  isolated  and  further  delineated  40  years  later.^^ 


In  1965,  Li  and  associates  isolated  a lipmtropic  peptide 
from  sheep  pituitaries  labeled  ^-LPH  and  characterized  its 
amino  acid  sequence.^®  Noteworthy  was  the  observation 
that  amino  acid  sequence  37-58  of  the  90-  amino-acid- 
length  polypeptide  corresponded  to  human  jS-MSH,  except 
that  glutamic  acid  and  arginine  of  positions  42  and  46  were 
replaced  by  serine  and  lysine.  Also,  a core  peptide  Met- 
Gle-His-Phe-Arg-Try-Gly  was  found  to  be  identical  to  a se- 
quence found  in  adrenocorticotropic  and  melanotropic 
hormones  from  various  species. 

Then,  a peptide  with  molecular  weight  less  than  1,000 
was  identified  in  several  different  species  of  animal  brain. 
Goldstein’s  group  described  the  presence  of  opiate  activity 
in  pituitary  extracts.  These  pituitary  peptides  had  molecular 
weights  greater  than  750  and  were  sensitive  to  enzymatic 
degradation:’^’® 

Finally,  endogenous  opiate-like  compounds,  labeled  the 
endorphins  and  the  enkephalins,  were  isolated  and  char- 
acterized by  two  groups  in  1975  and  1976.’°  ’®  Amino  acid 
sequence  61-91  of  /3-lipoprotein  was  labeled  the 
C-fragment  and  its  morphinomimetic  activity  described  by 
several  researchers.  It  was  named  /3-endorphin.  Ling  and 
his  colleagues,  employing  mass  spectrometry  and  other 
methods,  isolated  and  characterized  the  amino  acid  se- 
quence of  two  peptides  which  were  named  a-endorphin 
and  y-endorphin  and  corresponded  to  residues  61-76  and 
61-77,  respectively,  in  /3-LPH.20 

Other  neuropeptides  have  been  discovered  sub- 
sequently. Anodynin,  a peptide  with  a molecular  weight  of 
approximately  600,  has  been  isolated  from  rat  and  human 
blood.  It  is  metabolized  much  more  slowly  than  the 
enkephalins,  and  its  effects  are  reversed  by  naloxone, 
indicating  an  interaction  with  the  opiate  receptor.  Its  pro- 
duction, storage,  and  release  are  modulated  by  the 
pituitary.2 

The  list  of  endorphins  thus  continues  to  expand,  and 
hypotheses  about  their  mechanisms  emerge.  Some  be- 
lieve that  the  endorphins,  in  particular  /3-endorphin,  are  the 
principal  active  compounds  and  that  the  enkephalins  rep- 
resent their  breakdown  products.  They  point  out  the  im- 
probability that  two  separate  synthesizing  systems  would 
be  employed  to  produce  identical  peptides.  Very  large 
amounts  of  enkephalin  are  needed  to  induce  even  brief 
analgesia  in  rat  brains.^ 

Others  argue  that  if  enkephalins  are  degraded  rapidly  in 
brain  it  would  explain  their  lack  of  analgesia  induction  and 
substantiate  their  role  as  true  putative  neurotransmitters. 
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Swedish  investigators,  using  immunological  techniques, 
demonstrated  the  presence  of  enkephalins  in  nerve  termi- 
nals in  areas  where  the  heaviest  concentrations  of  opiate 
receptors  were  found.  This  observation  further  supported 
the  idea  that  the  enkephalins  are  the  real  neuro- 
transmitters.2 

Analgesia,  the  Opiates,  and  the  Opiate  Receptor 

Opiates  alter  sensation  indirectly  by  modifying  the  affective 
component  of  pain.  Patients  receiving  opiates  can  experi- 
ence pain  but  seem  singularly  unconcerned  with  it,  similar 
to  the  reactions  of  patients  with  frontal  lobotomies.  Snyder 
and  his  team  mapped  the  regional  distribution  of  the  opiate 
receptor  in  both  monkey  and  human  brain  and  found  that 
the  highest  concentrations  of  receptors  are  present  in  most 
portions  of  the  limbic  system,  with  the  only  exception  being 
the  low  and  moderate  binding  in  the  mamillary  bodies  and 
hippocampus,  respectively.  The  spinoreticular  tracts,  par- 
tially containing  such  areas  as  the  periaqueductal  gray, 
medial  thalamic  nuclei,  the  hypothalamus,  and  other  limbic 
system  areas,  and  the  paleospinal  tracts  are  the  slow  con- 
ducting, medially  placed  pathways  involved  in  pain  percep- 
tion. The  concentration  of  opiate  receptors  seems  to  peak 
in  these  areas.^ 

Opiate  receptors  also  are  found  in  high  concentration  in 
the  substantia  gelatinosa  of  the  spinal  cord  and  spinal 
trigeminal  nucleus,  the  nucleus  solitarius,  and  the  vagus 
nerve.  High  concentrations  in  these  locales  may  explain 
their  mediation  of  the  cough  reflex,  gastric  secretion,  and 
orthostatic  hypotension.  The  area  postrema,  believed  to 
regulate  nausea  and  vomiting,  is  rich  in  opiate  receptors.^ 

The  amygdala  is  highest  in  opiate  receptor  binding,  fol- 
lowed by  the  periaqueductal  gray,  hypothalamus,  and  me- 
dial thalamus.2i  When  monkeys  had  morphine  injected  into 
areas  rich  in  opiate  receptors  (the  medial  midbrain  and  di- 
encephalon), analgesia  was  produced,  but  not  when  it  was 
injected  into  other  areas.^^  Similarly,  naloxone  induced 
withdrawal  when  implanted  in  the  medial  thalamus  and  re- 
lated areas  with  opiate  receptor  binding  capacity.® 

As  for  the  comparative  potencies  of  the  endorphins  and 
/3-LPH,  it  has  been  shown  that  /3-endorphin  is  80  times  as 
potent  as  /3-lipoprotein.®  In  vitro  and  in  vivo,  /3-endorphin 
and  a-endorphin  are  more  active  then  y-endorphin.®® 
Others  found  /3-endorphin  to  be  three  times  as  potent  an 
analgesic  as  morphine  when  injected  intravenously  and  20 
times  more  potent  an  analgesic  as  morphine  when  injected 
into  brain.  On  a molar  basis  /3-endorphin  is  1 8 to  33  times  as 


potent  an  analgesic  as  morphine.  Loh  and  Wei  found  that 
Met-enkephalin  produced  a weak  analgesic  effect  which 
rapidly  subsided.®  But  others  note  an  absence  of  analgesia 
after  intravenous  injection.  Indeed,  large  peptides  such  as 
/3-endorphin  do  not  readily  cross  the  blood-brain  barrier. 
Pert  believes  that  even  the  enkephalins  probably  do  not 
cross  from  blood  to  brain.  She  was  able  to  induce  a long- 
lasting  analgesic  effect  of  Met-enkephalin  only  after  sub- 
stituting the  d-isomer  of  alanine  for  the  first  glycine  of  Met- 
enkephalin.  Since  the  l-isomers  are  the  ones  found 
predominantly  in  nature,  she  postulated  that  this  modifica- 
tion inhibited  its  enzymatic  degradation,  thus  producing 
their  longer  analgesic  action.® 

The  endorphins  exert  an  important  role  in  tolerance  and 
dependence  on  opiates  in  animal  models.  In  assaying  the 
analgesic  properties  of  /3-endorphin  in  rats,  it  was  found  to 
have  opiate  agonist  activity  in  vivo,  all  reversible  by 
naloxone.  Physical  dependence  has  been  induced  in  the 
cat  with  /3-endorphin.24 

Wei  and  Loh  infused  Met-enkephalin  and  /3-endorphin 
into  the  periaqueductal  gray  ventricular  spaces  of  male  rats 
for  70  hours  and  following  naloxone  administration  noted  a 
withdrawal  syndrome  marked  by  teeth  chattering  and 
“wet-dog  shakes”  more  intense  with  /3-endorphin  than 
Met-enkephalin.  Withdrawal  signs  normally  seen  with  pe- 
ripheral administration  (salivation,  diarrhea,  etc)  were  not 
noted. 

To  explain  these  observations,  some  have  proposed  the 
presence  of  a classical  “feedback  loop”  similar  to  those 
found  in  endocrinologic  systems.  In  this  feedback  mecha- 
nism, large  amounts  of  opiates  would  result  in  reduced  fir- 
ing in  “enkephalinergic”  neurons  (as  has  been  previously 
demonstrated  for  cholinergic  and  dopaminergic 
neurons).®®  Upon  immediate  opiate  termination  or  the  ad- 
ministration of  an  antagonist  to  opiate-dependent  animals, 
receptors  receive  neither  opiate  nor  enkephalin,  causing 
the  physiologic  stigmata  of  abstinence.  Heroin  addiction 
someday  may  be  explained  through  a genetically  based 
deficiency  in  endorphin  or  a classic  feedback-loop 
neuroendocrinologic  system.  Nonaddicting  analgesics  in 
the  future  may  be  snythesized  by  producing  an  amino  acid 
sequence  that  can  cross  readily  from  blood  to  brain  and 
possess  a long  half-life  or  an  agonist-antagonist  with  mini- 
mal euphoric  and  maximal  narcotic  effects.^ 

An  alternative  hypothesis  for  opiate  tolerance  and  de- 
pendence is  that  enkephalin  may  exert  its  role  by  prevent- 
ing the  release  of  excitatory  neurotransmitters,  like  acetyl- 
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choline  and  glutamate,  and  thus  the  terminal  membrane  of 
the  receiving  cell  for  the  excitatory  transmitter  would  be 
only  partially  depolarized.  This  reduced  depolarization  in 
the  receiving  cell  would  lower  its  firing  rate  because  of  this 
decreased  stimulation.  This  may  be  the  mechanism 
whereby  the  ascending  pain  pathways  in  brain  and  spinal 
cord  are  inhibited. ^ 

Insight  into  the  role  of  the  endorphins  and  the  peripheral 
nervous  system  in  the  modulation  of  pain  was  provided  by 
investigating  acupuncture.  In  a controlled  experiment  with 
mice,  acupuncture  analgesia  to  noxious  heat  stimuli  was 
observed  40  minutes  after  application.  Naloxone  inhibited 
acupuncture  analgesia.  Scientists  reasoned  that  both  the 
time  course  for  the  onset  of  analgesia  and  the  blocking  of 
this  analgesia  by  naloxone  implied  that  a humoral  factor 
such  as  endorphin  may  play  a key  role.  Since  naloxone 
increased  pain  sensitivity  in  the  groups  of  rats  receiving  it 
without  acupuncture,  they  reasoned  that  the  brain  releases 
small  amounts  of  endorphin  periodically,  even  without 
acupuncture,  a hypothesis  compatible  with  previous  animal 
findings.  They  postulated  that  peripheral  sensory  nerves 
are  stimulated  by  acupuncture,  activating  the  pituitary 
and/or  brain  stem  to  release  endorphins  which  inhibit 
transmission  in  the  nervous  system  tracts  modulating 

pain.26 

Psychiatric  Correlates  of  Endorphin  Activity 

Over  the  past  several  years  there  has  been  an  upsurge  of 
interest  in  the  clincal  applications  of  our  increasing  knowl- 
edge of  opiate  receptors  and  the  endogenous  opiates. 

Some  believe  that  an  excess  or  abnormal  type  of 
endorphin  at  the  opiate  receptor  causes  mental  disease.  To 
test  this  hypothesis,  a variety  of  opiate  antagonists  have 
been  administered  to  predominantly  psychotic  psychiatric 
patients. 

Terenius  and  associates  in  1976  found  two  major  frac- 
tions (I  and  II)  possessing  endorphin  activity  in  human 
cerebrospinal  fluid  samples.  Of  the  four  schizophrenics 
studied,  above-normal  CSF  endorphin  levels  were  found  in 
each  patient  on  at  least  one  occasion.  Two  of  the  four 
schizophrenics  tested  who  responded  to  the  antipsychotic 
clozapine  demonstrated  a decrease  in  fraction  II  levels  of 
endorphin  while  two  patients  with  deterioration  in  their 
schizophrenic  symptoms  showed  increased  fraction  II 
levels.  They  cautioned  that  CSF  concentrations  may  not 
reflect  relative  CNS  levels,  which  may  themselves  vary  with 
the  endorphin  tested.^^ 


That  same  year,  important  relationships  between 
endorphins  and  behavioral  and  physiologic  parameters  in 
rats  were  demonstrated. 

Beta-endorphin-induced  physiologic  alterations  in  tem- 
perature (hypothermia)  and  behavior  (catatonia)  were  all 
reversible  by  naloxone.  Alternatively,  y-endorphin  caused 
increased  rectal  temperature  in  the  rat.  The  three 
endorphins  (afiy)  and  Met-enkephalin  also  induced,  within 
1.5  minutes  of  the  injection  into  the  lateral  ventricle,  wet- 
dog  shaking  behavior  previously  linked  with  opiate  with- 
drawal. They  believed  that  subtle  changes  in  the  rate  of 
conversion  of  /3-LPH  to  its  peptide  derivatives  could  play 
a fundamental  role  in  maintaining  behavioral  equilibrium. 

Investigators  have  injected  /3-endorphin  into  the  peri- 
aqueductal gray  of  male  albino  rats  and  noted  the  induction 
of  a profound  cataleptic  effect.  The  animals  exhibited 
“waxy  flexibility”  and  remained  in  bizarre  postures  for  pe- 
riods more  than  an  hour,  with  complete  reversibility  follow- 
ing naloxone  injection. It  had  been  previously  demon- 
strated that  neuroleptics  bind  to  opiate  receptors.^®  The 
hypothesis  therefore  was  advanced  that  an  alteration  in  the 
bioavailability  of  /3-endorphin  or  similar  neuropeptides  to 
receptor  sites  in  the  striatum,  and  other  areas  heavily 
endowed  with  high  opiate  receptor  binding,  could  be  impli- 
cated in  psychotic  and  other  psychiatric  entities  in  which 
neuroleptics  are  effective. 

Then  Gunne  and  associates  found  that  naloxone  ad- 
ministered intravenously  in  a single  blind  study  had  briefly 
attenuated  or  eliminated  auditory  hallucinations  in  four 
chronic  schizophrenic  patients  and  one  patient  reported 
the  same  change  in  her  visual  hallucinations.  The  re- 
searchers postulated  a key  role  for  endorphins  in  psych- 
oses and  proposed  that  their  transient  suppression  by  an- 
tagonists could  account  for  the  reported  findings. 

This  observation  led  to  a series  of  reports  evaluating  the 
effects  of  intravenous  naloxone  on  hallucinations.  Other  in- 
vestigators have  administered  naloxone  and  related  opiate 
antagonists  to  schizophrenics  but  could  not  duplicate  the 
results  of  Gunne  in  reducing  hallucinations.  They  felt  that 
differences  in  methodology  and  characteristics  of  the  pa- 
tient population  could  account  for  part  of  the  difference. 
They  also  argued  that  they  may  have  been  dealing  with  a 
subset  of  the  schizophrenic  population  with  normal  CSF 
endorphin  leveis.32  There  have  been  numerous  reports  of 
patients  with  chronic  schizophrenia  who  have  improved 
with  hemodialysis.  Investigators  speculated  that  “toxic” 
quantities  of  some  substance  are  removed  from  the  blood 
and  not  permitted  to  accumulate.  This  substance  may  be  a 
member  of  the  endorphin  family,^^  but  the  preponderance 
of  evidence  lends  only  marginal  support  for  the  concept  of 
an  endorphin  excess. 

The  other  major  school  of  thought  about  the  role  of 
endorphins  in  mental  illness  proposes  a deficiency  of 
endorphins  in  patients  with  mental  disease.  Direct  adminis- 
tration of  the  endorphins  to  schizophrenic  and  depressed 
patients  has  not  been  reported.  Kline  and  his  group  utilized 
a radioimmunoassay  of  /3-endorphin  using  a rabbit  an- 
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tiserum  to  evaluate  the  effects  of  /3-endorphin  on  a group  of 
schizophrenic  and  depressed  patients.  During  the  trials, 
the  three  schizophrenics  tested  worsened  along  cognitive 
parameters,  while  the  three  depressed  patients  improved. 
They  postulated  that  the  rapid  effect  of  /3-endorphin  re- 
sulted from  its  mediation  of  the  "switch”  mechanism  of 
affective  disorders.  They  enumerated  the  shortcomings  of 
the  study,  but  felt  it  indicated  the  need  for  additional 
studies  with  more  definitive  technique. 

Also,  there  is  developing  evidence  that  there  may  be  a 
variety  of  different  opiate  receptors.  If  so,  evidence  implies 
that  the  most  useful  opiate  or  endorphin  for  a particular 
mental  illness  may  have  to  conform  to  a specific  receptor 
for  maximum  efficacy.^® 

Finally,  we  must  consider  the  possibility  that  the 
endorphins  play  no  important  role  in  psychopathology. 
Only  more  rigorous  and  carefully  controlled  experimenta- 
tion will  answer  this  question. 
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AFTER  All  THOSE 
YEARS  OF  HARD 
WORK,SOMEOHE 
FMAUYHAHDS 
ITTOYOII. 


You’re  extremely  vulnerable. 

Because,  along  with  achiev- 
ing a good  reputation,  a nice- 
sized practice,  and  a large 
estate,  you’ve  become  a prime 
target  for  malpractice  claims. 

And  though  you  may  get 
one  that’s  of  a frivolous  nature, 
improperly  handled  it  can  cau.se 
enough  pressure  to  affect  you 
at  work. 

Which  is  why  you  may  want 
to  contact  Insurance  Corporation 
of  America. 

There  are  some  specific  rea- 
sons why  we’re  better  at  help- 
ing you  than  other  malpractice 
insurance  companies. 

AN  ICA  ATTORNEY.  FROM 
THE  START. 

Legal  action  against  a policy- 
holder of  ours  is  met  head-on. 

With  legal  action  from  us. 

So,  unlike  other  insurance 
companies,  ICA  doesn’t  give 
you  a general  adjuster  who 
also  handles  auto  liability 
claims. 

Instead,  even  your  initial 
phone  conversation  with  ICA 
about  a claim  is  with  one  of  our 
licen.sed  attorneys,  .sea.soned  in 


handling  professional  liability 
claims. 

AFTER  YOU  CALL  US,  WE 
WON'T  LEAVE  YOU 
HANGING. 

To  help  relieve  the  worries  and 
frustrations  a claim  can  bring 
you,  we  quickly  become  per- 
sonally involved. 

Soon  after  your  call,  we’re 
discussing  the  claim  face-to- 
face  with  you. 

We  also  personally  check 
every  hospital  record  in  a case, 
and  act  promptly  on  even  a 
suspicion  of  a claim. 

In  so  doing  we’re  able  to  end 
many  malpractice  threats  before 
they  become  formal  suits. 

And  if  a claim  is  formally 
lodged  against  you,  your  ICA 
attorney  will  bring  together  a 
task  force  drawn  from  the  best, 
most  experienced  legal  firms  in 
the  field  of  malpractice  law. 

He  will  coordinate  the  attor- 
neys’ efforts  with  those  out- 
standing physicians  who  serve 
as  ICA  consultants. 

And  he  ’ll  be  totally  com- 
mitted to  fight  until  you  get  a 
favorable  Judgment  or  until 


all  remedies  by  appeal  or  other 
proceedings  are  exhausted. 

What’s  more,  at  ICA  we 
never  recommend  that  you  set- 
tle just  because  it  could  be  less 
costly  than  fighting. 

WE  TREAT  $15,000-D0LLAR 
CLAIMS  LIKE  CLAIMS  100 
TIMES  BIGGER. 

A small  claim  can  do  as  much 
damage  to  a doctor’s  reputation 
as  a big  one. 

And  we  ’re  very  sensitive 
to  that  fact.  Because  in  addition 
to  being  operated  by  attorneys, 
our  medical  liability  division  is 
founded  by  an  attorney  who  is 
also  a physician. 

So  when  it  comes  to  protect- 
ing physicians,  we’re  not  only 
highly  professional. 

We’re  highly  motivated. 

And  we  hope  that  motivates 
you  to  fill  in  and  mail  the  at- 
tached postage-paid  form  today. 
INSURANCE 
t CORPORATION 
^ OF  AMERICA 
ICA  Building,  2205  Montrose 
Blvd.,  Houston,  Texas  77006, 
Phone  713/526-4863 

A:XV  Reinsurance  Protection  Provided. 


Combination  chemotherapy  for 
advanced  pancreatic  carcinoma 

John  J.  Costanzi,  MD  Frank  J.  Panettiere,  MD  Fred  J.  Wolma,  Jr,  MD 


Twenty-three  patients  with  advanced  adenocarcinoma  of 
the  pancreas  were  treated  with  cyclophosphamide, 
vincristine,  methotrexate,  and  5-fluorouracil.  Six  of  these 
patients  had  a response  documented  by  second-look 
surgery,  with  a response  rate  (26%)  not  impressively  better 
than  that  reported  with  5-fluorouracil  alone.  The  six  re- 
sponders had  better  performance  status  than  the  non- 
responders, and  toxicity  was  minimal.  Of  significance,  all  of 
the  responders  had  only  pancreatic  or  pancreatic  and  local 
nodal  involvement  with  no  liver  involvement,  other  distant 
spread,  or  diffuse  omental  disease.  It  is  most  important  for 
future  trials  that  patients  with  pancreatic  adenocarcinoma 
be  stratified  according  to  local  disease,  node  involvement, 
and  disseminated  disease  since  these  appear  to  be  very 
important  prognostic  factors. 


Five  fluorouracil  (5-FU)  is  considered  the  chemotherapeu- 
tic agent  of  choice  for  adenocarcinoma  of  the  pancreas. 
Most  studies  utilizing  5-FU  have  reputed  response  rates  be- 
tween 20%  and  25%.'’  ® Other  agents  studied  include 
Mitomycin-C  and  the  nitrosoureas,  but  their  responses 
have  been  less  than  20%.^  In  a cooperative  group  study, 
Moertel  and  associates  reported  a 6%  response  rate 
among  68  patients  treated  with  Methyl-CCNU. 

Combination  chemotherapy  utilizing  cyclophosphamide, 
vincristine,  methotrexate,  and  5-fluorouracil  in  solid  tumors 
has  been  reported  in  the  treatment  of  31  patients  with  dis- 
seminated resistant  solid  tumors.  Objective  responses 
were  noted  in  16  patients,  two  of  whom  had  pancreatic 
adenocarcinoma. 2 

Materials  and  Methods 

In  the  trial  reported  here,  23  adult  patients  with  advanced 
adenocarcinoma  of  the  pancreas  were  admitted  to  a Uni- 
versity of  Texas  Medical  Branch  hospital  between  January 
1973  and  January  1976. 

The  follow-up  period  extends  through  January  1977. 
Biopsies  verified  pancreatic  adenocarcinoma  in  each  of 
the  patients,  each  of  whom  also  underwent  careful  exam- 
ination for  local  extension,  intra-abdominal  spread,  and 
metastases.  Of  the  23  patients,  17  had  adenocarcinoma 
of  the  head  of  the  pancreas,  five  of  the  body,  and  one  of 
the  tail.  None  of  the  patients  had  curative  surgical  re- 
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sections,  and  those  patients  with  obstruction  only  under- 
went diverting  procedures.  Clinically  measurable  disease 
was  carefully  evaluated,  but  in  those  patients  whose  dis- 
ease was  primarily  intra-abdominal  and  difficult  to  follow, 
a second-look  operation  was  performed  after  12  months 
of  clinical  stability.  Performance  status  was  measured  by 
the  Karnofsky  scale. ^ 

Each  course  of  chemotherapy  lasted  five  days.  The 
drugs  were  administered  intravenously  by  push  as  follows: 
cyclophosphamide,  60  mg/sq  m,  days  1 and  5;  vincristine, 
0.625  mg/sq  m,  days  2 and  5 (not  to  exceed  1 mg  per 
dose);  methotrexate,  10  mg/sq  m,  days  1 and  4;  and 
5-fluorouracil,  300  mg/sq  m,  days  1 through  5.  Courses 
were  repeated  at  three-week  intervals.  Responses  were 
recorded  in  those  patients  who  had  a greater  than  50% 
reduction  in  two  perpendicular  diameters  of  measurable 
disease  or  in  those  patients  who  had  shown  no  signs  of 
increasing  intra-abdominal  disease  over  a 12-month 
period. 

Results 

Pertinent  data  on  these  23  patients  are  noted  in  Fig  1 . Six  of 
the  23  patients  (26%)  had  completed  responses.  One  pa- 
tient had  no  response,  and  the  remaining  16  patients  had 
increasing  disease.  In  those  17  patients  who  had  no  re- 
sponse or  had  increasing  disease,  the  survival  period  fol- 
lowing diagnosis  ranged  from  two  to  12  months  with  a me- 
dian of  four  months.  One  of  the  six  responders  had  a 13- 
month  response  and  survived  15  months  following  diag- 
nosis. The  other  five  patients  responded  from  17  months  to 
more  than  44  months  (median  23  + months).  The  survival 
after  diagnosis  in  these  patients  ranged  from  20  to  48-f 
months  with  a median  of  25 -f  months.  All  of  these  six  pa- 
tients again  underwent  exploratory  abdominal  surgery 
after  12  to  14  months  of  clinical  remission.  In  four  of  them, 
there  was  no  overt  evidence  of  residual  tumor,  and  pan- 
creatic biopsies  were  normal. 

The  surviving  individuals  were  six  of  seven  patients  who 
had  only  pancreatic  movement  involvement  or  pancreatic 
involvement  with  positive  local  nodes.  Of  the  17  patients 
who  did  not  respond,  the  majority  had  metastases  to  the 
liver;  one  patient  had  metastases  to  bones  and  intraper- 
itoneal  areas,  and  another  had  massive  diffuse  omental 
metastases.  Of  those  patients  who  responded,  the  per- 
formance status  was  80  to  90,  the  median  being  90.  In 
those  patients  who  did  not  respond,  the  performance  status 
ranged  from  50  to  80  with  a median  of  70. 
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Sixteen  patients  demonstrated  no  toxicity,  and  five  pa- 
tients had  moderate  toxicity  with  three  of  these  demonstrat- 
ing mucositis,  one  reversible  leukopenia,  and  one  re- 
versible thrombocytopenia.  Only  two  patients  had  severe 
toxicity;  one  had  reversible  mucositis,  the  other  reversible 
leukopenia. 

Discussion 

There  is  great  need  for  improvement  in  the  diagnosis  and 
treatment  of  pancreatic  adenocarcinoma  which,  by  the  time 
it  becomes  clinically  obvious,  usually  has  metastasized 
and  depleted  the  patient’s  health. 

In  the  surgical  management  of  this  disease,  palliative 
therapy  (biliary  bypass,  biliary  and/or  gastrointestinal 
bypass) — or  no  treatment — produced  a total  survival  of 
less  than  seven  months.^  Of  the  majority  of  patients  treated 
with  radical  pancreaticoduodenectomy,  none  survived 
more  than  12  months.  The  majority  of  the  survivors  of  the 
surgical  procedures  are  those  with  smaller  primary  tumors 
and  no  evidence  of  local  or  distant  spread.  In  the  chemo- 
therapeutic management  of  these  tumors,  a combined 
experience  shows  a response  rate  of  23%  with  5- 
fluorouracil  alone.'*  ® Initial  studies  utilizing  Mitomycine-C 
were  rather  encouraging,  but  as  more  patients 
treated  the  response  rate  fell  to  less  than  20%.  The 
nitrosoureas  have  been  well  studied  and  show  a very  poor 
response  rate. 

Although  the  response  rate  (26%)  appears  to  be  no  bet- 
ter than  that  reported  for  5-fluorouracil  (23%),  an  extremely 
important  observation  was  noted  in  this  trial  series.  Of  the 
six  patients  who  responded  to  the  chemotherapy,  all  had 
only  pancreatic  tumor  or  tumor  with  local  node  involvement. 
No  patient  with  liver  involvement,  diffuse  intra-abdominal 
disease,  or  distant  metastases  responded;  the  responders 
had  a better  performance  status  at  the  beginning  of 
therapy. 

Therefore,  it  appears  that  patients  whose  adenocar- 
cinoma involves  only  the  pancreas  or  pancreas  and 
localized  nodes  should  be  treated  early.  Studies  of  pan- 
creatic adenocarcinoma  should  classify  patients  by  extent 
of  metastases  and  organ  involvement  since  this  appears  to 
be  the  most  important  prognostic  favor  in  the  response  rate. 
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1.  Pertinent  Data  on  23  Patients  with  Advanced  Pancreatic 
Adenocarcinoma 


Patient 

Age 

Sex 

Metastatic 

Sites 

Response 

Response 

Interval 

(Months) 

Survival 

From 

Diagnosis 

(Months) 

DA 

79 

M 

Bones,  Omental 

No 

— 

6 

M.H. 

65 

F 

Liver 

No 

— 

6 

AG. 

65 

F 

Liver,  Nodes 

No 

— 

3 

H.C. 

50 

M 

Liver 

No 

— 

3 

ZB. 

62 

F 

Liver 

No 

— 

5 

B.N. 

64 

F 

Liver 

No 

— 

3 

J.R. 

72 

M 

Liver 

No 

— 

8 

C.R. 

70 

F 

Liver 

No 

— 

2 

OR. 

62 

M 

Liver 

No 

— 

12 

S.M. 

32 

M 

Liver 

No 

— 

6 

c.w. 

41 

F 

Pancreas  only 

Yes 

271- 

30* 

GO. 

62 

M 

Liver,  Duodenum 

No 

— 

4 

H B. 

64 

M 

Pancreas  only 

No 

— 

10 

LG. 

61 

F 

Liver 

No 

— 

4 

J.G. 

50 

M 

Pancreas  only 

Yes 

44  f 

48  + 

W.F. 

65 

M 

Liver 

No 

— 

2 

JR. 

53 

M 

Liver,  Skin 

No 

— 

4 

L.T. 

49 

M 

Omentum,  Diffuse 

No 

— 

5 

B.S. 

42 

M 

Pancreas  only 

Yes 

23-1- 

25  + 

C.S. 

73 

M 

Liver,  Omentum 

No 

— 

3 

J.S. 

45 

M 

Pancreas,  Omentum 

Yes 

13 

15 

R.D. 

76 

F 

Pancreas  only 

Yes 

17 

20 

J.S. 

52 

F 

Pancreas,  Nodes 

Yes 

21  + 

24  + 

51 
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Addiction  is  a family  affair 


Ernest  J.  Gregory,  Jr,  MD 


A framework  of  unhealthy  family  relationships  often  under- 
lies the  drug  addict’s  habit  which,  in  turn,  encourages  those 
relationships.  This  report  reviews  patterns  commonly  seen 
in  families  of  addicts  and  concludes  that  the  entire  family 
should  undergo  therapy  to  initiate  permanent  behavioral 
change. 


In  a study  of  the  family’s  role  in  the  origin  and  prevention  of 
drug  risk,  Richard  Blum  described  the  family  as  the  crucial 
source  of  childhood  behavior.'*  The  peer  group,  contrary  to 
common  belief,  has  little  or  no  influence  as  long  as  the  fa- 
mily is  strong,  but  when  the  family  abdicates  and  when  fa- 
mily values  are  demeaned,  peer  persuasion  succeeds. 

Further,  an  individual’s  environment  appears  to  be  less 
influential  than  the  family.  Chein,  in  a study  of  drug  abuse 
by  juveniles  in  New  York  City,  concluded  that  a “prevailing 
atmosphere  of  degenerated  interpersonal  relationships 
that  characterizes  a neighborhood  can  be  markedly  coun- 
teracted by  a cohesive  family  group,  giving  an  individual  a 
sense  of  human  solidarity,  a feeling  of  belonging,  respect 
for  integrity  and  value  of  human  beings,  and  a long-range 
motivation  of  things  worth  living  for.”® 

On  the  other  hand,  a disrupted  family  is  quite  vulnerable 
to  the  outside  influences.  Goode  stated  that  the  family  not 
only  socializes  the  individual,  but  provides  much  needed 
“emotional  maintenance.”  Ninety-eight  percent  of  the  chil- 
dren are  raised  in  families,  and  although  at  least  one-third 
have  been  disrupted  by  divorce  or  separation,  the  founda- 
tion for  personality  integration  or  disintegration  is  estab- 
lished within  the  family. 

Patterns  of  Addiction 

Many  familial  factors  presumably  affect  the  development  of 
a serious  drug  abuser  or  addict.  Chein  found  that  97%  of 
addicted  families,  but  only  41  % of  the  controls,  displayed 
disturbed  relationships  with  their  parents  (eg,  divorce,  open 
hostility).®  The  mothers  studied  maintained  an  atypical  rela- 
tionship to  the  addict,  while  the  father,  present  less  than 
50%  of  the  time,  was  distant,  uninterested,  hostile,  or  pro- 
vided an  immoral  model.  The  mother  typically  was  domi- 
nant, but  emotionally  immature,  and  ambivalent  about  her 
role.  The  addict  often  replicates  the  family  dynamics  by 
marrying  a dominating,  psychosexually  ambivalent  woman 
who  perpetuates  his  immature  behavior. 

Ernest  J.  Gregory,  Jr,  MD,  Chairman,  Texas  Medical  Association  Special 
Committee  on  Alcoholism  and  Drug  Abuse,  7711  Louis  Pasteur  Dr,  San 
Antonio,  TX  78229 


In  almost  all  cases  the  father  plays  a seconday  role  in  the 
life  of  the  male  addict.  Schneider,  in  testing  father-distance 
among  normal  young  men,  delinquents,  and  addicts,  dis- 
covered that  only  the  addicted  group  had  significant  eleva- 
tion of  the  father-distance  scale. 22  Many  female  addicts 
were  sexually  abused  in  childhood  by  their  fathers.  The  fa- 
ther in  general  is  described  as  vague,  pessimistic,  and 
weak,  with  a poor  job  history. 

The  home  environments  conducive  to  traits  that  can  be 
found  in  drug  abusers  include:  1)  cool,  hostile  parent  fig- 
ures, with  the  mother  alternatively  seductive  and  emas- 
culating; 2)  weak  parent-child  relationship;  3)  lack  of  clarity 
in  disciplinary  policies;  4)  vague  and  inconsistent  parental 
standards;  5)  disturbed  parent-child  relationships;  6)  lack  of 
strong  father  relationship;  and  7)  the  inability  to  maintain  a 
marital  relationship.2* 

The  mother’s  role  in  the  life  of  an  addict  is  dominant,  and 
an  abnormal  relationship  is  established  long  before  the  ad- 
dict begins  to  use  drugs.  Wolk  found  addicts’  mothers,  re- 
gardless of  economic  status,  to  be  neurotic,  overprotective, 
and  masochistic. 27  Attardo,  in  a study  to  differentiate 
mothers  of  normal  individuals,  schizophrenics,  and  ad- 
dicts, found  that  for  ages  5 to  10  the  mothers  of  normal  sons 
and  the  mothers  of  schizophrenics  were  apparently  able  to 
loosen  the  symbiotic  tie  to  their  sons  ranging  in  age  from  5 
to  10,  whereas  the  mothers  of  the  addicts  were  unable  to  do 
so. 2 Rosenburg  also  suggested  an  excessive  dependence 
on  the  mother,2o  and  Smart  states  that  adolescents  model 
their  drug  use  after  their  parents’  use,  especially  the 
mother’s. 2“  If  the  mother  used  psychoactive  drugs  regu- 
larly, the  children,  especially  the  sons,  were  more  likely  to 
abuse  drugs. 

Other  factors  in  the  early  development  of  the  child,  such 
as  severe  illness  or  loss  of  one  or  both  parents,  sometimes 
cause  emotional  disturbances  which  contribute  to  initiation 
of  drug  use.  Drug-dependent  subjects  typically  show 
significantly  higher  life-stress  scores  than  does  a standard 
normal  population  of  adolescents.®  Pittell  indicates  that 
adolescents  need  periods  of  rest  from  stresses  of  life, 
especially  those  at  home;  otherwise  there  is  an  impair- 
ment of  reality  testing,  judgment,  concentration,  and  other 
ego  functions,*®  and  drug  abuse  sometimes  follows. 

The  mother  and  wife  play  similar  roles  in  the  life  of  the 
addict.  Our  experience  suggests  that  in  many  addiction 
cases  the  mothers,  and  many  times  the  wives,  help  main- 
tain drug  dependency  in  the  family,  accepting  the  addict’s 
abuse  of  them,  but  exhibiting  ambivalent  behavior  toward 
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the  addict.  Frequently  the  addict  is  an  extension  of  the 
narcissistic  needs  of  the  mother  or  wife  who  resists  and  is 
threatened  by  behavioral  change  in  the  son  or  spouse.  A 
male  addict  aware  of  his  relationship  with  his  mother  will 
attempt  to  break  it  by  fleeing  into  marriage,  but  frequently 
will  return  home,  having  married  a woman  similar  to  his 
mother.  The  addict  lifestyle  makes  him  persona  non  grata 
to  everyone  but  mother  and  the  street.  The  longer  this  rela- 
tionship exists,  the  harder  it  is  to  break.  About  half  of  the 
male  addicts,  regardless  of  age,  who  enroll  in  the  TOUCH 
(Transforming  Others  Under  Christ’s  Hand,  San  Antonio) 
Program's  live  with  their  mothers.  The  program's  first  step 
in  rehabilitation  of  the  addicted  son  is  to  cut  the  apron 
strings. 

Rarely  the  wife  is  involved  in  the  genesis  of  drug  abuse 
and  addiction,  but  usually  plays  a major  role  in  its  continua- 
tion. There  generally  are  considered  to  be  two  types  of 
wives.2^  The  first  includes  those  who  were  unaware  of  the 
spouse’s  addiction  prior  to  marriage,  or  who  married 
someone  who  began  drug  use  after  marriage.  In  many 
cases  the  wife  leaves  the  addict  after  a long,  bitter  conflict; 
in  other  instances  she  attempts  to  cope  by  dominating  the 
family.  She  goes  to  work,  earns  the  living,  makes  all  the 
decisions,  and  bears  children  to  the  addict  husband  who 
comes  and  goes  as  he  chooses  and  shows  little  or  no  re- 
sponsibility. She  may  maintain  her  self-image  by  assuming 
a martyr  stance  or  complaining  bitterly  about  the  spouse’s 
behavior  and  assuming  a superior  attitude;  however,  as 
soon  as  the  addicted  spouse  begins  to  rehabilitate  and  as- 
sume a normal  role  in  the  home,  the  wife  feels  threatened 
and  begins  to  resist  his  change.  She  will  nag,  threaten,  and 
even  go  home  to  mother  to  try  to  resist  his  behavioral 
changes.  Sometimes  she  will  even  stay  with  him  through 
prison  and  years  of  street  life,  only  to  divorce  him  when  he 
continues  to  rehabilitate.  These  wives  have  been  known  to 
divorce  a rehabilitating  addict  and  marry  one  that  is  still  on 
the  street.  They  seem  to  need  to  feel  superior. 

The  other  type  of  addict’s  wife  is  one  that  was  aware  of 
the  spouse’s  addiction  prior  to  marriage  or  may  be  an  ad- 
dict herself.  Many  of  these  women  are  “turned  on  ” to  drugs 
by  their  husbands  after  marriage.  This  type  of  wife  is  often 
emotionally  disturbed  herself,  having  an  unconscious  need 
to  dominate  an  incompetent  husband.  Because  of  her  dom- 
inant role  she  clashes  with  the  often  dominating  mother-in- 
law.  Not  uncommonly  the  addict  will  leave  his  wife  and  go 
back  to  his  mother;  if  the  addict  is  going  to  have  any  chance 
of  recovery,  the  woman  in  his  life,  be  it  mother  or  wife. 


needs  to  participate  in  therapy  also. 

Siblings  in  the  home  may  contribute  to  the  genesis  of 
addiction,  especially  if  they  have  the  upper  hand  with  the 
parents  and  are  more  talented,  smarter,  or  better  looking 
than  the  future  addict.  Forty  percent  of  the  addicts  coming 
into  the  TOUCH  Program  had  a history  of  drug  or  alcohol 
abuse  in  their  parental  home.^s  Often  an  addicted  older 
brother  or  sister  introduced  a younger  sibling  to  drugs. 
Many  of  the  siblings  in  an  addict’s  family  abuse  alcohol. 
The  turmoil  in  such  a family  eventually  takes  its  toll  in  many 
of  its  members  who  eventually  face  imprisonment  or 
premature  death. 

There  are  other  factors  common  to  an  addict’s  family.  In 
the  normal  family  the  children  are  emotionally  weaned  from 
their  mother  between  ages  5 and  10;  however,  most  addicts 
are  never  severed  from  their  symbiotic  relationship  with 
their  mothers.  Chein  found  that  a cohesive  family  unit 
transmits  its  behavioral  standards  effectively  to  children  be- 
tween 10  and  16  years  old.^  Disruption  in  the  family  during 
this  period  was  related  to  eventual  delinquency  and  drug 
use,  but  the  failure  to  teach  social  norms  was  found  not  to 
be  due  to  economic  or  educational  deficiencies.  Also,  in 
tumultuous  families  the  children  are  given  adult  respon- 
sibilities earlier  than  in  normal  families.  Nagging  and  con- 
tinual harrassment  create  an  atmosphere  from  which  the 
adolescent  wants  to  escape.  Characteristically  the  addict 
leaves  home  by  age  16  with  no  job  and  no  plans  for  the 
future.  It  is  from  such  disrupted  families  in  deteriorating 
neighborhoods  that  the  bulk  of  delinquents  and  drug  abus- 
ers come.^ 

There  is  now  appearing  a different  type  of  addict  family: 
the  middle  or  upper  economic  class  family  which  appears 
intact  but  is  in  fact  quite  disturbed.  The  parents  in  such  in- 
stances usually  live  together  but  display  hostility,  thereby 
reinforcing  drug-taking  behavior.  Alexander  reported  three 
prevailing  attitudes  in  these  families.’  First,  all  members  of 
the  family,  including  parents,  accepted  the  addict  as  in- 
ferior; second,  the  addict  was  felt  to  be  different  and  not  a 
real  part  of  the  family;  and  third,  he  was  considered  a failure 
because  he  was  unable  to  attain  parental  standards  of 
achievement.  These  attitudes  persistently  undermined  the 
self-esteem  of  the  addict. 

The  self-sufficiency  of  the  addict  is  impeded  by  his  or  her 
habitual  reliance  on  parents  to  solve  problems,  by  the  par- 
ents’ acceptance  of  this  dependence,  and  by  the  parents’ 
unwillingness  to  help  the  addict  develop  his  or  her  own 
skills  and  initiative.  The  addict’s  social  development  often  is 
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disrupted  by  a pattern  of  “conning”  or  manipulating  ac- 
cepted as  normal  by  the  addict's  family.  Little  and  Pearson 
believe  that  there  commonly  is  an  addict-forming  relation- 
ship between  the  addict  and  another  member  of  his  or  her 
family  encouraging  or  perpetuating  the  addiction.  The  role 
is  comparable  to  the  "enabler”  in  the  alcoholic  family. 

Another  interesting  concept  about  the  addict  and  his  fa- 
mily was  developed  by  Stanton.  He  states  that  the  high 
mortality  rate  among  drug  addicts  is  seen  as  a suicidal 
phenomenon  with  a family  basis. The  death  wish,  or  the 
instruction  for  the  addict  to  die,  quite  often  is  expressed 
clearly  by  the  family  which  places  him  in  the  role  of  martyr 
and  savior.  His  death  is  seen  as  a cleansing  sacrifice  in 
which  he  is  a willing  participant.  Our  experience,  indicates 
that  this  is  an  infrequent  occurence  since  we  are  aware  of 
only  two  possible  suicides  in  six  years;  when  this  concept 
was  discussed  with  several  of  our  clients,  however,  they 
readily  admitted  that  they  felt  that  this  family  attitude  was 
common. 

Because  it  is  apparent  to  us  that  the  family  is  the  basic 
training  ground  for  deviant  behavior,  we  believe  that  for  any 
method  of  therapy  to  succeed,  the  family  must  be  brought 
into  the  treatment  process.  Ackerman  in  1958  stated  that 
the  family  and  community  should  participate  in  treatment 
for  adolescent  psychopathic  conduct.  Kambach  states  that 
item  analysis  of  Minnesota  Multiphasic  Personality  Inven- 
tory profiles  indicates  that  social  deviance  is  an  incorpo- 
rated lifestyle  extemely  resistant  to  change. The  drug  cul- 
ture provides  strong  emotional  support  to  the  addict;  this 
must  be  replaced  by  equally  strong  support,  if  the  addict  is 
expected  to  transfer  his  allegiance. 

No  one  feels  that  treatment  of  drug  abuse  is  primarily  a 
process  of  helping  the  family  become  “unstuck,”  thereby 
freeing  the  individual  and  family  energy  for  self  develop- 
ment and  growth  rather  than  expending  it  to  maintain  rigid 
patterns. 

The  Addict's  View  of  Self 

Addicts  regularly  deny  they  are  mistreated  by  parents  and 
become  very  defensive  if  parents  are  criticized;  they 
minimize  parental  influence  in  their  pathology,  possibly  be- 
cause their  self-esteem  relies  on  pride  of  family — pride 
they  can’t  bear  to  have  destroyed.  Another  possible  reason 
is  Berliner’s  concept  that  the  young  preaddict  misidentifies 
parental  criticism,  hostility,  and  maltreatment,  as  a form  of 
pleasure,  and  for  the  rest  of  his  life  constantly  reenacts  the 
original  distortion;  in  other  words,  he  accepts  hate  as  love.^ 


An  addict  also  assumes  a parental  or  protective  role  in  the 
original  family  and  is  highly  protective  of  parents  and  sibl- 
ings. Sometimes  he  senses  that  his  “sickness”  is  holding 
the  family  together,  in  a bizarre  way,  and  he  resists  rehabili- 
tation for  fear  of  breaking  up  the  family.  The  addict  in  this 
type  of  family  is  always  falling  short,  reenacting  his  own 
guilt-ridden,  depressed,  ineffective,  powerless  role  in  the 
family  whether  in  or  out  of  treatment. 

From  its  beginning  ten  years  ago,  the  TOUCH  Program 
has  attempted  to  deal  with  the  family.^s  Whenever  the  wife 
and/or  the  mother  could  be  persuaded  to  come  to  the 
classes,  the  addict  made  progress  faster  and  was  more 
likely  to  stay  in  the  program  and  abide  by  the  rules.  We  have 
learned  that  when  both  the  addict  and  the  spouse  are  in- 
volved, they  grow  together.  Even  the  children  have  classes 
three  times  weekly,  since  they  are  at  high  risk  to  become 
carbon  copies  of  the  addicted  parent.  We  are  attempting  to 
develop  a purpose  in  the  child,  with  the  goal  of  improving 
his  self-esteem. 

Patterns  in  Rehabilitation 

Because  the  TOUCH  Program  is  a Methadone  mainte- 
nance program,  we  have  a medical  orientation,  but  experi- 
ence has  convinced  us  that  successful  long-term  rehabilita- 
tion does  not  rely  upon  drug  therapy  alone. Methadone,  if 
used  properly,  can  be  a useful  tool,  but  a means  to  an  end 
rather  than  the  end  itself.  Like  most  programs,  detoxifica- 
tion is  emphasized,  but  not  until  it  is  felt  that  the  addict  can 
cope  without  the  drugs.  It  is  no  secret  that  for  an  addict  to 
sustain  abstinence,  a complete  transformation  must  take 
place  in  his  life:  new  friends,  new  attitudes,  new  goals,  and 
a different  lifestyle.  Growth  of  personality  must  occur  with 
an  increased  sense  of  well  being.  At  TOUCH  it  is  felt  that 
these  goals  can  be  accomplished  in  a Christian  atmos- 
phere, using  the  Bible  as  a counseling  guide. 

Blum,  in  assessing  the  risk  of  drug  use  in  families,  found 
that  the  low-risk  family  stressed  obedience,  respect,  love  of 
parents,  self-control,  and  belief  in  God.'* 

At  TOUCH  it  is  felt  that  a strong  family  built  around  a faith 
in  God  will  protect  the  addict  as  he  tries  to  find  his  place  in 
the  “straight”  world. 2®  Psychological  counseling  also  is 
used  as  indicated  to  help  solve  problems  and  better  inte- 
grate the  family.  Mothers  are  counseled,  but  they  have 
been  resistant  to  accept  their  role  in  the  problem.  The  fa- 
mily is  counseled  with  regard  to  its  role  in  perpetuating  the 
addiction  process  and  is  encouraged  to  participate  actively 
in  achieving  the  rehabilitation  of  the  addict.  The  program,  at 
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times,  serves  as  a surrogate  parent  to  help  the  client  ma- 
ture emotionally.  Love  needs  to  be  shared  to  break  down 
the  deep-seated  defense. 

We  have  been  carefully  evaluating  the  past  six  years  of 
work  during  which  we  have  enrolled  360  addicts  and  many 
wives  and  children.  Fifty-four  (15%)  abandoned  opiates. 
Forty-six  percent  stayed  in  the  program  less  than  two 
months,  so  those  who  detoxified  were  from  the  remaining 
54%.  Of  those  who  were  active  in  the  program  for  six 
months  or  more,  about  one-half  detoxified,  and  about  half 
of  those  remained  drug-and  alcohol-free  for  more  than  six 
months.  We  have  evidence  that  about  25  continue  to  abs- 
tain. Our  follow-up  work  is  not  complete  yet. 

Conclusions 

Treatment  of  drug-dependent  clients  requires  dramatic 
transformation  of  their  lifestyles,  including  changes  in  fa- 
mily member  relationships.  To  initiate  such  change,  the 
family — spouse  and  parents — should  be  included  in 
therapy.  The  rehabilitative  process  might  serve  as  surro- 
gate parent,  and  therapists  should  insist  that  the  client 
leave  his  or  her  home  during  therapy,  unless  the  parents 
participate  in  rehabilitation. 

The  recovery  program  should  include  consistently  ad- 
ministered discipline  without  punishment  or  rejection  of  the 
patient. 

Finally,  standardized  evaluative  criteria  are  needed  to 
determine  effectiveness  of  various  treatment  modalities. 
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Cellular  o^genation  and  metabolism  during 
ischemia  in  gastric  mucosa 

Dinesh  K.  Garg,  BS 


The  effects  of  comparable  grades  of  gastric  ischemia  in- 
duced either  by  intraarterial  infusion  of  vasopressin  or  by 
tourniquet  occlusion  of  the  arterial  supply  were  assessed  in 
12  anesthetized  dogs.  An  ultramicroelectrode  technique 
was  used  to  determine  intracellular  oxygen  tension  and 
transmembrane  potential  difference  in  mucosal  epithelial 
cells;  total  gastric  oxygen  consumption  was  calculated  as 
the  product  of  total  gastric  blood  flow  and  arteriovenous 
oxygen  content  difference.  At  equivalent  grades  of  gastric 
ischemia,  the  tourniquet  method  reduced  oxygen  tension 
and  potential  difference  significantly  more  than  the  vaso- 
pressin method.  Conversely,  total  gastric  oxygen  consump- 
tion was  significantly  inhibited  by  vasopressin  ischemia,  but 
not  by  tourniquet  ischemia,  at  50%  and  25%  of  baseline 
gastric  blood  flow.  The  results  suggest  that  during  tour- 
niquet ischemia,  blood  flow  in  the  stomach  is  redistributed 
away  from  the  mucosal  epithelium.  Vasopressin,  on  the 
other  hand,  maintains  mucosal  oxygenation  and  metabo- 
lism relatively  well,  possibly  at  the  expense  of  total  gastric 
oxygen  consumption.  We  conclude  that  the  two  methods  of 
producing  gastric  ischemia  should  not  be  used  inter- 
changeably to  study  gastric  mucosal  ulceration  during  se- 
vere stress  states. 


To  study  the  pathogenesis  of  acute  gastric  mucosal  ulcera- 
tion following  severe  stresses,  previous  investigators  have 
used  hemorrhagic  shock,®  ® arterial  occlusion,^  and  vaso- 
pressin infusion®  '’’^  in  various  experimental  models  to  pro- 
duce gastric  ischemia.  The  assumption  has  been  that 
comparable  grades  of  ischemia,  regardless  of  which  meth- 
od is  used,  will  have  similar  effects  on  tissue  metabolism 
and  that  the  experimental  methods  may  therefore  be  used 
interchangeably.  This  assumption  has  never  been  proven. 

This  study  was  designed  to  answer  the  question:  Does 
the  mechanism  of  ischemia  influence  the  distribution  and 
utilization  of  oxygen  within  the  stomach?  We  have  de- 
veloped an  experimental  model^  which  combines  con- 
ventional methods  for  determining  total  gastric  blood  flow 
and  oxygen  consumption  with  an  ultramicroelectrode  tech- 
nique for  measuring  intracellular  oxygen  tension  (pOz)  and 
membrane  potential  difference  (PD)  in  the  in  vivo  canine 
stomach.  Employing  this  model,  we  compared  alterations 
in  mucosal  oxygenation  and  membrane  potential  and  total 
gastric  oxygen  consumption  during  comparable  grades  of 
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gastric  ischemia  produced  by  vasopressin  infusion  and 
tourniquet  compression  of  the  arterial  supply. 

Methods 

The  methods  summarized  here  have  been  described  in  de- 
tail elsewhere.2 

Twelve  mongrel  dogs  of  either  sex  weighing  12  to  16  kg 
were  fasted  for  24  hours  and  then  anesthetized  with  in- 
travenous pentobarbital  sodium  (30  mg/kg  body  weight). 
The  dogs  were  intubated  and  ventilated  with  room  air  at  a 
rate  of  120  ml/kg/min.  Systemic  arterial  blood  pressure  was 
monitored  continuously  using  a strain  guage  transducer 
(Hewlett-Packard)  connected  via  a saline-filled  catheter  to 
a femoral  artery.  Both  femoral  veins  and  the  contralateral 
femoral  artery  were  cannulated  for  later  use.  Rectal  tem- 
perature was  kept  close  to  37  degrees  centigrade  with  a 
warming  blanket.  Through  a midline  incision  the  spleen 
was  removed,  and  a flap  of  stomach  from  the  oxyntic  gland 


1.  Diagram  of  the  ultramicroelectrode  used  to  measure  mucosal  oxy- 
gen tension  and  electrical  potential  difference. 
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area  placed  on  the  splenic  vessels  was  secured  between 
rings  of  a lucite  chamber.  The  gastric  mucosa  was  bathed 
with  isotonic  saline  solution  at  37  degrees  centigrade. 

Hemodynamic  parameters  were  measured  to  determine 
the  effects  of  graded  tourniquet  ischemia  (six  dogs)  and 
vasopressin-induced  ischemia  (six  dogs)  on  mucosal  pOj 
and  PD  and  total  gastric  oxygen  consumption.  Blood  flow  to 
the  chambered  stomach  was  measured  with  an  elec- 
tromagnetic flow  transducer  (Micron  Instruments,  of  2.5 
mm  internal  diameter)  fitted  around  the  splenic  artery  and 
connected  to  a blood  flow  amplifier  (Micron  Instruments). 
The  measured  blood  flow  perfused  only  the  segment  of 
chambered  stomach.  To  determine  the  arteriovenous  oxy- 
gen content  difference  across  the  flap  of  stomach,  a 
femoral  artery  and  one  of  the  splenic  veins  draining  the 
stomach  flap  were  cannulated;  the  dogs  were  given  sodium 
heparin  (30  mg)  intravenously  for  anticoagulation,  and  the 
arteriovenous  oxygen  content  difference  was  measured 
continuously  with  a photoelectric  analyzer  (Oxford  Instru- 
ment Company).  Oxygen  consumption  in  ml/min/100  g of 
tissue  was  calculated  as  the  product  of  blood  flow  and  ar- 
teriovenous oxygen  content  difference.  All  measurements 
were  recorded  continuously  on  a polygraphic  recorder 
(Hewlett-Packard). 

Measurement  of  Intracellular  pOj  and  PD 

Ultramicroelectrodes  were  constructed  and  calibrated  by 
the  technique  of  Whalen  and  associates.’®  " Glass  capillary 
tubes  were  filled  to  half  their  length  with  a molten  alloy  of 
Wood’s  metal  and  gold  and  kept  at  300  degrees  centigrade 
for  several  hours.  The  glass  tube  then  was  pulled  out  in  a 
vertical  pipette  puller  (Stoelting  Company)  to  a tip  of  1 to  2yi. 

The  tip  was  beveled  (Fig  1)  on  a rotating  bronze  drum 
covered  with  a thin  layer  of  fine  diamond  dust.  A 15  to  30 
recess  was  made  in  the  tip  and  a thin  layer  (7  to  15/li  thick)  of 
gold  was  electroplated  on  the  metal  in  the  recess.  The  final 
7 to  15/i.  section  of  the  recess  was  filled  with  Rhoplex,  a 
collodion-like  substance  permeable  to  oxygen.  A Ag-AgCI 
reference  electrode  was  prepared  by  depositing  AgCI  on 
silver  wire. 

Calibration  of  the  Oxygen  Electrode 

The  tips  of  the  oxygen  electrode  and  the  reference  elec- 
trode were  placed  in  air-equilibrated  0.9%  saline  solution  at 
an  applied  potential  of  0.7  or  0.8V,  and  the  current  was 
measured  with  an  electrometer  amplifier  (Keithley  Instru- 
ments). Fresh  0.9%  saline  at  37  degrees  centigrade  was 
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2.  Effect  of  vasopressin-  and  tourniquet-induced  ischemia  on  gastric 
mucosal  intracellular  pOi.  Each  point  represents  the  mean  (±  SEM)  of  six 
experiments.  Asterisks  indicate  that  mean  intracellular  pOj  values  lor 
each  group  are  significantly  (p<0.01 ) different  from  each  other  at  50% 
and  25%  of  control  gastric  blood  flow.  Control  values  were  not  signifi- 
cantly different  from  each  other. 
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3.  Effect  of  vasopressin-  and  tourniquet-induced  ischemia  on  gastric 
mucosal  intracellular  PD.  Each  point  represents  the  mean  (±  SEM)  of  six 
experiments.  Asterisks  indicate  that  mean  intracellular  PD  values  lor 
each  group  are  significantly  (p<0.05)  different  from  each  other  at  50% 
and  25%  of  control  gastric  blood  flow.  Control  values  were  not  signifi- 
cantly different  from  each  other. 
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circulated  through  the  encite  chamber  via  a filter  at  a flov\/ 
rate  of  8 ml/min.  Compressed  air  was  constantly  bubbled 
through  the  chamber  to  aerate  the  saline  solution.  The  oxy- 
gen current  was  measured  in  the  saline  and  assumed  to 
represent  a partial  pressure  of  oxygen  equal  to  20.9%  of 
barometric  pressure,  less  the  water-vapor  pressure. 

Nonrespiring  brain  tissue,  prepared  by  freeze-drying  a 
slice  of  rat  brain  for  two  weeks,  was  soaked  in  0.9%  saline 
solution  at  room  temperature  for  two  hours.  Zero  calibration 
was  obtained  by  moving  the  electrode  from  the  aerated 
saline  into  the  rat  brain  using  a micromanipulator  (Stoelting 
Company). 

To  determine  the  intracellular  p02  and  PD  in  the  surface 
epithelium  of  the  exposed  gastric  mucosa,  we  replaced  the 
lucite  chamber  used  to  calibrate  the  electrode  with  the  lu- 
cite  chamber  containing  the  in  situ  dog  stomach.  The  Ag- 
AgCI  reference  electrode  was  placed  against  the  mucosa, 
and  using  the  micromanipulator,  the  previously  calibrated 
electrode  was  lowered  into  the  gastric  mucosa.  To  be  sure 
that  the  electrode  tip  was  placed  within  the  cell,  we  con- 
nected the  microelectrode  to  the  electrometer  amplifier 
through  a potentiometer  for  recording  membrane  poten- 
tials. When  the  potential  increased  abruptly  to  greater  than 
-40mV  we  considered  the  electrode  tip  was  inside  the 
cell.®  The  circuits  then  were  switched  to  the  current  mode 
and  oxygen  tension  was  recorded  at  the  same  applied  vol- 

4.  Change  in  total  oxygen  consumption  by  the  stomach  during  graded 
ischemia^  Each  point  represents  the  mean  (±SEM)of  six  experiments. 
Asterisks  indicate  that  mean  total  oxyen  consumption  values  for  each 
group  are  significantly  (p<0.001 ) different  from  each  other  at  50%  and 
25%  of  control  gastric  blood  flow.  Control  values  were  not  significantly 
different  from  each  other. 
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tage  as  used  during  calibration. 

Graded  ischemia  of  the  chambered  stomach  was  pro- 
duced either  by  tourniquet  compression  of  the  splenic  ar- 
tery distal  to  the  flow  transducer  or  by  the  selective  in- 
traarterial infusion  of  vasopression  at  doses  required  to 
achieve  comparable  decreases  in  total  gastric  blood  flow. 
Measurements  of  mucosal  pOj  and  PD  were  made  alter- 
nately within  the  same  mucosal  cell  during  the  control  pe- 
riod and  during  50%  and  75%  reduction  in  splenic  artery 
flow.  Measurements  were  taken  at  each  level  of  ischemia 
after  flow  had  stabilized.  Three  consecutive  readings  of  in- 
tracellular pOj  and  PD  then  were  taken  over  a five-minute 
period,  and  the  average  was  used  as  the  representative 
value.  Values  usually  varied  less  than  ± 5%  at  each  level  of 
ischemia. 

For  each  group,  the  mean  ( ± standard  error  of  the  mean) 
value  for  each  measured  parameter  was  determined  for 
each  step  change  in  blood  flow.  To  determine  significant 
differences  between  tourniquet  and  vasopressin-induced 
ischemia,  the  means  for  each  group  were  compared  using 
the  paired  Student's  t-test.  A p value  less  than  0.05  was 
considered  significant.  Regression  lines  were  constructed 
by  the  method  of  least  squares. 

Results 

Arterial  blood  pressure  remained  relatively  constant  in  the 
two  groups  of  dogs  throughout  the  experiment:  mean  val- 
ues of  123.7 ± 2.6  mm  Hg  for  vasopressin  ischemia  and 
1 19.0±  4.2  mm  Hg  for  tourniquet  ischemia.  A transient  sys- 
tolic hypertension  occurred  in  the  initial  period  of  vasopres- 
sin infusion,  but  the  blood  pressure  returned  to  baseline 
value  within  45  minutes. 

In  dogs  subjected  to  mechanical  tourniquet  ischemia, 
the  control  values  were:  gastric  blood  flow,  99.6 ± 2.9  ml/ 
min/100  gm  tissue;  mucosal  intracellular  pOz,  15.0  ± 0.6 
mm  Hg;  mucosal  PD,  -50.8  ± 1.5  mV;  and  total  oxygen 
consumption,  2.5±  0.1  ml/min/100  gm.  In  vasopressin- 
infused  dogs  the  control  values  were  gastric  blood  flow, 
104. 2±  2.5  ml/min/100  gm;  musocal  intracellular  p02, 

14. 7±  0.7  mm  Hg;  mucosal  PD,  -55. 5±  2.3  mV;  and  total 
oxygen  consumption,  2.8 ± 0.1  ml/min/100  gm. 

When  gastric  blood  flow  was  reduced  to  50%  of  control 
values,  intracellular  pOj  (Fig  2)  and  PD  (Fig  3)  were  signifi- 
cantly (p<0.05)  lowered  in  the  tourniquet  group  (12.0 ± 0.4 
mm  Hg;  -45.3  ± 1.5  mV,  respectively),  but  not  in  the  vaso- 
pressin group  (13.9  ± 0.7  mm  Hg;  -50.8  ± 2.0  mV,  respec- 
tively). Gastric  oxygen  consumption  (Fig  4)  decreased 
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(1.8±  0.1  ml/min/100  gm)  significantly  in  the  latter  group 
and  remained  unchanged  (2.5 ± 0.1  ml/min/100  gm)  in  the 
former. 

A significantly  (p<0.05)  greater  decrease  in  mucosal  pOj 
(6.1  ± 0.2  mm  Hg)  and  PD  (-32.2  ± 1.3  mV)  occurred  at 
25%  of  control  blood  flow  in  the  tourniquet  group  as  com- 
pared with  the  vasopressin-infused  (9.3  ± 0.5  mm  Hg; 
-40.5  ± 1.7  mV,  respectively)  group  of  dogs;  again,  oxy- 
gen uptake  decreased  further  (1 .1  ± 0.0  ml/min/100  gm 
tissue)  in  the  vasopressin  group  but  did  not  change  in  the 
tourniquet  group  (2.2  ± 0.1  ml/min/100  gm). 

To  determine  if  the  method  of  inducing  ischemia  influ- 
enced the  relationship  between  intracellular  p02  and  PD, 
we  calculated  linear  regression  lines  (Fig  5)  from  the  vaso- 
pressin and  tourniquet  ischemia  data.  No  significant  dif- 
ference was  found  between  the  slopes  of  the  regression 
lines  (vasopressin,  y=0.27x-0.74;  tourniquet, 
y=0.35x-3.86).  Therefore,  the  electrical  potential  dif- 
ference as  measured  by  the  ultramicroelectrode  appeared 
to  vary  according  to  degree  of  intracellular  hypoxia.  This 
relationship  was  not  altered  by  the  different  methods  of 
producing  ischemia. 

Discussion 

The  results  of  this  study  indicate  that,  when  reductions  in 
total  flow  to  the  stomach  are  quantitatively  equivalent,  oxy- 
gen distribution  and  metabolism  are  significantly  different, 
depending  upon  the  mode  of  inducing  ischemia.  Tour- 
niquet ischemia  caused  greater  hypoxia  in  surface  epithe- 
lial cells  than  did  vasopressin  ischemia  at  equivalent  flow 
rates.  This  suggests  that,  during  tourniquet  ischemia,  the 
blood  flow  in  the  stomach  is  redistributed — away  from  the 
mucosa.  Therefore,  metabolic  and  subsequent  structural 
changes  in  the  mucosa  are  likely  to  be  more  profound  in 
occlusive  ischemia  than  in  vasopressin-induced  ischemia. 

Differences  in  total  gastric  oxygen  consumption  indicate 
that  the  methods  of  production  of  ischemia  affect  gastric 
metabolism  dissimilarly.  Oxygen  consumption  was  not  af- 
fected by  tourniquet  ischemia  until  total  flow  was  less  than 
25%  of  pre-ischemic  values.  On  the  other  hand,  vasopres- 
sin began  to  depress  oxygen  consumption  at  a 50%  reduc- 
tion flow.  Because  mucosal  oxygenation  and  electrical  po- 
tential were  higher  in  the  vasopressin  group  at  these  flows, 
we  conclude  that  total  oxygen  consumption  may  be  a mis- 
leading means  of  assessing  the  oxygen  status  of  the 
epithelium.  Our  findings  also  suggest  that  the  oxygen  con- 
sumed in  the  mucosal  epithelium  is  a relatively  small  frac- 


tion of  total  oxygen  consumption  by  the  stomach. 

The  results  shown  in  Fig  5 indicate  that  the  method  of 
ischemia  does  not  alter  the  intracellular  relationship  be- 
tween pOj  and  PD.  A linear  relationship  was  found  between 
the  measured  oxygen  within  the  cell  and  the  electromotive 
force  generated  across  the  apical  cell  membrane.  In  a 
previous  report,^  we  estimated  that  in  surface  epithelial 
cells  the  initial  oxygen  tension  at  which  the  electrical  poten- 
tial was  consistently  inhibited  averaged  9 mm  Hg  for  occlu- 
sive ischemia.  Since  the  intracellular  relationship  between 
pOz  and  PD  appears  to  be  the  same,  this  estimate  probably 
holds  for  vasopressin  as  well. 

The  capacity  to  measure  intracellular  oxygen  tension 
and  electrical  potential  in  the  in  viv  o gastric  mucosa  adds  a 
new  dimension  to  the  investigation  of  the  stomach.  For  the 
first  time,  oxygen  availability  within  the  mucosa  can  be 
measured  quantitatively  rather  than  estimated  by  indirect 
clearance  techniques.^  In  the  future,  direct  measurements 
of  mucosal  epithelial  oxygenation  should  be  made  to  de- 
termine important  interrelationships  between  flow  and 
oxygenation  within  the  mucosa  of  the  gastrointestinal  tract. 

Epithelial  cells,  such  as  those  which  line  the  renal 
tubules,  intestinal  mucosa,  bladder,  gallbladder,  and  skin, 
commit  much  of  their  metabolic  energy  to  the  active  trans- 
port of  sodium  which  is  responsible  for  the  PD  across  the 
epithelium.  Our  finding  that  there  is  a close  correlation  be- 
tween intracellular  p02  and  the  PD  between  the  inside  of 


5.  A plot  of  intracellular  pOi  versus  intracellular  PD  data  during  vaso- 
pressin- and  tourniquet-induced  gastric  ischemia.  Regression  lines 
were  calculated  with  least-squares  technique.  There  is  no  significant  dif- 
ference between  the  lines. 
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these  cells  and  the  outside  is  consistent  with  the  preceding 
concepts  and  suggests  that  measurement  of  intracellular 
pOi  or  transcellular  PD  may  be  the  best  index  of  gastric 
mucosal  epithelial  viability  in  severe  stress  states  which 
lead  to  ulceration  of  the  lining  of  the  stomach. 
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Staggering  results  vs.  staggering  results. 


There  are  two  ways  to  look  at  alcohol  addic- 
tion. One  way  is  to  view  the  alcoholic  as  a 
disgrace  to  himself  and  his  family.  The  breath 
mints,  the  hidden  bottles,  the  excuses  to  his 
family  become  dwarfed  by  the  effect  alcohol 
is  having  on  him. 

He  begins  falling  down  on  the  job,  his  re- 
sponsibilities — praying  he  won't  fall  down 
in  front  of  his  family. 

The  other  is  to  realize  that  alcohol 
addiction  is  a medical  problem.  Not 
a mental  or  moral  one.  The  alcoholic 
should  feel  no  more  ashamed  about 


seeking  help  for  his  drinking  than  a diabetic 
would  feel  shame  about  watching  his  diet. 

Schick's  Shadel  Hospital  in  Fort  Worth, 
Texas,  has  shown  staggering  results  in  com- 
bating alcohol  addiction.  An  independent 
research  firm  has  credited  Schick's  Shadel  with 
a 62%  success  rate.  And  Schick's  Shadel's 
counter-conditioning  makes  it  possible. 

Hiding  the  problem  is  no  solution. 
Call  or  write  to  Schick's  Shadel 
Hospital  today  to  find  out  more  on 
their  staggering  results.  There're  no 
two  ways  about  it. 


Schick’s 

Shadel 

Hospital 


4101  Frawley  Drive  Fort  Worth,  Texas  76118  (817)  284-9217 
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They’re  not  all  alike. 

A new  pamphlet  from  TMA  helps  patients 
understand  the  complex  story  of  drug  selec- 
tion. You  can  use  the  concise  pamphlet  to 
explain  that  you  do  not  always  prescribe  the 
least  expensive  drug  because  it  isn’t  always 
the  best. 


The  attractive  pamphlet  is  useful  in  state- 
ments, waiting  rooms  and  discussions  with 
your  patients. 

Fill  out  the  coupon  today  for  a free  sample 
or  supplies  of  “An  Important  Message  from 
Your  Physician  about  Prescription  Drugs.’’ 


AN 
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MESSAGE 
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YOUR 

PHYSICIAN 

ABOUT 

PRESCRIPTION 


DRUGS 


Order  your  patient  education  pamphlets  today 


Please  send,  free  of  charge  (fill  out  only  one  blank): 

a sample  copy  of  “An  Important  Message  from  Your 

Physician  about  Prescription  Drugs.” 

copies  of  the  pamphlets. 

(No.) 

Please  print: 

Name 


Address 
City 


-State. 


.Zip. 


Mail  to:  Communication  Dept.,  Texas  Medical  Association, 
1801  N.  Lamar,  Austin,  Tex  78701. 
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• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


A reminder 

ZYlOPraM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
dru^  and  strict  attention  should  be  given  to  the 
indications  lor  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim’  (allopurinol)  Is  intended  for: 

1.  treatment  o(  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout, 

3 treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

A.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 
CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  Instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  Irreversible  hepatotoxicity  and  death. 

A tew  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  In  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim.  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis 

In  patients  receiving  Purinethol®  (mercapto- 
purlne)  or  Imuran*’  (azathloprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathloprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  tborapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age: 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  If  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  In  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a dally  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or. 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal:  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular:  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  ^loprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  “Toxic  " 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yli  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting. 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  pur  local  B.  W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML. 
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Why  use  a 

Management 
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DEATHS 


K.  Heaney  Heymann 

Kathryn  Heaney,  MD,  a native  and  life-time  resident  of  Cor- 
pus Christi,  died  May  19, 1979.  A member  of  Nueces 
County  Medical  Society,  Dr  Heaney,  67,  practiced  obstet- 
rics and  gynecology  until  her  retirement  in  1966. 

She  was  a graduate  of  the  University  of  Tulsa  and  Baylor 
University  College  of  Medicine.  After  an  internship  at  the 
Hospital  for  Women  in  Baltimore,  Md,  Dr  Heaney  held 
residencies  at  the  Chicago  Lying-In  Hospital. 

Survivors  include  her  husband,  Hans  E.  Heymann,  MD, 
Corpus  Christi;  sons,  Peter  Heymann,  Houston;  Stephen 
Heymann,  San  Antonio;  and  John  Heymann,  Corpus 
Christi;  grandsons,  Mike  Heymann,  Houston,  and  John 
Heymann,  San  Antonio;  brothers,  Gordon  Heaney,  MD, 
Corpus  Christi,  and  Jack  Heaney,  MD,  San  Antonio;  and 
sister,  Mrs  William  F.  White,  Corpus  Christi. 

J.  W.  King 

Joe  Wesley  King,  MD,  a specialist  in  sports  injuries,  died 
June  6, 1979  in  Houston.  Dr  King,  64,  served  as  chief  of 
orthopedic  surgery  at  Methodist  Hospital  for  22  years  until 
his  retirement  in  1976,  and  was  head  of  the  orthopedic 
surgery  division  at  Baylor  University  College  of  Medicine. 
He  was  president  of  the  American  Orthopedic  Society  for 
Sports  Medicine  and  the  Clinical  Orthopedic  Society,  Inc.  In 
1969,  he  received  the  American  College  of  Surgeons 
Award  on  Spectacular  Problems  in  Surgery. 

Born  in  Shannon,  Miss,  Dr  King  was  a 1938  graduate  of 
the  University  of  Tennessee  College  of  Medicine.  He  com- 
pleted an  internship  at  John  Gaston  Hospital,  Memphis;  a 
fellowship  in  orthopedic  surgery  at  Ochsner  Foundation, 
New  Orleans;  and  a residency  in  orthopedics  at  the  Shrin- 
ers  Hospital  for  Crippled  Children,  Houston. 

Survivors  include  his  wife,  Olive  Black  King,  Houston, 
Tex;  daughters,  Kay  Douglas,  Houston,  and  Carol  Farris, 
Donna,  Tex;  and  son,  Joe  W.  King,  Jr,  Austin. 

C.  L.  Martin 

Charles  Louis  Martin,  MD,  85,  honorary  member  and  past 
president  of  the  Dallas  County  Medical  Society,  died  on 
May  4, 1979.  Dr  Martin  was  a past  president  of  the  Ameri- 
can Roentgen  Ray  Society  and  the  American  Radium  So- 
ciety, and  a past  vice-president  of  the  American  College  of 
Radiology. 

The  son  of  Dr  J.  M.  Martin,  Dr  Charles  Martin  was  born  in 
Massey,  Tex,  and  moved  to  Dallas  in  1904.  After  graduating 
from  The  University  of  Texas,  he  entered  Harvard  Univer- 


sity Medical  School  where  he  received  his  medical  degree 
in  1919.  He  became  the  second  radiological  resident  at 
Massachusetts  General  Hospital.  He  returned  to  Dallas  in 
1920  to  begin  a long  service  as  radiologist  at  Baylor  Univer- 
sity Medical  Center  in  a department  established  by  his  fa- 
ther. In  1943  Dr  Martin  became  professor  of  radiology  at  the 
new  Southwestern  Medical  College  and  was  later  named 
emeritus  professor,  department  of  radiology,  at  The  Uni- 
versity of  Texas  Health  Science  Center  at  Dallas. 

Survivors  include  his  wife,  Mabelle  Ober  Martin,  and  son, 
James  A.  Martin,  MD,  both  of  Dallas;  three  grand- 
daughters, and  four  great-grandchildren. 

C.  K.  Mills 

Charles  Kelley  Mills,  MD,  77,  a Gainesville  ophthalmol- 
ogist and  past  president  of  the  Cooke  County  Medical 
Society,  died  May  9, 1979. 

A native  of  Boonville,  Ind,  Dr  Mills  received  his  doctor  of 
medicine  degree  from  Indiana  University  School  of 
Medicine  in  1926  and  then  completed  postgraduate  training 
in  ophthalmology  at  the  University  of  Pennsylvania.  He 
practiced  in  San  Saba,  Tex,  in  Pennsylvania,  Michigan,  and 
California,  and  in  McAlester,  Okla,  before  moving  to 
Gainesville  in  1946.  During  World  War  II,  Dr  Mills  served  as 
a lieutenant  colonel  at  Beaumont  General  Hospital. 

Surviving  Dr  Mills  are  his  wife,  Nell  Skaggs  Mills, 
Lindsay,  Tex;  daughters,  Carolyn  Higgins,  Cleburne,  Tex, 
and  Judy  Wysong,  El  Paso;  and  five  grandchildren. 

H.  J.  Mitchell 

Harry  James  Mitchell,  MD,  a member  of  Dallas  County 
Medical  Society,  died  May  16, 1979.  He  was  61. 

Dr  Mitchell,  a native  of  Houston,  attended  Hardin- 
Simmons  University  in  Abilene  before  entering  Baylor  Uni- 
versity College  of  Medicine.  After  graduation  in  1942,  he 
completed  a one-year  rotating  internship  at  Baylor  Univer- 
sity Medical  Center.  During  World  War  II,  Dr  Mitchell  served 
in  the  US  Medical  Corps,  attaining  the  rank  of  captain.  He 
returned  to  Dallas  in  1946  to  practice  general  surgery  and 
gynecology. 

Survivors  include  his  wife,  Grace  Bradberry  Mitchell,  Dal- 
las; mother,  Lina  Davis,  Andrews,  Tex;  and  sister,  Mary 
Frances  Clayton,  Houston. 
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G.  F.  Rumer 

Geroge  Francis  Rumer,  MD,  61,  a retired  Army  colonel  and 
member  of  Bexar  County  Medical  Society,  died  May  2, 
1979. 

Dr  Rumer,  a native  of  Reading,  Penn,  earned  a bachelor 
of  science  degree  from  Pennsylvania  State  University  and 
his  doctor  of  medicine  degree  from  Jefferson  Medical  Col- 
lege in  1943.  He  interned  at  Saint  Joseph  Hospital  in  Read- 
ing, Penn,  before  entering  the  US  Army  Medical  Corps  in 
1944.  During  1964-1965,  Dr  Rumer  was  surgeon  forthe  US 
Military  Assistance  Command  in  Vietnam  and  later  served 
with  the  US  Army  Medical  Command  in  Europe.  In  1970  he 
was  named  director  of  the  department  of  medicine  and 
surgery  at  the  Army  Medical  Field  Service  School,  Brooke 
Army  Medical  Center.  Upon  retirement  from  the  Army  in 
1 971 , Dr  Rumer  joined  the  San  Antonio  Metropolitan  Health 
District  as  a public  health  physician  and  in  1973  was  named 
director  of  communicable  disease  control  for  the  district. 

Survivors  include  his  wife,  Virgene  Fraser  Rumer,  San 
Antonio;  daugher,  Judith  Ann  Feagins,  Houston;  and  three 
grandchildren. 

H.  L.  Scales,  Jr 

Hunter  Ledbetter  Scales,  Jr,  MD,  a past  president  of  the 
Cameron-Willacy  County  Medical  Society,  died  April  28, 
1979.  He  was  68. 

Dr.  Scales  was  born  in  Starkville,  Miss,  and  attended 
public  schools  there.  He  attended  the  University  of 
Mississippi  and  received  a bachelor  of  science  degree  from 
Mississippi  State  University  in  1932.  In  1936  he  was 
graduated  from  Vanderbilt  University  School  of  Medicine 
and  then  served  an  internship  there.  Dr  Scales  practiced  in 
Starkville  before  moving  to  San  Benito,  Tex,  where  he 
served  as  chief  of  staff  at  Dolly  Vinsant  Memorial  Hospital. 
He  retired  in  1976  and  moved  back  to  Starkville  in  1977. 

Surviving  Dr  Scales  are  his  wife,  Mary  Hearon  Scales, 
Starkville;  son.  Hunter  Ledbetter  Scales  IV,  San  Benito; 
daughters,  Virginia  Scales  Lowe,  Jackson,  Miss;  Dabney 
Scales  Broussard,  and  Katherine  Scales,  both  of  Houston; 
three  brothers;  and  four  grandchildren. 

S.  C.  Walker 

Sidney  Columbus  Walker,  MD,  83,  an  honorary  member 
and  past  president  of  the  Austin-Grimes-Waller  County 
Medical  Society,  died  April  29,  1979. 

A resident  of  Hempstead,  Tex,  for  48  years.  Dr  Walker 
served  as  the  town’s  mayor  for  40  years.  He  was  born  in 


Buckholts,  Tex,  and  received  his  medical  education  at  UT 
Medical  Branch.  After  graduating  in  1939,  he  remained  in 
Galveston  to  complete  an  internship  at  John  Sealy  Hospi- 
tal. Dr  Walker  moved  to  Hempstead  in  1930. 

Survivors  include  his  wife,  Laura  Betka  Walker, 
Hempstead;  daughters,  Sara  Kay,  Ann  Arbor,  Mich,  and 
Gale  Baird,  San  Marcos;  sister.  Pearl  Satterwhite;  and 
three  grandchildren. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


K.  H.  HEYMANN 
Corpus  Christi,  1911-1979 

J.  W.  KING 
Houston,  1915-1979 

C.  L.  MARTIN 
Dallas,  1893-1979 

C.  K.  MILLS 
Gainesville,  1901-1979 


H.  J.  MITCHELL 
Dallas,  1917-1979 

G.  F.  RUMER 

San  Antonio,  1918-1979 

H.  L.  SCALES,  JR 
San  Benito,  1911-1979 

S.  C.  WALKER 
Hempstead,  1896-1979 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1 ,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 
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A character 


all  its  own. 


Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains;  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valium*® 

diazepam/Roche 

2-mg,  5-mg,  lO  mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2V2  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children:  1 to  2y2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 
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Hobbs  D:  Detox  Centres:  The  Alternative.  Toronto,  Addic- 
tion Research  Foundation,  audiorecording,  1 cassette,  14 
minutes,  1976. 

Kassirer  R:  Family  Therapy.  Toronto,  Addiction  Research 
Foundation,  audiorecording,  1 cassette,  22  minutes,  1976. 

Michael  K:  Counseling  the  Children  of  Alcoholics.  Toronto, 
Addiction  Research  Foundation,  audiorecording,  1 cas- 
sette, 26  minutes,  1976. 

Reichle  FA:  Diagnosis  and  Management  of  the  Diabetic 
Lower  Extremity,  Part  1:  The  Severely  Ischemic  Lower  Ex- 
tremity Associated  with  Major  Arterial  Occlusion.  New 
York,  Medcom,  41  slides;  audiorecording,  1 cassette,  31 
minutes,  1978. 

Reichle  FA:  Diagnosis  and  Management  of  the  Diabetic 
Lower  Extremity,  Part  2:  Ulceration  and  Gangrene.  New 
York,  Medcom,  41  slides;  1 cassette,  28  minutes,  1978. 
Smith  D:  Fetal  Alcohol  Syndrome.  Wilmette,  III,  Films  In- 
corporated, 16  mm  motion  picture,  1 reel,  13  minutes,  1975. 


Volume  75  September  1979 


Friday  and  Satinday 


ijOcto^  19  snd  20,:19^ 
: St  Elizabeth  Hospital 
Texas 


e 


Education  of  primary  care  physicians,  family 
practitioners  and  internist;  and  updated  1979 
diagnosis  and  treatment  of  coronary  heart 
disease,  especially  angina  pectoris  and 
myocardial  infarction. 

Further  objectives  include  indications  and 
management  of  hypertension,  pacemakers, 
cerebrovascular  insufficiency  and  peripheral 
vascular  insufficiency. 

Analysis  of  cost  containment  and  cost 
effectiveness  in  the  treatment  of  coronary 
artery  disease. 

Charles  H.  Moore,  M.D. 

T.  A.  Lombardo,  M.D. 
Co-Directors 


Registration  Fee  — $125.00 
Registration  is  limited  to  115 

For  further  information  call 
1-713-892-7171  ext.  4704 

Or  write: 

Attention;  Dr.  T.  A.  Lombardo 
St.  Elizabeth  Hospital 
R O.  Box  5405 
Beaumont,  Texas  77702 


Tenuate^  ® 

(diethylproplon  hydrochloride  NF) 

Tenuate  Dospan"" 

(diethylproplon  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  Idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result) 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  Impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle,  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylproplon.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  anti  related  drugs  may 
be  associateii  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  werghed  against  the  potential  risks  Use  in  Children  Tenuate  Is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
tor  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias,  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellltus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  iJose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylproplon  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
terlness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Castroiniestinal : 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting. abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances, Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  parn,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylproplon  hydro- 
chloride) One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger,  Tenuate 
Dospan  (diethylproplon  hydrochloride)  controlled-release  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  Include  rest- 
lessness. tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states. Fatigue  and  depression  usually 
tollow  the  central  stimulation  Cardrovasculat  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine")  has  been  suggested  on  pharmacologic 
grounds  tor  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey.  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U S A, 

Licensor  of  Merrell" 

References:  1 . Citations  available  on  request  from  Medical  Research 
Department,  MERRELL-NATIONAL  LABORATORIES,  Cmcrnnati, 
Ohio  45215  2.  Hoekenga,  M T , O'Dlllon  (Dillon |.  R H . and  Leyland, 
HM.  A comprehensive  review  of  diethylproplon  hydrochloride  In, 
Central  Mechanisms  of  Anorectic  Drugs.  S Garattini  and  R Samanin, 
Ed  , New  York,  Raven  Press,  1978,  pp.  391-404 
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Overweight  may  not  always  be  simple... 
complications  can  develop*. 

Complicated  or  not... 


opion  hydrocnloricle  NF) 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program 

Overweight  patients  in  certain  diagnostic  categories 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the 
complications  in  some  patients.  Diethylpropion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen.  Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page. 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietaiy 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Ciinicai  effectiveness. 


The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  "...anorectic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation.'^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


‘Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases. 


Merrell 


For  prescribing  information  see  opposite  page. 


Tenuate~it  makes  sense. 

And  it’s  responsible  medicine. 


Important  data  on  the  pain  of  acute  ciistitis: 

In  B7%  of  patients 
studied  [303  of  349], 

Hzo  GantanoT  reduced 
pain  anctdr  burning 
within  24  hours’ 


A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acute  urinary  tract  infection  in 
patients  with  at  least  100,000 
colonies  per  ml  of  a sulfonamide- 
sensitive  organism,  usually  f.  coli. 

In  87%  of  patients  with  initial 
symptoms  rated  "moderate  to 
severe,”  Azo  Gantanol  therapy  re- 
sulted in  improvement  within  24 
hours. 


hrs 


Fast  pain  relief  plus  effective  antibacterial  action 

Rzq  Gantanor 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 


Before  prescribing,  please  consult  complete  pm 
uct  information,  a summary  of  which  follows: 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisi: 
(usually  £.  coli,  Klebsiella-Aerobacter,  Staphylc- 
coccus  aureus,  Preteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Ci 
fully  coordinate//!  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response 
aminobenzoic  acid  to  follow-up  culture  media,  li 
increasing  frequency  of  resistant  organisms  limt 
the  usefulness  of  antibacterials  including  sul 
fonamides.  Measure  sulfonamide  blood  levels* 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level.  ! 

Contraindications:  Children  below  age  12;  sui-  ^ 
fonamide  hypersensitivity;  pregnancy  at  term  air 
during  nursing  period;  because  Azo  Gantanol  c»d 
tains  phenazopyridine  hydrochloride  it  is  contra 
dicat^  in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy  wittiG 
disturbances. 

Warnings:  Safety  during  pregnancy  not  establiSD 
Oeaths  from  hypersensitivity  reactions,  agranui 
tosis,  aplastic  anemia  and  other  blood  dyscrasi*, 
have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  in 
dicate  serious  blood  disorders.  Frequent  CBCati 
urinalysis  with  microscopic  examination  are  rec- 
ommended during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  with  im 
paired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypoprr 
thrombinemia  and  methemoglobinemia);  allerfk 
reactions  (erythema  multiforme,  skin  eruptions, 
Stevens- Johnson  syndrome,  epidermal  necrolysii 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  pholt 
sensitization,  arthralgia  and  allergic  myocarditis 
G.l.  reactions  (nausea,  emesis,  abdominal  pan* 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  periphen 
neuritis,  mental  depression,  convulsions,  ataxu 
hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxii 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  di- 
uretics (acetazolamide,  thiazides)  and  oral  hype 
glycemic  agents,  sulfonamides  have  caused  ran 
instances  of  goiter  production,  diuresis  and  hype 
glycemia.  Cross-sensitivity  with  these  agents  m 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute, 
painful  phase  of  urinary  tract  infections.  Usual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Gu 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists 
causes  other  than  infection  should  be  sought 
After  relief  of  pain  has  been  obtained,  continue 
treatment  with  Gantanol  (sulfamethoxazole)  ma) 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-n 
dye  (phenazopyridine  HCI)  will  color  the  urine 
Supplied:  Tablets,  red,  film-coated,  each  contai 
ing  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  500. 

/ X Roche  Laboratories 

C ROCHE  > Division  of  Hoffmann-La  Roche  1/ 
X X Nutley,  New  Jersey  07110 


Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


MEETINGS  AND  CONTINUING 
EDUCATION  COURSES 


CURRENT  MEETINGS 

TEXAS  MEDICAL  ASSOCIATION.  “The  1980s:  Challenge  of  Change” 
will  be  the  theme  of  the  1979  Texas  Medical  Association  Fall  Conference 
scheduled  for  Saturday,  Sept  22,  in  Austin.  Registration  begins  at  8:30  am. 
George  T.  C.  Way,  MD,  president  of  the  Medical  Society  of  the  State  of  New 
York;  Merlin  K.  DuVal,  MD,  president.  National  Center  for  Health  Educa- 
tion; US  Representative  James  M.  Collins,  Third  Congressional  District  of 
Texas;  Tom  E.  Nesbitt,  MD,  immediate  past  president,  American  Medical 
Association;  and  C.  John  Tupper,  MD,  president  of  California  Medical  As- 
sociation are  among  the  program’s  distinguished  speakers.  Individual  and 
panel  presentations  will  focus  on  national  and  state  legislative  actions,  vol- 
untary cost  containment,  and  professional  liability. 

In  conjunction  with  the  conference,  five  continuing  medical  education 
! courses,  offering  hour-for-hour  credit  in  Category  1 of  the  AMA  Physician’s 
: Recognition  Award,  will  provide  an  opportunity  for  scientific  update  in  five 
I essential  fields.  Numerous  boards,  councils,  and  committees  have  also 
scheduled  meetings  in  conjunction  with  the  conference.  See  related  in- 
formation on  pages  6 and  7.  Contact:  C.  Lincoln  Williston,  Exec  Dir, 
TMA,  1801  North  Lamar  Blvd,  Austin,  TX  78701. 

TEXAS  PEDIATRIC  SOCIETY.  The  57th  Annual  Meeting  of  the  Texas 
Pediatric  Society  presents  “The  1979  Immunology  vs  Allergy  Game  ” at  the 
Holiday  Inn  in  Galveston,  Tex,  Sept  13-15.  The  meeting  is  approved  for  9 
hours  of  Category  I of  the  AMA  Physician’s  Recognition  Award  and  9 elec- 
tive hours  by  the  American  Academy  of  Family  Physicians.  Meetings  of  the 
Texas  Chapter,  American  Academy  of  Pediatrics  and  the  Texas  Society  of 
Pediatric  Surgeons  will  be  conducted.  Contact:  Mary  Greene,  Administrat- 
ive Assistant,  1905  N Lamar  Blvd,  Austin,  TX  78705. 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS.  The  30th  Annual  Scientific 
Assembly  of  the  Texas  Academy  of  Family  Physicians  will  be  held  at  the 
Shamrock  Hilton  Hotel  in  Houston  Sept  15-18, 1979.  The  annual  meeting 
will  kick  off  with  a Symposium  on  Cancer  Diagnosis,  Treatment  and 
Follow-up  for  Family  Physicians  on  Saturday,  Sept.  15.  John  S.  Derryberry, 
MD,  president-elect  of  the  American  Academy  of  Family  Physicians, 
Donald  L.  Anderson,  PhD,  UT  Health  Science  Center  at  San  Antonio,  and 
US  Representative  Ronald  E.  Paul  are  among  the  program’s  distinguished 
speakers.  Attendance  at  the  symposium  and  annual  meeting  will  provide 
an  opportunity  for  physicians  to  obtain  continuing  medical  education  cred- 
its offered  by  AAFP  for  prescribed  credit  and  category  1 of  the  AMA  Physi- 
cian’s Recognition  Award.  Contact:  Don  Jackson,  TAFP,  1901  N Lamar 
Blvd,  Austin,  TX  78705. 


CALENDAR  OF  MEETINGS 

■ Denotes  Texas  Meetings 

SEPTEMBER 

AMERICAN  ACADEMY  OF  OCCUPATIONAL 
MEDICINE 

Minneapolis,  Sept  26-28,  1979 
Howard  Schultz,  150  N Wacker,  Chicago, 

IL  60606 

■ AMERICAN  ACADEMY  OF  PEDIATRICS, 
TEXAS  CHAPTER 

Galveston,  Sept  13-15,  1979 

Mary  Greene,  1905  N Lamar  Blvd,  Austin, 

TX  78705 

AMERICAN  ASSOCIATION  FOR  LABORA- 
TORY ANIMAL  SCIENCE 
Atlanta,  Sept  16-21,  1979 
Joseph  J Garvey,  2317  W Jefferson,  Suite 
208,  Joliet,  IL  60435 

AMERICAN  COLLEGE  OF  RADIOLOGY 
Chicago,  Sept  16-20,  1979 
William  C Stronach,  20  N Wacker,  Chicago, 
IL  60606 

AMERICAN  ELECTROENCEPHALO- 
GRAPHIC  SOCIETY 
Atlanta.  Sept  16-21.  1979 
Margaret  Henry,  38238  Glenn  Ave,  Willough- 
by. OH  44094 

AMERICAN  SOCIETY  OF  INTERNAL  MEDI- 
CINE 

Las  Vegas,  Sept  28-29,  1979 
William  R Ramsey,  2550  M Street,  NW, 

Suite  620,  Washington,  DC  20037 

THE  CENTRAL  ASSOCIATION  OF  OBSTE- 
TRICIANS AND  GYNECOLOGISTS 
White  Sulphur  Springs,  WV,  Sept  21-23, 
1979 

David  G Anderson,  MD,  University  of  Michi- 
gan Medical  Center,  Ann  Arbor,  Ml  48109 

■ TEXASACADEMYOFFAMILYPHYSICIANS 
Houston,  Sept  16-18,  1979 

Donald  C Jackson,  1901  N Lamar  Blvd, 
Austin,  TX  78705 

■ TEXAS  MEDICAL  ASSOCIATION 
Austin,  Sept  21-23,  1979 

C Lincoln  Williston,  1801  N Lamar  Blvd, 
Auslin,  TX  78701 

■ TEXAS  PEDIATRIC  SOCIETY 
Galveston,  Sept  13-15,  1979 

Mary  Greene,  1905  N Lamar  Blvd,  Austin, 

TX  78705 

■ TEXAS  SOCIETY  OE  ANESTHESIOLOGISTS 
Corpus  Christ!,  Sept  13-15,  1979 

Mary  Jones,  1905  N Lamar  Blvd,  Austin,  TX 
78705 

■ TEXAS  SOCIETY  OF  PEDIATRIC 
SURGEONS 

Galveston,  Sept  13-15,  1979 

Leonard  Graivier,  MD,  601 1 Harry  Hines  Blvd 

Dallas,  TX  75235 

■ TEXAS  SURGICAL  SOCIETY 
Austin,  Sept  30-Oct  2,  1979 

William  D Barnett,  MD,  1004  N Washington, 
Dallas,  TX  75204 
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OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY 

PHYSICIANS 

Atlanta,  Oct  8-1 1 , 1979 

Roger  Tusken,  1740  West  92  Street,  Kansas 

City,  MO  64114 

B AMERICAN  ACADEMY  OF 
OTOLARYNGOLOGY 
Dallas,  Oct  7-11, 1979 
C M Koss,  MD,  15  Second  Street  SW, 
Rochester,  MN  55901 

AMERICAN  ACADEMY  OF  PEDIATRICS 
San  Francisco,  Oct  13-18, 1979 
R G Frazier,  MD,  1801  Hinman  Ave,  Evanston, 

I L 60204 

AMERICAN  ASSOCIATION  OF  AUTOMOTIVE 
MEDICINE 

Louisville,  Ky,  Oct  4-6,  1979 

AAAM,  Box  222,  Morton  Grove,  IL  60053 

AMERICAN  ASSOCIATION  OF 
FOUNDATIONS  FOR  MEDICAL  CARE 
Lake  Buena  Vista,  FI,  Oct  2-8, 1979 
Boyd  Thompson,  11325  Seven  Locks  Road, 
Suite  214,  Potomac,  MD  20854 

AMERICAN  ASSOCIATION  FOR  HAND 
SURGERY 

Toronto,  Oct  6-8,  1979 

G L Lucas,  2704  Marshall  Court,  Madison,  Wl 

53705 

AMERICAN  COLLEGE  OF  EMERGENCY 

PHYSICIANS 

Atlanta,  Oct  1-4, 1979 

Arthur  E Auer,  3900  Capital  City  Blvd, 

Lansing,  Ml  48906 

AMERICAN  COLLEGE  OF 

GASTROENTEROLOGY 

Anaheim,  Ca,  Oct  22-27,  1979 

Daniel  Weiss,  299  Broadway,  New  York,  NY 

AMERICAN  COLLEGE  OF  SURGEONS 
Chicago,  Oct  21-26,  1979 
C Rollins  Hanlon,  MD,  55  East  Erie  Street, 
Chicago,  IL  60611 

■ AMERICAN  DENTAL  ASSOCIATION 
Dallas,  Oct  21-25,  1979 
John  M.  Coady,  MD,  211  E Chicago  Ave, 
Chicago,  IL  60611 

AMERICAN  DIETETIC  ASSOCIATION 
Las  Vegas,  Oct  22-26, 1979 
Clara  Zempel,  RD,  430  North  Michigan  Ave, 
Chicago,  IL  6061 1 

AMERICAN  GROUP  PRACTICE 
ASSOCIATION 

New  Orleans,  Oct  28-Nov  2,  1979 

W G Davis,  MD,  20  S Quaker,  Alexandria,  VA 

22314 

AMERICAN  HUMANE  ASSOCIATION 
Milwaukee,  Wis,  Oct  17-20, 1979 
Kathern  Bond,  5351  S Roslyn  St,  Englewood, 
CO  80110 

AMERICAN  MEDICAL  RECORD 
ASSOCIATION 

Washington,  DC,  Oct  21-26,  1979 

Mary  Waterstraat,  875  N Michigan  Ave  #1850, 

Chicago,  IL  6061 1 

AMERICAN  SCHOOL  HEALTH 

ASSOCIATION 

San  Diego,  Oct  17-21, 1979 

S J derrick,  MD,  Box  708,  Kent,  OH  44240 

AMERICAN  SOCIETY  OF  CLINICAL 

PATHOLOGISTS 

Las  Vegas,  Oct  25-Nov  2, 1979 

Patrick  Raleigh,  Convention  Mgr,  ASCP,  2100 

W Harrison  St,  Chicago,  IL  60612 

AMERICAN  SOCIETY  OF  CYTOLOGY 
San  Francisco,  Oct  30-Nov  3,  1979 
Warren  Lang,  MD,  130  S 9th  St  Suite  1006, 
Philadelphia,  PA  19107 


AMERICAN  SOCIETY  OF  MAXILLOFACIAL 

SURGEONS 

Toronto,  Oct  9-14,  1979 

Chas  A Janda,  120  Oakbrook  Center  Mall, 

Oakbrook,  IL  94301 

AMERICAN  SOCIETY  OF  PLASTIC  AND 
RECONSTRUCTIVE  SURGEONS 
Toronto,  Oct  9-14,  1979 
Dallas  F Whaley,  CAE,  29  E Madison, 
Chicago,  IL  60602 

ASSOCIATION  OF  MILITARY  SURGEONS 
San  Diego,  Oct  2-6, 1979 
RADM  Walter  Welham,  MC  USN,  RET,  Box 
104,  Kennsington,  MD  20795 

COLLEGE  OF  AMERICAN  PATHOLOGISTS 
Las  Vegas,  Oct  25-Nov  2, 1979 
Howard  E Cartwright,  7400  N Skokie  Blvd, 
Skokie,  IL  60077 

LEUKEMIA  SOCIETY  OF  AMERICA 

Atlanta,  Oct  18-20, 1979 

Meade  P Brown,  21 1 E 43rd  St,  New  York,  NY 

10017 

B PANHANDLE  DISTRICT  MEDICAL 
SOCIETY,  TEXAS  MEDICAL  ASSOCIATION 
Lubbock,  Oct  6, 1979 

Gloria  Denko,  Box  3276,  Amarillo,  TX  79106 

SOCIETY  FOR  CLINICAL  & EXPERIMENTAL 
HYPNOSIS 

Denver,  Oct  23-28,  1979 

Marion  Kenn,  129-A  Kings  Park  Dr,  Liverpool, 

NY  13088 

B SOUTHERN  PSYCHIATRIC  ASSOCIATION 

San  Antonio,  Oct  6-9,  1979 

Annette  S Boutwell,  Box  10387,  Raleigh,  NC 

27605 


NOVEMBER 

AMERICAN  ACADEMY  OF 

OPHTHALMOLOGY 

San  Francisco,  Nov  5-9, 1979 

Faye  Anderson,  15  Second  St,  SW,  Rochester, 

MN  55901 

AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  & REHABILITATION 
Honolulu,  Nov  11-16,  1979 
Creston  C Herold,  30  N Michigan,  Suite  922, 
Chicago,  IL  60602 

AMERICAN  ASSOCIATION  OF  BLOOD 
BANKS 

Las  Vegas,  Nov  3-8,  1979 

William  Samuels,  1828  L St,  NW,  Washington, 

DC  20036 

AMERICAN  ASSOCIATION  FOR  CANCER 
EDUCATION 

Newark,  NJ,  Nov  29-Dec  1 , 1979 
John  Horton,  MB,  ChB,  Albany  Medical 
College,  Albany,  NY 

AMERICAN  ASSOCIATION  FOR  THE  STUDY 
OF  LIVER  DISEASES 
Chicago,  Nov  5-8, 1979 
Marcus  Rothschild,  MD,  VA  Medical  Center, 
New  York,  NY  10010 

AMERICAN  CANCER  SOCIETY 

New  York,  Nov  8-10,  1979 

Lane  W Adams,  777  Third  Ave,  New  York,  NY 

10017 

AMERICAN  COLLEGE  OF  CHEMOSURGERY 
Chicago,  Nov  29-30, 1979 
Gerald  Bernstein,  MD,  5420  Barnes  Ave  NW, 
Seattle,  WA  98107 

B AMERICAN  COLLEGE  OF  CHEST 

PHYSICIANS 

Houston,  Nov  4-8,  1979 

Dale  Brady,  91 1 Busse  Highway,  Park  Ridge. 

I L 60068 

AMERICAN  CONGRESS  OF 
REHABILITATION  MEDICINE 
Honolulu,  Nov  11-16,  1979 
Creston  C Herold,  30  N Michigan  Ave, 
Chicago,  IL  60602 


a AMERICAN  MEDICAL  ASSOCIATION,  Risk 

Control  in  Patient  Care 

San  Antonio,  Nov  9-10,  1979 

AMA,  535  North  Dearborn,  Chicago,  IL  60610 

ASSOCIATION  FOR  ACADEMIC  SURGERY 
Great  Gorge,  NJ,  Nov  5-7, 1979 
Everett  Sugarbaker,  MD,  Dept  of  Surgery, 
University  of  Miami  School  of  Medicine, 

Box  016310,  Miami.  FL  33101 

ASSOCIATION  OF  AMERICAN  MEDICAL 
COLLEGES 

Washington,  DC,  Nov  3-8 

AAMC,  One  Dupont  Circle,  NW,  Washington, 

DC  20036 

CENTRAL  SOCIETY  FOR  CLINICAL 
RESEARCH 

Chicago,  Nov  1-3, 1979 

Gilbert  Schiff,  2141  Auburn,  Cincinnati,  OH 

45219 

NATIONAL  FIRE  PROTECTION 

ASSOCIATION 

Phoenix,  Nov  12-14, 1979 

Charles  S Morgan,  470  Atlantic  Ave,  Boston, 

MA  02210 

SOCIETY  FOR  COMPUTER  MEDICINE 
Atlanta,  Nov  8-10, 1979 
M J Miller,  JD,  1901  N Ft  Myer  Drive  #602, 
Arlington,  VA  22209 

SOUTHERN  MEDICAL  ASSOCIATION 
Las  Vegas,  Nov  4-7, 1979 
Robert  F Butts,  2601  Highland  Ave, 
Birmingham,  AL  35205 

B SOUTHWESTERN  GYNECOLOGIC 
ASSEMBLY 

Dallas,  Nov  29-Dec  1 , 1979 

Diane  Averna,  3630  Noble  Ave,  Dallas,  TX 

75204 

B TEXAS  DISTRICT  BRANCH  AMERICAN 

PSYCHIATRIC  ASSOCIATION 

Austin,  Nov  8-11,  1979 

Iris  Wenzel,  1905  N Lamar  Blvd,  Austin,  TX 

78705 

WESTERN  SURGICAL  ASSOCIATION 
Colorado  Springs,  Colo,  Nov  11-14,  1979 
Paul  Hodgson,  MD,  University  of  Nebraska 
Medical  Center,  42nd  & Dewey  Streets, 
Omaha,  NE  68105 


Cards  requesting  information  on  medical 
meetings  are  sent  monthly  to  medical  orga- 
nizations which  are  on  file.  If  your  medical 
organization  is  not  listed,  please  send  meet- 
ing information  to  "Meetings,"  Patricia  Jeter, 
1905  N Lamar  Blvd,  Austin,  TX  78705. 

COURSES 

AMERICAN  MEDICAL  ASSOCIATION, 
Regional  Continuing  Medical  Education 
Program  is  scheduled  in  Honolulu,  Hawaii, 
Oct  8-12,  More  than  30  CME  courses  will  be 
presented  offering  an  opportunity  for 
physicians  to  earn  up  to  25  hours  of  Category 
1 credit  of  the  AMA  Physician's  Recognition 
Award.  Courses  are  offered  in  such  specialty 
areas  as  cardiology,  internal  medicine, 
obstetrics-gynecology,  family  practice, 
pediatrics,  and  general  surgery.  In  addition, 
there  will  be  a new  Video  Clinic  featured  each 
day.  Contact.  AMA  Council  on  Continuing 
Physician  Education,  535  North  Dearborn, 
Chicago,  IL  60610. 

SEPTEMBER 


Aerospace  Medicine 


Title:  Review  of  Space  Medicine 

Location  of  course:  Flagship  Hotel,  2501 
Seawall  Blvd,  Galveston 

Date:  Sept  28-29,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award 


TEXAS  MEDICINE 


Contact:  Michael  A Berry,  MD,  Mail  Code 
SD24,  NASA  Johnson  Space  Center, 
Houston,  TX  77058  713/483-4021 


Cardiovascular  Disease 


Title:  ECG  Interpretation  and  Arrhythmia 
Management 

Location  of  course:  La  Mansion  del  Norte. 
San  Antonio 

Date:  Sept  28-30,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  15  hours 

Contact:  Division  of  Postgraduate  and  Con- 
tinuing Medical  Education,  International 
Medical  Education  Corporation,  64  Inverness 
Drive  East,  Englewood,  CO  801 12 


Family  Medicine 


Title:  Nutritional  Components  of  Common 
Clinical  Problems 

Locafion  of  course:  UT  Health  Science  Cen- 
ter at  Dallas 

Date:  Sept  20-22,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  15  hours 

Contact:  George  J,  Race,  MD.  Dean  for  Con- 
tinuing Education,  UT  Health  Science  Center 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas.  TX 
75235 


General  Medicine 


Title:  New  Developments  in  Rheumatology 

Location  of  course  Zale  Lecture  Hall,  UT 
Health  Science  Center  at  Dallas 

Date:  Sept  13-15,  1979 

Fee:  $50 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award;  16  hours 

Contact  George  J Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UTHSC  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 


Title:  Basic  Life  Support  for  Physicians 

Location  of  course:  Room  N 201 , UT  Health 
Science  Center  at  San  Antonio 

Date:  Sept  18,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  4 hours 

Contact:  Office  of  Continuing  Education  Ser- 
vices, UT  Health  Science  Center  at  San  Anto- 
nio. 7703  Floyd  Curl  Drive,  San  Antonio,  TX 
78284 


Title:  Hypertension  Update 
Location  of  course:  Hilton  Inn,  Austin 
Date:  Sept  21,  1979 

Credit:  Category  1,  AMA  Physician’s  Recog- 
nition Award:  5 hours 

Contact:  Mrs  Dale  Willimack,  Director,  Dept 
of  Annual  Session,  TMA,  1905  N Lamar  Blvd, 
Austin,  TX  78705 


Title:  Sexually  Transmissible  Diseases 
Location  of  course:  Hilton  Inn,  Austin 
Date:  Sept  21 , 1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  4 hours 

Contact:  Mrs  Dale  Willimack,  Director,  Dept 
of  Annual  Session,  TMA,  1905  N Lamar  Blvd, 
Austin,  TX  78705 


Title:  Basic  Cardiac  Life  Support  Course 
Location  of  course;  Marriott  Hotel.  Austin 
Date:  Sept  22.  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  4 hours 

Contact  Mrs  Dale  Willimack,  Director.  Dept 
of  Annual  Session.  TMA,- 1905  N Lamar  Blvd, 
Austin,  TX  78705 


Title  Fluids  and  Electrolyte  Balance 
Location  of  course,  Marriott  Hotel,  Austin 
Date  Sept  23,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  5 hours 

Contact  Mrs  Dale  Willimack,  Director,  Dept 
of  Annual  Session,  TMA.  1905  N Lamar  Blvd, 
Austin,  TX  78705 


Title:  Nuclear  Medicine  for  the  Primary 
Physician 

Location  of  course,  Marriott  Hotel,  Austin 
Date:  Sept  23,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  5 hours 

Contact:  Mrs  Dale  Willimack,  Director,  Dept 
of  Annual  Session,  TMA,  1905  N Lamar  Blvd. 
Austin,  TX  78705 


Title:  Update:  Adult  and  Pediatric  Urinary 
Tract  Infections 

Location  of  course:  Marriott  Hotel,  Autin 
Date:  Sept  23,  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award;  5 hours 

Contact:  Mrs  Dale  Willimack.  Director.  Dept 
of  Annual  Session,  TMA,  1905  N Lamar  Blvd, 
Austin,  TX  78705 


Title:  Update  on  Liver  Diseases 
Location  of  course:  Marriott  Hotel,  Austin 
Date:  Sept  23,  1979 

Credit:  Category  1.  AMA  Physician's  Recog- 
nition Award;  5 hours 

Contact:  Mrs  Dale  Willimack,  Director,  Dept 
of  Annual  Session,  TMA,  1905  N Lamar  Blvd. 
Austin.  TX  78705 


Title:  Conference  on  Organ  and  Body  Dona- 
tions 

Location  of  course:  Astroworld  Hotel, 
Houston 

Date:  Sept  24-25,  1979 

Contact:  Joyce  Cook,  The  Living  Bank, 

Box  6725,  Houston,  TX  77005 


Title  Basis  for  Making  Therapeutic  Decisions: 
New  Answers  to  Common  Problems 

Location  of  course  Zale  Lecture  Hall,  UT 
Health  Science  Center  at  Dallas 

Date:  Sept  28-29,  1979 

Fee:  $150 

Credit  Category  1,  AMA  Physician's 
Recognition  Award:  13  hours 

Contact  George  J,  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UTHSC  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 


Internal  Medicine 

Title:  Medical  Oncology  Review  Course 

Location  of  course:  M D,  Anderson  Hospital 
and  Tumor  Institute,  Houston 

Date:  Sept  1979 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award 

Contact:  George  Blumenschein.  MD,  Assoc 
Dir  for  Education.  6723  Bertner,  Houston,  TX 
77030 


Obstetrics  & Gynecology 

Title  Ovulation:  Principles  and 
Pathophysiology  of  Induction 

Location  of  course  Stouffer's  Greenway 
Plaza  Hotel,  Houston 

Date.  Sept  12,  1979 

Credit  Category  1,  AMA  Physician's 
Recognition  Award,  7 hours;  6 Cognates, 
ACOG 

Contact  Office  of  Continuing  Education. 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 

Texas  Medical  Center,  Houston.  TX  77030 


Ophthalmology 

Title  Optics,  Refractions,  and  Contact  Lens 

Location  of  course  UT  Health  Science  Center 
at  San  Antonio 

Date,  Sept  14-15,  1979 

Fee  $150 

Credit.  Category  1,  AMA  Physician's 
Recognition  Award 

Contact : Marilyn  Rennels,  Office  of 
Continuing  Education  Services,  UTHSC  at 
San  Antonio,  7703  Floyd  Curl  Drive,  San 
Antonio,  TX  78284 


OCTOBER 

Basic  Sciences: Microbiology  & 
Immunology 

Title  A Review  of  Clinical  Microbiology  / A 
Review  of  Clinical  Hematology 

Location  of  course  Baylor  University  Medical 
Center,  Dallas 

Date  Oct  14-21,  1979 

Fee; Hematology.  $150:  residents.  $100: 
Microbiology,  $185;  residents,  $125 

Credit,  Category  1,  AMA  Physician's 
Recognition  Award;  25  hours 

Contact: Carolyn  Saunders,  PhD,  A.  Webb 
Roberts  Center  for  Continuing  Education, 
3500  Gaston  Avenue,  Dallas,  TX  75246 
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Fee. $290 


General  Medicine 


Title;  San  Antonio  Advanced  Life  Support 
Course  (AHA  Standard) 

Location  of  course  Building  180,  Brooks  AFB, 
San  Antonio 

Date.  Oct  5-7,  1979 

Fee  $170 

Credit  Category  1 . AMA  Physician's 
Recognition  Award;  CEARP;  17  hours 

Contact  Charles  L,  Wilson,  MD,  9 Flinstone 
Court,  San  Antonio,  TX  78213  512%224-9067 


Title -Huntington's  Disease  Update  Current 
Clinical  and  Scientific  Advances 

Location  of  course ; UT  Medical  School , 
Houston 

Date  ; Oct  6.  1979 
Fee  $60 

Credit  AAFP,  Prescribed:  Category  1,  AMA 
Physician's  Recognition  Award:  7 hours 

Contact  Division  of  Continuing  Education. 
UTHSC  at  Houston,  Box  20367,  Houston.  TX 
77025 


T itle . Asbestos-Associated  Diseases 

Location  of  course;  Jesse  H Jones  Library 
Building  Auditorium.  Houston 

Date  Oct  11-13.  1979 

Contact  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


Title,  A Workshop  in  Soft  Tissue  Surgery 

Location  of  course:  UT  Health  Science  Center 
at  Dallas 

Date  Oct  12-14,  1979 

Fee:  $300,  physicians;  $200,  residents 

Credit  Category  1,  AMA  Physician's 
Recognition  Award;  21  hours 

Contact  George  J,  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UTHSC  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas.  TX  75235 


Title. Basic  Life  Support  for  Physicians 

Location  of  course : UT  Health  Science  Center 
at  San  Antonio 

Date  Oct  16,  1979 

Credit: Category  1,  AMA  Physician’s 
Recognition  Award:  4 hours 

Contact  Office  of  Continuing  Education 
Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Drive,  San  Antonio,  TX  78284 


Title:  Advanced  Life  Support  Course-Provider 
Level 

Location  of  course  Weiss  Auditorium, 
Methodist  Hospital,  Dallas 

Date;  Oct  19-20,  1979 

Contact  Michael  Laman,  Methodist  Hospital, 
Box  225999,  Dallas,  TX  75265 


Title:  Biofeedback  and  Behavioral 
Medicine.  Annual  Meeting  of  the  Bioteedback 
Society  of  Texas 

Location  of  course  Plaza  Nacional  Hotel,  San 
Antonio 

Date,  Oct  19-21.  1979 

Credit  Category  1,  AMA  Physician's 
Recognition  Award,  AAFP;  CEARP;  CEU; 
Category  2D,  AOA 

Contact: Office  of  Continuing  Education 
Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Drive,  San  Antonio,  TX  78284 


Obstetrics  & Gynecology 

Title  What's  New  & Important  in 
Obstetrics  / Gynecology 

Location  of  course  Zale  Lecture  Hall,  UT 
Health  Science  Center  at  Dallas 

Date,  Oct  16-20,  1979 

Credit  Category  1,  AMA  Physician's 
Recognition  Award,  36  hours:  ACOG. 
Complete,  36  Cognates;  Basic,  30  Cognates; 
Gynecologic  pathology.  6 Cognates 

Contact  Office  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 


Title  , Second  Annual  Comprehensive  Review 
of  Obstetrics  and  Gynecology 

Location  of  course  Marriott  Hotel  at  the 
Astrodome,  Houston 

Date  , Oct  26-31.  1979 

Contact  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


Pediatrics 

Title  Third  Annual  Current  Concepts  in 
Pediatrics 

Location  of  course  Texas  Tech  University 
School  of  Medicine,  Lubbock 

Date  . Oct  5-6,  1979 

Credit  AAFP.  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award 

Contact.  Rita  Chrane,  Educational  Program 
Assistant,  Continuing  Education.  Texas  Tech 
University  School  of  Medicine,  Lubbock,  TX 
79430 


Radiology  & Radioisotopes 

Title  Computed  Tomography  and 
Ultrasound — Current  Applications 

Location  of  course : Room  3001 , UT  Medical 
School,  Houston 

Date,  Oct  10-12,  1979 

Fee  $100,  physicians;  $50,  interns,  residents, 
and  fellows  with  letter  from  department  head 

Credit  Category  1,  AMA  Physician’s 
Recognition  Award 

Contact:  Joanne  Marshall,  UT  Medical 
School,  Office  of  Continuing  Education,  Box 
20708,  Houston,  TX  77025 


Title  Neuroradiology  and  CT  Scanning  for  the 
Practicing  Radiologist 

Location  of  course , Fairmont  Hotel , Dallas 

Date  Oct  26-28,  1979 


Credit; Category  1,  AMA  Physician’s 
Recognition  Award:  18  hours 

Contact  Carolyn  Kirk,  Dir,  Postgraduate 
Education,  Dept  of  Radiology,  UT 
Southwestern  Medical  School.  5323  Harry 
Hines  Blvd,  Dallas.  TX  75235 


The  "Meetings  and  Continuing  Education 
Courses"  section  is  prepared  by  Ms  Patricia 
Jeter,  administrative  assistant  for  continuing 
medical  education,  Texas  Medicine  De- 
partment. 
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Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Elter,  MD,  FACA.  FAAA,  FAACIA* 

Richard  H.  lackson,  MD,  FACA,  FAAA,  FAACIA* 
Warren  J,  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certiiied  American  Board  of  Pediatrics) 

*Diplomate  American  Board  of  Allergy  <S  Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Judith  H.  Marston,  PhD 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 

Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
James  A.  Ayers,  MD 
Eunice  W.  Chou,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Calvin  J.  McLerran,  PhD 
Michael  A.  McCormick,  PhD 
Glenna  M.  Kyle,  MS 
Iting  May  Lu,  MS 


IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

Herbert  C.  McKee,  PhD 
Richard  K.  Severs,  PhD 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
ALLIED  HEALTH  SCIENCES 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe).  Houston,  Texas  77025;  713  661-1444 


FREDERICK  W.  GROVER,  MD  <S  ASSOCIATES 

Diplomate  of  the  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

GII4  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  Allergy-Dermatology 
W.  A.  Crozier,  MD,  FACA,  Allergy-Immunology 
lames  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas:  882-3487 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  MD,  PA  or  C,  David  Meadows,  MD,  PA 
Diplomates  oi  the  American  Board  oi  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012:  817  277-1161 


ALLERGY  AND  IMMUNOLOGY  ASSOCIATES 
OF  TEXAS 

Thomas  R.  Woehler,  MD,  FAAA 

Diplomate  American  Board  Allergy  and  Immunology 
Zev  M.  Munk,  MD,  FRCP  (C) 

Royal  College  of  Physicians-Allergy  and  Immunology 
Diplomates  American  Board  of  Internal  Medicine 
3400  South  Gessner,  #105,  Houston,  Texas  77063 


Clinics 


THE  FORT  WORTH  CUNIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE 
Kendra  J.  Belli,  MD 
John  M.  Church,  MD 
Thomas  J.  Coleman,  MD 
Robert  R.  Dickey,  MD 
Ferd  E.  Garrison,  Jr,  MD 
Cortell  E.  Holsapple,  MD 
John  E.  Johnson,  Jr,  MD 
O.  M.  (Jack)  Phillips,  MD 


GENERAL  SURGERY 
John  H.  Sewell,  MD 
Robert  L.  Sewell,  MD 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  MD 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  MD 
Dixon  Presnall,  MD 
Harry  H.  Whipp,  MD 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


Baffled  by  medical-religious  beliefs? 

Find  answers  free  in  TMA's  handy  book 
"Faith  of  Our  Patients." 

Write:  Religion,  TMA,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 
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FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 


Colon  6c  Rectal  Surgery 


MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Elier,  Jr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 


ALVIN  BALDWIN.  JR,  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


RADIOLOGY 

Otto  H.  Grunow,  MD 


HUGH  C .WELSH,  MD 
Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
J.  W.  Tipton,  MD 


GENERAL  AND 
VASCULAR  SURGERY 
I.  E.  Mathews,  MD,  FACS 
N.  Rao,  MD,  FACS 


INTERNAL  MEDICINE 
I.  H.  Burnett,  Jr,  MD 
W.  A.  Riley,  MD 
R.  S.  Griffin,  MD 
V,  T,  Smith,  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
I.  W.  Kuykendall,  MD 


FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 


PEDIATRICS 
J.  M.  Woodall,  MD 
B,  R,  Owen,  MD,  FAAP 
R.  Marc  Schwarz,  MD 


PSYCHOLOGY 
Ron  Cohorn,  PhD 

DERMATOLOGY 
Merrill  M.  Cooper,  MD 

RADIOLOGY  & NUCLEAR 
MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 

UROLOGY 

J.  W.  Cowan,  MD 

PODIATRY 
Bradford  Glass,  DPM 

PATHOLOGY 
Robert  R.  Rember,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L,  Proler,  MD 

ADMINISTRATION 

R,  L.  Heith,  Administrator 


RUGELEY  AND  BLASINGAME  CUNIC 

2100  North  Fulton  Street,  Wharton,  Texas 


Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R,  D.  Little,  MD 

D,  W.  Samuelson,  MD 
Janet  L.  Strickland,  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 
C.  E.  Woodson,  MD 

PEDIATRICS 
F.  W.  Kolle,  MD 
F.  F.  Regueira,  MD 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr,  MD 
W.  C,  Yankowsky,  MD 

UROLOGY 

H.  Z.  Fretz,  MD 
GYNECOLOGY 
J,  A,  Wall,  MD 


OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  MD 
H.  E.  Secor,  MD 

C.  J,  Landivar,  MD 

OPHTHALMOLOGY 
V.  A,  Black,  MD 
OTOLARYNGOLOGY 
J.  L,  Holcomb,  MD 
ORTHOPEDIC  SURGERY 

E.  T.  Smith,  MD 
ANESTHESIOLOGY 
C.  G.  Spears,  MD 
DENTISTRY 

J.  R,  Kieler,  Jr,  DDS 
PATHOLOGY— CONSULTANT 
H,  M.  Perches,  MD 
RADIOLOGY— CONSULTANT 
L.  D.  O'Gorman,  MD 


FT.  WORTH  PROCTOLOGIC  CUNIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak.  MD.  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower.  Suite  210,  1550  West  Rosedale. 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA.  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave,,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


MANUEL  G.  LAGON.  MD.  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 
Fort  Worth  Colon  and  Rectal  Clinic,  PA 

Colonoscopy,  Colon  and  Rectal  Surgery 

909  Eighth  Avenue,  Fort  Worth,  Texas  76104;  Telephone  332-1371 


DON  R.  READ.  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


Dermatology 


DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


GERALD  A.  CASID.  MD.  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion.  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214  272-5451 


HOUSTON  HEADACHE  CUNIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 
NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  681-7661 


TEXAS  MEDICINE 


WILUS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154.  Dallas,  Texas  75246;  214  827-5960 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 


9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 

LUCIUS  P.  COOK,  MD  214  358-2545 

Diseases  of  the  Skin 

Cancer  of  the  Skin  


Medical  City  II,  Suite  2218,  7777  Forest  Lane 
Dallas,  Texas  75230;  214  661-7655 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Gene  P.  Ream,  MD  Mary  Jo  Montgomery.  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.), 

Downtown  "Overlooking  the  Alamo”,  705  E.  Houston  St., 

San  Antonio,  Texas  78205;  telephone  512  222-8651,  512  222-2001 


Endocrinology 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


NISAR  AHMED,  MD 

Gastroenterology,  Gastrointestinal  Endoscopy, 
Gastrointestinal  Oncology 

Twelve  Oaks  Tower.  Suite  930,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  961-0115 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Doriman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 

ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P,  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 

SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 

DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers,  Suite  1004,  San  Antonio,  Texas  78205; 
Telephone  512  226-9161;  226-9170 


SHERWYN  L.  SCHWARTZ,  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420,  San  Antonio,  Texas  78229 
512  690-8612 


Family  & General  Practice 


General  Surgery 

BURT  B.  SMITH,  MD,  FACS 
Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025;  523-8323 


BRYAN  V.  WILLIAMS,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002;  227-5505 


LeROY  J.  KLEINSASSER,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  821-2356 


ROBERT  I.  TURNER,  HI,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104;  335-8311 


ROBERT  M.  STECKLER,  MD 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  214  827-9880 


SAMUEL  SILVA,  MD 
Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas;  817  923-7374 


HOUSTON  SURGICAL  CONSULTANTS 

Robert  DavU.  MD,  FACS,  FRCS,  FICS 
Gail  E.  Burbridge,  MD 

Diplomates  of  the  American  Board  of  Surgery 

General  and  Vascular  Surgery 

430  Park  Plaza  Professional  Building, 

1213  Hermann  Drive,  Houston,  Texas  77004;  713  528-0597 
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Gynecology  Neurology 


RAYMOND  H.  ABRAMS.  MD.  FACOG 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology — Medical  and  Surgical 
Microsurgery 

Breast  Analysis  and  Therapy 

3434  Swiss  Avenue,  Suite  401,  Dallas,  Texas  75204 
Telephone  214  823-1063 


Hand  Surgery 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scon 

William  H.  Fleming,  III,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J.  Eim,  MD 
Kasturi  A.  Kumar,  MD 
Lorenzo  Lorente,  MD 


L.  Lee  Lankford,  MD  and  Peter  R.  Carter,  MD 
HAND  SURGERY  ASSOCIATION 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246;  214  823-5351 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4516 
427  West  20th,  Suite  BlOO,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 
Adult  and  Pediatric  Neurology 
Electroencephalography.  Electromyography 

John  W.  Conwell,  MD 
Stuart  B.  Black/  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  361-9148 


Neurological  Surgery 


Hypnosis 


THE  GLOVER  CUNIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  RI,  MD 

Charter  Member  and  Fellow  American  Society  oi  Clinical  Hypnosis 
Member,  American  Society  oi  Clinical  and  Experimental  Hypnosis 
Fellow.  Academy  oi  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  oi  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


lAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy  <S  Hypnotherapy 

6300  Hillcroit,  Suite  315,  Houston,  Texas  77081;  713  771-5809 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  James  A.  Moody,  MD 

Ira  C.  Denton,  Jr,  MD  Jack  Wooll,  MD,  Consultant 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 


JACK  STERN.  MD.  FACS 
GARY  C.  HUTCHISON.  MD.  FACS 
THOMAS  R.  BOULTER,  MD.  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  E.  Crouse,  MD,  Neurology  and  Electroencephalography 


Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER.  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Raymond  A.  LeBIanc,  MD 
Jack  E.  McCallum,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 


TEXAS  MEDICINE 


TEXAS  NEUROLOGICAL  INSTITUTE 
AT  DALLAS,  PA 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Neurological  Surgery 

James  E.  Bland,  MD 
Martin  L.  Lazar,  MD 

Medical  Neurology 
Electroencephalography 
and  Electromyography 

Ralph  G.  Greenlee.  Jr.,  MD 
Allan  L.  Naarden,  MD 
Richard  R.  North,  MD 
William  S.  Woodfin,  MD 

Neuro-Ophthalmology 

Peter  R.  Bringewald,  MD 


Director,  Pain  Relief  Centei 
and  Neuroanesthesiologist 

P.  Prilhvi  Raj,  MD 

Consultant  in  Speech 

Josephine  Simonson,  MA 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 


Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD 
Richard  L.  Kimbrough,  MD 
Charles  A.  Garcia,  MD 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 
WEINBERGER 


7777  Forest  Lane,  MCD-2,  Suite  2420,  Dallas,  Texas  75230;  214  661-7G58 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 
3600  Gaston  Avenue — Dallas,  Texas  75246 
Telephone  214  826*7060 


PASADENA  NEUROLOGICAL  GROUP 

4004  Woodlawn,  Pasadena,  Texas  77504;  713  944-1131 


Ophthalmology 

John  J.  Alpar,  MD  Hugh  B.  Currie,  MD 

Coleman  Taylor,  MD  Bruce  L.  Weinberger,  MD 

J.  Franklin  Howell,  Jr,  MD 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton.  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


Neurology,  Neurosurgery,  Physical  Medicine 
and  Rehabilitation 

Federico  Angel,  MD,  PA,  Neurosurgery 
Jorge  Angel,  MD,  PA,  Neurosurgery 
Hugo  Orellana,  MD,  PA,  Neurology 

Jairo  Puentes,  MD,  PA,  Physical  Medicine  and  Rehabilitation 

Computed  Tomography,  Doppler  Sonography, 
Echoencephalography,  Electroencephalography, 
Electromyography,  Physical  Medicine. 

Rehabilitation,  Speech  Therapy 


Nuclear  Medicine 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  MD 
Robert  A.  Moura,  MD 
Arthur  W.  Willis,  MD 
Robert  W.  Butner,  MD 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 
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NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts.  MD 
Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 
John  W.  Lewis,  MD 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


HERBERT  C.  ALLEN,  JR,  MD.  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Need  national  or  state  legislative 
information? 

Call  Mr.  Kim  Ross  in  TMA's  new  Legislative 
Affairs  Office,  512  477-6704. 


RETINA  LIMITED  OF  SAN  ANTONIO 
Diseases  and  Surgery  of  the  Retina  and  Vitreous 

John  Y.  Harper,  Jr,  MD 
Darrell  Willerson,  Jr,  MD 

311  Camden.  Suite  601,  San  Antonio,  Texas  78215;  512  226-2446 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins.  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin.  Houston,  Texas  77030;  713  797-1531 


TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 
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STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


THE  ARUNGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  £.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin.  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
•Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington.  Texas  76012;  817  261-8284 


LOUIS  M.  ALPERN.  MD.  MPH 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  ol  the  Eye 

1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware.  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland.  MD  R.  Dan  Loyd,  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


PETER  R.  BRINGEWALD,  MD 
Neuro-Ophthalmology 

Texas  Neurological  Institute  at  Dallas,  PA 
7777  Forest  Lane,  MCD-2,  Suite  2420, 
Dallas,  Texas  75230;  214  661-7676 

By  appointment  only 


HOUSTON  ORTHOPEDIC  CUNIC 

Joseph  Barnhart,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 


Orthopedic  Surgery 


Otolaryngology 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


EL  PASO  EAR.  NOSE  AND  THROAT  ASSOCIATES 
Otolaryngology.  Audiology  and 
Electronystagmography 

Mark  I.  Wegleitner,  MD 

Lyle  D.  Weeks,  MD 

Sarah  Daniel,  MA-Audiologist 

First  American  Title  Bldg.,  Suite  160.  5959  Gateway  West 
El  Paso,  Texas  79925;  915  779-5866 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth.  Texas 

Louis  J.  Levy,  MD 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr.  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19lh  St.,  Abilene.  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 

Houston,  Texas  77076;  691*3905 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 

G.  S.  Gill.  MD 
Dilip  K.  Pal,  MD,  PA 
Prem  K.  Das,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 

TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin.  Texas  75901;  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  MD,  FCAP 
Walter  Erohn,  MD,  FCAP 
Robert  Wayne  Walter,  MD,  FACP 

Dane  Barber,  MD,  Diplomate  American  Board  of  Pathology 
Clinical  Pathology,  Surgical  Pathology,  Exfoliative  Cytology,  Medico- 
legal Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707;  756-7226 

J.  S.  WILKENFELD.  MD.  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld.  MD  Ena  E.  Mocega,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology.  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


TEXAS  MEDICINE 


BROWN  <S  ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 

George  V.  Miller,  MD 

Walter  G.  Olin,  Jr,  MD 

John  R.  Thomas,  MD 

S.  Joseph  Skinner,  MD 

Joe  B.  Haden,  MD 

Enrique  von  Santen.  MD 

Elaine  V.  Shalek,  MD 

Robert  H.  McNeely,  MD 

Diplomates  American  Board  oi  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 

220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 

Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 

PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 

ARTHUR  L.  RAINES,  MD  AND  ASSOCIATES 
Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne,  Texas  7G031 

817  645-9181,  Ext.  360 

Mailing  Containers  on  Request 

WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <&  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 

Physical  Medicine  & Rehabilitation 

JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

WARM  SPRINGS  REHABIUTATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 

JOSEPH  C.  FORD,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215;  224-5509 

BROMLEY  S.  FREEMAN,  MD,  FACS 

D.  ROBERT  WIEMER,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

ROBERTO  G.  ROEHNI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 

San  Antonio,  Texas  78205;  Telephone  226-2424 

Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77030 

713  795-5584 

Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 

JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas;  855-7359 

JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 

PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 

Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 

HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 

Jonathan  J.  Dora,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

1103  Medical  Tower,  Houston,  Texas  77030;  795-5575 

STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 

DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 

817  335-4752 

JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive.  Suite  645,  Park  Plaza  Professional  Building 

Houston,  Texas  77004;  713  524-7545 
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JAMES  L.  MOORE.  MD.  FACS.  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


Psychiatry 


Psychiatry  6c  Neurology 

STEPHEN  WEISZ.  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


Perry  C.  Talkington,  MD 
Howard  M.  Burkett,  MD 
Jerry  M.  Lewis,  MD 
James  K.  Peden,  MD 
Dode  M.  Hanke,  MD 
Doyle  I.  Carson,  MD 
Joe  W.  King,  MD 
Keith  H.  Johansen,  MD 
Charles  G.  Markward,  MD 


Larry  E.  Tripp,  MD 
Gregory  G.  Dimijian,  MD 
Linda  R.  Hughes,  MD 
Roy  H.  Fanoni,  MD 
Byron  Howard,  MD 
Madeline  W.  Harford,  MD 
John  G.  Looney,  MD 
Carol  A.  Lewis,  MD 
Mark  J.  Blolcky,  MD 


Practice  limited  to 

PSYCHIATRY 

4G45  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


HAUSER  CUNIC 
Psychiatry  and  Neurology 

Section  ol  Psychiatry 
*Abe  Hauser,  MD 
‘Robert  I.  Hauser,  MD 
•H.  James  Stuart,  MD 
•Javier  A.  Zapata,  MD 
•Susan  B.  Darsey,  MD 
•Harvey  A.  Rosenstock,  MD 
•Cal  K.  Cohn,  MD 

Section  of  Neurology 
•Gerald  Ratinov,  MD 
Diane  S.  Geliand,  MD 

Section  of  Social  Work 
Pamela  Plimmer,  ACSW 
Marguerite  Papademitriou,  ACSW 
Wendy  Smolins,  MSSW 

Administrator 
Richard  J.  Eurzenberger 

7777  Southwest  Freeway,  Suite  1036,  Houston.  Texas  77074 
Telephone  713  776-8600 

*Diplomate,  American  Board  of  Psychiatry  and  Neurology 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 

Frank  H.  Chesky,  MD 
Jose  A.  Gutierrez.  MD 
Harris  M.  Hauser,  MD 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 


CHARLES  B.  COVERT.  MD,  PA 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Individual,  Group,  Marital 
and  Family  Therapy 

1900  Yorktown,  Suite  314 
Houston,  Texas  77056;  713  627-9988 


Radiology 


Harvey  M.  Lowry,  MD,  FACR  James  P.  Wills,  MD,  DABR 

James  R.  Gish.  MD,  DABR  Robert  Jacobs,  MD,  DABR 

Edward  A.  Sheldon,  MD,  DABR  Daniel  Karnicki.  MD,  DABR 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital.  833-6421 

Beaumont  Neurological  Center,  835-4921 

Beaumont  Medical  and  Surgical  Hospital,  838-1411 

Beaumont,  Texas 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

CARLOS  M.  KIER,  MD 

Diplomate  American  Board  of  Internal  Medicine 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


ALCOHOLISM  TREATMENT  PROGRAM 

Comprehensive  Inpatient/Outpatient  Rehabilitation 

Department  of  Psychiatry 

Texas  Tech  University  School  ol  Medicine, 

Lubbock,  Texas  79430;  806  743-2804 


JOEL  E.  RUTSTEIN,  MD 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 
Arthritis  Diagnostic  and  Treatment  Center 

8042  Wurzbach,  Suite  440,  San  Antonio,  Texas  78229;  512  690-8067 


BARRY  M.  BROWN.  MD 

Diplomate.  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood,  Suite  187A,  Houston,  Texas  77024;  713-461-6160 


Texas  Medical  Liability  Trust 

. . . Another  service  of  your  association 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 


Thoracic  Surgery 


Urology 


Harold  C.  UrscheL  Jr.  MD 
Maruf  A.  Razzuk.  MD 

DRS.  URSCHEL,  RAZZUK  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3G00  Gaston  Avenue.  Dallas,  Texas  75248;  824-2503 

JOHN  L.  KEE,  JR,  MD 
Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  7524G;  826-5184 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY,  MD 

Diplomate  American  Board  oi  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 

HECTOR  O.  YANES,  MD,  PA.  FACS,  FACC 
Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  oi  Surgery  and 
American  Board  oi  Thoracic  Surgery 

432  Medicol  Plaza,  800  Eighth  Ave., 

Fort  Worth.  Texas  76104;  332-1947 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 

DONALD  L.  PAULSON.  MD,  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas,  Texas;  824-3660 


ELGIN  W.  WARE,  JR.  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 

THE  UROLOGY  CUNIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD.  FACS 
Hugh  Lamensdori,  MD,  FACS 
Sidney  A.  Worsham,  III.  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth.  Texas  76109 
817  336-5711 


H.  M.  GIBSON.  JR.  MD,  FACS 
ABEL  GARDUNO,  MD 

Certiiied  by  American  Board  oi  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St..  El  Paso,  Texas 
Telephone  532-8130  d 533-4765 


DONALD  J.  NEESE,  MD 

Diplomate  oi  American  Board  oi  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Proiessional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

400  Medical  Center  Blvd.,  Suite  207,  Webster,  Texas  77598;  713  332-2466 


EUGENE  R.  TODD,  MD.  PA 

Diplomate  oi  the  American  Board  oi  Urology 
Fellow  oi  the  American  College  oi  Surgeons 
Fellow  oi  the  Society  ior  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 
Donald  J.  Logan,  MD 
Donald  L.  McKay,  MD 
Christopher  D.  Fetner.  MD 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


Do  patients  understand  your  fees? 


Avoid  possible  misunderstandings  about  your  fees  and 
services  by  inviting  open  discussion  with  your  patients. 
This  attractive  plaque,  when  prominently  displayed  in 
your  reception  area,  serves  as  an  open  invitation  to  your 
patients  and  shows  that  you  care.  Suitable  for  wall  or 
desk  display,  it  is  6x9  inches.  Available  at  $5.50  each. 
Send  check  and  request  for  OP  033  to  Order  Unit,  Ameri- 
can Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 
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Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as  office 
m new  clinic  building.  Taylor  Smith,  MD,  Malone  and  Hogan  Clime, 
1501  West  11th  Place,  Big  Spring,  Texas  79720:  telephone  915-267-6361. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  ^ly  ° 
group  practice  can  provide.  Taylor  Smith,  MD,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Taylor 
Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $35,100  to  $42,600  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with  ex- 
cellent facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Taylor  Smith, 
MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring  Texas 
79720;  telephone  915-267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon  do- 
ing GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  with  salary  of  $45,000  per  year  negotiable  City 
Ir^as  population  of  9,000  with  trade  area  of  25,000  to  30,000.  Contact 
Chris  S,  Cruzcosa,  MD,  300  S.  5th  Street,  Carrizo  Springs,  Texas  78834, 
512-876-5236. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850 


EXPANDING  GROUP  NEEDS  SPECIALISTS  in  obstetrics,  pediatrics 
and  family  practice.  Enjoy  practicing  medicine  with  our  28-man 
multispecialty  group  located  in  a friendly  city  of  100,000  people 
in  north  central  Texas.  Close  to  everything,  but  away  from  big  city 
problems.  If  you  want  to  know  more  about  this  long  established 
group  (1919)  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817-766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302. 


LOCUM  TENENS— EMERGENCY  MEDICINE— available  in  our  Dallas 
area  hospitals;  monthly  scheduling  is  flexible  and  according  to  your 
preferences;  malpractice  is  paid,  excellent  hourly  income  according  to 
your  flexibility  and  hours  worked.  Call  214-522-5481  for  details. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Pediatrician, 
internist,  psychiatrist,  family  practitioner,  solo  practice.  Home  Exxon, 
US  Steel,  Gulf  High  income.  Bay  area  near  Houston.  Outstanding 
schools,  colleges.  Contact  Administrator,  1101  Decker  Drive  Baytown 
Texas  77520;  713-422-3405. 


EMERGENCY  MEDICINE  OR  FAMILY  PRACTICE  opportunities  available 
in  Texas.  Emergency  medicine  positions  offer  flexible  scheduling,  at- 
tractive salaries,  and  malpractice  coverage.  Family  practice  positions 
located  in  growing  communities  with  varied  geographic  locations. 
Background  in  surgery  preferred.  For  additional  information  contact 
Vicki  Hay,  P.  O.  Box  45148,  Dallas,  Texas  75245  or  call  collect  214- 
350-4991  or  214-358-4486. 


TEXAS  PHYSICIAN  PLACEMENT.  We  are  a physician  management  firm 
searching  for  associates  for  our  management  clients  and  other  clients 
in  Texas.  Group,  associate  and  solo  practices  in  many  fields.  We  will 
help  you  select  the  right  practice  and  community  for  you  and  your 
family.  Fee  paid  by  our  clients.  Please  send  C.V.  and  lifestyle  prefer- 
ences to  W.  Sanford  Smith,  Professional  Practice  Management,  Inc., 
1102  Kingwood  Drive,  Humble,  Texas  77339. 


FAMILY  OR  GENERAL  PRACTITIONER  NEEDED  in  rapidly  growing 
East  Texas  community  8 miles  from  Longview  which  has  expanding  250 
bed  hospital  and  another  approved  hospital  site  6 miles  from  Halls- 
ville.  School  district  population  16,000.  Primary  income  business  and 
industry.  Contact  Mike  Buchanan,  Hallsville  Drug,  Hallsville,  Texas 
75650;  telephone  214-668-2012. 


WANTED:  GP,  FP  NEEDED  to  join  4 man  group  to  do  general  practice 
and  OB.  Population  5,000;  trade  area  15,000  plus.  Old  established  clinic 
group  of  3 GPs  and  1 board  surgeon.  Lovett  Meredith  Clinic,  Box  487, 
Olney,  Texas  76374;  817-564-5543. 


PHYSICIANS  WANTED — progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647.  Telephone  214-845-2281. 


EMERGENCY  DEPARTMENT — part-time  opportunities  in  the  Dallas, 
Texas  area.  Scheduling  flexible,  paid  malpractice,  weekdays,  nights, 
and  or  weekends.  Contact  Texas  Emergency  Room  Services,  PA,  3603 
Hall  Street,  Suite  102,  Dallas,  TX  75219,  or  call  214-522-5481. 


NORTH  DALLAS — Collin  County  Hospital  Emergency  Department.  Phy- 
sician needed  for  weekday/evening  staffing.  Flexible  scheduling;  out- 
standing malpractice  insurance  coverage.  Contact  Texas  Emergency 
Room  Services,  P.A.,  3603  Hall  Street,  Dallas,  Texas  75219,  or  call 
214-522-5481, 


EMERGENCY  DEPARTMENT  STAFF  PHYSICIAN  position  available  at 
500  bed  teaching  hospital,  Dallas,  Texas,  Flexible  scheduling:  $57,000- 
$60,000  minimum  guarantee;  paid  professional  liability  insurance.  Con- 
tact Texas  Emergency  Room  Services,  PA,  3606  Hall  Street,  #102,  Dal- 
las, Texas;  214-522-5481. 


PRIMARY  CARE  PHYSICIANS — OB/GYN,  internist,  orthopedic  surgeon, 
family  practice.  Modern  progressive,  acute  care,  general  hospital. 
Growing  community  of  12,500  population,  medical  service  area  popu- 
lation, 50,000.  Financial  assistance  available.  Send  curriculum  vitae 
or  contact  Dan  Powers,  CEO,  Brownfield  Regional  Medical  Center,  705 
E.  Felt  Street,  Brownfield,  Texas  79316;  phone  806-637-3551. 


FAMILY  PRACTICE-GENERAL  MEDICINE  WANTED  now  to  join  a multi- 
specialty group  practice  on  the  Texas  Gulf  Coast.  Excellent  chance  for 
a good  practice  with  fringe  benefits,  will  have  opportunity  to  enter  as 
a stockholder  in  the  association.  Great  place  to  live.  Fantastic  outdoor 
activities  possible  year  around.  Contact  Gene  Hybner,  1533  South 
Brownlee,  Corpus  Christi,  Texas  78404;  512-883-7411. 


FAMILY  PRACTICE,  OB-GYN  DALLAS  AREA-MULTISPECIALTY  group 
clinic  of  28  physicians  in  Lewisville  and  Denton  seeking  physicians  for 
July  1979  and  July  1980.  Clinics  had  160,000  patient  visits  in  1978.  Clinic 
in  Lewisville  is  integrated  into  a 110  bed  acute  care  hospital  unit. 
Excellent  compensation  and  fringe  benefits  including  time  off.  Contact 
J.  R.  Jones,  M.D.,  214-221-2589,  or  Darrell  Lummus,  Business  Manager, 
or  write  J.  R.  Jones,  MD,  Doctors  Clinic,  500  West  Main,  Lewisville, 
Texas  75067. 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


NORTH  DALLAS— FAMILY  PRACTITIONER  needed  to  join  busy  AAFP- 
certified  FP.  Fully  equipped  office  with  combination  family/industiial 
load,  in  fastest  growing  part  of  Dallas.  Attractive  financial  terms. 
Gabriel  Fried,  MD,  15111  Preston  Road,  Dallas,  Texas  75248;  214-387- 
0155, 


GENERAL  SURGEON — Board  certified,  needed  for  seven  doctor  group 
that  consists  of  one  general  practitioner,  five  board  certified  family 
practitioners,  one  internist.  Must  be  willing  to  do  some  general  prac- 
tice. Our  two  year  old  clinic  has  full  lab  and  x-ray  facilities,  and  is 
located  next  to  a new  65  bed  hospital.  Located  30  miles  E/NE  of 
Austin,  Texas.  Send  resume  to  Johns  Clinic,  P.O.  Box  1010,  Taylor, 
Texas,  76574,  attention  C.  J.  Daniel,  MD. 


OTOLARYNGOLOGIST  WANTED  in  large  multispecialty  clinic  in  Texas 
associated  with  medical  school.  Require  board-certification  or  recently 
board-eligible  person  with  an  interest  in  clinical  ENT,  surgery,  and  in 
some  undergraduate  teaching.  Prefer  native  Texan  or  Southwesterner. 
Salary  negotiable.  Full  fringe  benefits.  Call  817-774-2111,  ext.  2996. 


ER  PHYSICIAN  WANTED:  To  form  new  three  man  group,  providing 
services  at  a Houston  area  hospital.  Excellent  opportunity.  Please  call 
collect  Dr.  Criep  at  412-682-1233  or  713-932-5600. 


FAMILY  PHYSICIAN  WANTED:  Board  certified,  age  30-40,  broad  ex- 
perience, OB  preferable.  Would  help  develop  an  expanding  high 
quality  practice  embracing  the  whole  field  of  family  practice  from 
prenatal  to  geriatric  care.  Beautiful  wooded  area  on  major  IH;  45  miles 
north  of  Houston,  near  airport.  Large  cachment  area  covering  varied 
residential  and  industrial  developments.  Marvelous  educational  and 
recreational  facilities  for  children.  Please  reply  to  Ad-926,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  C.V.  and 
references  please. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $15.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  MEDICINE 


WANTED:  A board  certified  or  eligible  thoracic  surgeon  to  associate 
with  busy  board  certified  general  surgeon.  This  is  an  ideal  opportunity 
to  be  busy  while  building  a practice  in  thoracic  surgery.  Please  reply 
to  Ad-927,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd,,  Austin,  Texas 
78701, 


AMBULATORY  PEDIATRICS.  Academically  oriented  pediatrician  for 
full-time  faculty  position  involving  student  teaching,  supervision  of 
house  staff  and  other  allied  health  care  providers.  Candidates  are 
expected  to  participate  in  clinical  research  and  development  of  inno- 
vative measures  in  health  care  delivery  in  ambulatory  care  clinic  and 
outreach  programs.  Board  qualified  applicants  with  ambulatory  care 
fellowship  or  equivalent  experience  are  preferred.  Rank  and  salary 
will  be  commensurate  with  experience.  Apply  to:  V.  J.  Gururaj,  MD, 
Director  of  Ambulatory  Services,  Department  of  Pediatrics,  Texas  Tech 
University  School  of  Medicine,  Lubbock,  TX  79430;  phone  806-743-2334. 
An  affirmative  action/equal  opportunity  employer. 


GENERAL  SURGEON  AND  GENERAL  PRACTITIONER  NEEDED  for  solo 
or  group  practice  in  Kermit,  Texas.  Well  equipped  85  bed  hospital. 
Large  referral  area.  Contact  Harper  Peddicord,  MD,  Chief  of  Staff  or 
Doug  Schoenewolf,  Administrator,  Memorial  Hospital,  821  Jeffee,  Ker- 
mit, Texas  79745,  Call  collect  915-586-2511. 


WANTED:  NEUROSURGEON  to  join  with  two  established  neurosurgeons 
in  the  general  practice  of  neurosurgery.  Excellent  facilities  available. 
Must  be  board  certified  or  board  eligible.  Excellent  opportunity.  Cor- 
poration benefits  available,  including  profit  sharing  plan.  Population 
area,  about  125,000,  with  significant  drawing  area.  Please  reply  to 
Ad-932,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 


PHYSICIANS— Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 

TEXAS:  SAN  ANTONIO  BASED  EMERGENCY  PHYSICIAN  group  ex- 
panding.  Immediate  openings  for  career-oriented  emergency  physician 
in  several  communities.  Will  consider  part-time,  flexible  schedule.  Call 
or  write-  Emergency  Physicians  Associates,  730  N.  Main  Avenue,  Suite 
624,  San  Antonio,  TX  78205;  512-222-0746  or  512-224-9067. 

WANTED:  YOUNG  FAMILY  PRACTITIONER  to  join  two  man  group. 
Duties  involve  assisting  in  surgery,  obstetrics  and  family  practice. 
Excellent  benefits  for  one  year  and  then  full  partnership.  Gulf  coast 
area  with  new  hospital.  Write  P.O.  Box  666,  El  Campo,  Texas  77437; 
telephone  713-543-9711,  at  night  only. 

PSYCHIATRIST  II — Must  be  licensed  to  practice  in  Texas.  Experience 
in  the  care  and  treatment  of  psychiatrically  impaired,  mentally  re- 
tarded patients.  Salary  $42,500  plus  $1,000  for  board  certification,  plus 
$3,000  if  selected  as  Director,  Multiple  Disabilities  Unit.  Position  avail- 
able September  1,  1979.  Please  reply  to  LaDair  Wright,  Personnel  Di- 
rector,  Austin  State  Hospital,  4110  Guadalupe,  Austin,  Texas  78751. 

EXCELLENT  OPPORTUNITY  for  FP  or  GP  to  affiliate  in  new  office, 
rural  community  35  miles  northeast  of  Houston.  Suburban  lake  front 
living,  attractive  growing  area.  Guarantee  plus  percentage,  eventually 
equal  partnership.  Contact  Dayton  Family  Medicine  Associates,  North- 
east Professional  Building,  Suite  205,  Humble,  Texas  77338;  713  446- 
1067. 

PSYCHIATRIST— resort  city— by  bay  and  gulf— fine  educational  and 
medical  institutions — growing  population  and  economy.  Private  prac- 
tice opportunities,  flexibility  in  scheduling.  Full  time  or  part  time. 
Salary  negotiable.  Contact  W.  Whitworth,  Ex.  Dir.,  Nueces  Co.  MHMR 
Community  Center,  1630  S.  Brownlee,  Corpus  Christi,  Texas,  78404. 
512-888-5321  EOE 

THE  AMERICAN  MEDICAL  ASSOCIATION'S  Department  of  Graduate 
Medical  Evaluation  is  recruiting  candidates  to  fill  a full  time  vacancy 
on  its  Field  Staff.  The  department  seeks  a physician  with  experience  in 
medical  education,  especially  residency  training,  who  will  participate 
in  the  accreditation  of  residency  programs  b-y  conducting  site  surveys 
of  training  programs.  The  work  entails  interviews  with  program  direc- 
tors, faculty,  administrators,  and  residents,  and  the  filing  of  reports 
based  on  the  survey.  Extensive  travel  is  required.  The  department 
hopes  to  locate  a Texas-based  physician  to  review  programs  in  the 
south  and  southwest,  especially  in  Texas,  Louisiana,  Arkansas  and 
Oklahoma.  Interested  candidates  should  send  a resume  to  Philip 
Kenny,  Ph.D.,  Department  of  Graduate  Medical  Evaluation,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois  60610. 


FAMILY/GENERAL  PRACTITIONER — Solo  or  associate,  progressive  com- 
munity, new  clinic,  43-bed  hospital,  excellent  churches,  new  schools, 
outdoor  recreation,  large  or  medium  load.  Contact  Paul  C.  Roberts, 
Administrator,  806-256-2114,  806-256-2774,  Shamrock,  Texas. 


DEEP  EAST  TEXAS  FAMILY  PRACTITIONER  or  general  practitioner  to 
join  group  of  three  GPs.  Guaranteed  income  until  established,  then 
expense  sharing  arrangement.  45,000  trade  area;  modern  90-bed  hos- 
pital. Excellent  area  lor  outdoor  recreation.  Contact  J.  B.  Spender,  MD, 
1276  S.  Peachtree  St.,  Jasper,  Texas  75951;  phone  713-384-5701. 


GENERAL  PRACTITIONERS,  INTERNISTS,  PEDIATRICIANS,  orthopdic 
surgeons,  occupational  medicine,  and  ENT  openings  available  in  large 
and  small  towns  throughout  the  state.  Multi-specialty  groups  and  solo 
openings  available.  Guaranteed  salaries  and  other  attractive  bonuses 
for  the  right  individual.  Please  send  your  CV  or  contact  Wellington 
Smith,  The  Texas  Doctors  Group,  P.O.  Box  177,  815  Brazos,  Austin, 
Texas  78767;  512-476-7129. 


WANTED:  FAMILY  PRACTITIONER  TO  ASSUME  quality  practice  in  Aus- 
tin of  deceased  young  associate.  Associate  will  introduce.  Office  com- 
pletely furnished.  Only  expense  is  purchase  of  furnishings.  Please  reply 
to  Ad-940,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


PHYSICIAN  NEEDED:  GENERAL  PRACTICE  OR  FAMILY  PRACTICE. 
Waller  area,  35  miles  northwest  of  Houston.  Clinic  available,  good 
clean  country  living,  town  population  3,500.  Excellent  opportunity.  Call 
713-372-2191  or  713-346-1017  or  write  to  Waller  Medical  Association, 
P.O.  Box  437,  Waller,  Texas  77484. 


CLINIC  PHYSICIAN /MEDICAL  DIRECTOR  for  progressive  family  plan- 
ning  clinic.  Responsibilities  include  clinical  services,  chart  review,  de- 
velopment of  medical  protocol,  work  with  board  of  directors  and  medi- 
cal  committee.  Twenty  hours  per  week,  $25,000/yr.,  malpractice  in- 
cluded. Send  resume /statement  of  interest:  Planned  Parenthood  of 
Austin,  1823  East  7th,  Austin,  Texas  78702. 


NORTH  DALLAS  EMERGENCY  PHYSICIAN  GROUP  staffing  a busy 
emergency  department  and  a minor  emergency  center  seeks  physicians 
with  emergency  medicine,  family  practice  or  pediatrics  background  for 
a full-time  association.  P.A.  partnership  option  available.  Primacare 
Physicians,  P.A.,  14434  Midway  Road,  Dallas,  Texas  75234;  214-980-1875. 


A PHYSICIAN  WITH  TEXAS  LICENSE  IS  WANTED  to  practice  general 
medicine  at  the  North  Texas  State  University  Student  Health  Center. 
Forty  hour  week  Monday-Friday  with  minimal  call  duty.  Salary  is 
negotiable.  Good  fringe  benefits.  Please  contact  Sheila  Meyer,  Ad- 
ministrative Officer,  NTSU  Student  Health  Center,  P.O.  Box  5158,  Den- 
ton, Texas  76203;  telephone  817-788-2331.  We  are  an  equal  opportunity/ 
affirmative  action  employer. 


WANTED:  WEST  MEMORIAL-KATY  AREA,  family  practitioner,  GP,  or 
internist.  713-467-4191,  465-1910. 


PART-TIME  MEDICAL  CONSULTANT  positions  available  from  Social 
Security  Disability  Insurance  for:  internal  medicine,  surgery,  ortho- 
pedics, psychiatry,  pediatrics.  Involves  review  of  medical  evidence  in 
disability  claims  at  central  location  in  Dallas.  No  patient  contact. 
5-20  hours  per  week,  depending  on  specialty.  For  further  information 
contact:  Weldon  McNeely,  Social  Security  Disability  Insurance,  Dept, 
of  Health,  Education,  and  Welfare,  1200  Main  Tower  Building,  Dallas, 
Texas  75202;  phone  214-767-3447. 


PART-TIME  POSITION  AVAILABLE  for  psychiatrist  as  consultant  to 
Social  Security  Disability  Program.  Involves  case  review  of  psychiatric 
disability  claims.  5-10  hours  per  week  at  central  location,  downtown 
Dallas.  For  further  information  call  Weldon  McNeely  at  214-767-3447  or 
write  Social  Security  Disability  Insurance,  Dept,  of  Health,  Education, 
and  Welfare,  1200  Main  Tower  Building,  Dallas,  Texas  75202. 


Situations  Wanted 


USA  UNIVERSITY  TRAINED  INTERNIST— Boston  trained  gastroenter- 
ologist, 30.  Seeking  practice  opportunity  as  gastroenterologist,  prefer- 
ably solo  with  minimum  income  guarantee;  group  or  partnership. 
Proficient  in  endoscopy,  liver  BX,  PTC.  Had  elective  rotations  studying 
echo  and  esophageal  manometry.  Please  reply  to  Ad-910,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  DIAGNOSTIC  RADIOLOGIST  for  locum  tenens.  Available 
any  time  January  1 to  April  30,  1980.  Office  practice  or  small  hospital. 
No  training  in  ultra-sound,  nuclear  medicine  or  angiography.  Board 
certified  1956.  Extensive  experience  in  general  work  but  not  newer 
special  procedures.  Excellent  references.  Prefer  Gulf  Coast.  Contact 
AD-913,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN;  46  year  old  board  certified  OB-GYN  seeks  relocation  in  Texas. 
Solo  or  group  practice  desired.  Trained  in  laparoscopy,  colposcopy  and 
urethroscopy  and  using  these  modalities  in  practice.  Excellent  health. 
Available  this  summer.  Wife  anesthesiologist;  seeking  suitable  position. 
Please  reply  to  Ad-924,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd,, 
Austin,  Texas  78701. 


GENERAL  SURGEON — 31  year  old  certified  surgeon  looking  for  practice 
situations.  FLEX  and  licensed  in  Texas.  All  locations  considered.  Solo 
or  group.  Contact  Dr.  D.  Kumar,  20110  Lorain  Road  #220,  Fairview 
Park,  Ohio  44126;  phone  216-331-3753. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  search, 
evaluation  and  screening  to  supplement  your  own  independent  recruit- 
ing. (We  never  require  deposit,  retainer  or  exclusion.)  Full  information 
to  physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


EXCELLENT  PHYSICIANS — General  and  specialty.  Inquire  through  Sun- 
belt Physician  Placement  Service,  5500  N.  Braeswood,  No.  177,  Houston, 
Texas  77096;  713-729-6068. 


OB-GYN,  BOARD  CERTIFIED,  exceptional  training  and  experience  de- 
sires association,  partnership  with  individual  or  group  in  or  around 
Austin  area  (female).  Please  reply  to  Ad-935,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd,,  Austin,  Texas  78701. 


SENIOR  PSYCHIATRIST — 59  years  old  desires  to  relocate  in  the  south- 
ern or  southwestern  part  of  Texas.  Training  obtained  in  the  state  of 
Massachusetts.  Board  eligible.  Present  employer  HEW.  Salary  nego- 
tiable. Telephone  806-293-8648  or  reply  to  Ad-931,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  ELIGIBLE  FAMILY  PRACTITIONER,  33.  Fellowship  in  family 
therapy.  Desire  salaried  position  in  associateship  or  group  in  Dallas 
or  surrounding  area  beginning  January,  1980.  Please  reply  to  Ad-934, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


CERTIFIED  BY  THE  AMERICAN  COLLEGE  OF  ANESTHESIOLOGISTS, 
many  years  of  practice,  wishes  to  relocate  in  Texas.  Group  or  solo 
practice.  Please  reply  to  Ad-933,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST:  49  years  old.  Board  Certified  AP-CP.  Experienced, 
aggressive  laboratory  director  and  manager.  Also  Board  Certified 
Ob-Gyn.  Clinically  oriented.  Married — 3 children.  Seeks  return  to  the 
Southwest.  Please  reply  to  Ad-938,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


NEUROLOGIST,  UNIVERSITY  TRAINED,  31  year  old,  with  one  year 
fellowship  in  EEG,  epilepsy,  child  neurology.  Seeking  a private  practice 
opportunity,  solo,  partnership,  group  or  'hospital  based.  All  locations 
considered.  Available  within  two  months  advance  notice.  Contact  Ad- 
939,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ANESTHESIOLOGIST:  board  eligible,  U.S.  and  Canadian  trained.  Nine 
years  private  practice  in  university  hospital,  Canada.  Experienced  in 
clinical  areas.  Will  consider  all  offers  and  area  open.  Contact  Ad-941, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OPHTHALMOLOGIST,  37,  board  certified,  subspecialty  interests:  pedi- 
atric ophthalmology  and  anterior  segment  surgery.  lOL  aualified.  Seeks 
practice  opportunity  in  Texas  where  true  need  exists.  Contact  Ad-942, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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INTERNIST-GENERALIST,  board  eligible.  Seeks  solo  practice  or  asso- 
ciateship.  Wants  to  relocate  in  Texas.  Available  anytime.  Contact  Ad- 
944,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  INTERNIST  SEEKING  POSITION  with  a group  in  large  city  or 
suburbs.  Texas  license,  27  years  old  and  available  in  December  1979. 
Contact  Ad-943,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PHYSICIAN'S  ASSISTANT — Desires  work  with  general  practitioner. 
Primary  care  setting.  UTMB  (Galveston)  graduate.  Available  immedi- 
ately. Call  713-462-0431.  Please  reply  to  Ad-945,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  /8701. 


NEUROPSYCHIATRIST — 18  years  experience  since  approved  residency. 
Five  years  general  practice  prior  to  residency.  CME  current;  experi- 
enced in  psychopharmacology  and  ECT.  Good  references.  Prefer  south 
or  far  west  Texas.  Contact  Ad-946,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


GP  INTERESTED  IN  WORKING  HOUSTON  or  suburban  areas.  FP  board 
eligible  7/79.  Graduated  1964;  post  graduate  training  at  UCLA  (MPH 
1971);  University  Nebraska  Medical  Center  (1975-1977  in  FP,  700  credit 
hours).  Prefer  first  year  salary  (easy  condition).  Available  any  time. 
Licensed  in  Texas,  Florida  and  Nebraska.  Call  T.  Q.  Vingh,  308-772- 
3264  or  write  Oshkosh  Medical  Center,  Oshkosh,  Nebraska  69154. 


FOREIGN  MEDICAL  GRADUATE  WITH  RECENT  Texas  license  (with 
ECFMG  and  FLEX).  Interested  in  working  in  metro  Houston  as  a phy- 
sician's assistant  preferably  in  the  fields  of  either  internal  medicine, 
family  practice  or  pediatrics.  Available  September  1979.  Call  713-445- 
5674  or  write  Ad-947,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


DIAGNOSTIC  RADIOLOGIST,  board  certified,  now  available  for  occa- 
sional weekly  locum  tenens.  Baylor  graduate  with  a Texas  license. 
Available  for  permanent  position  July  1980.  Now  obtaining  additional 
training  in  nuclear  medicine,  CT,  and  ultrasound.  Walton  S.  Launey, 
Jr.,  PhD,  MD,  Radiology  Department,  Arizona  Health  Science  Center, 
Tucson,  Arizona  85724 


For  Sale  or  For  Rent 


AUSTIN,  TEXAS — Medical  office  space  available  in  a rapidly  growing 
medical  community  near  Ben  White  Blvd.  and  South  Lamar.  512-452- 
9544  for  information. 


OFFICE  SPACE  IN  DALLAS — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Laboratory  in  building.  Generous  allowance 
for  office  improvements.  Planning  and  layout  available  without  cost. 
Contact  Ike  H.  Silver,  214-328-3578,  or  write  P.O.  Box  18237,  Dallas, 
Texas  75218. 


DALLAS— WELL  ESTABLISHED  PROFESSIONAL  LOCATION.  Newly  re- 
decorated, 1200  sq.  ft.  furnished  space.  Five  minutes  Baylor  Hospital. 
Immediate  occupancy.  Lab  and  x-ray  in  building.  Free  parking  for 
physicians,  patients  and  employees.  Janitorial  service  and  all  bills  paid. 
Excellent  location  for  primary  care  physicians  (family  practitioner,  in- 
ternist, pediatrician,  obstetrician-gynecologist,  dermatologist,  etc.). 
Contact  Lakewood  Medical  Building  214-821-9161. 


FOR  SALE:  Established  family  practice  available  in  Victoria,  Texas. 
Rapidly  growing  community  of  60,000  with  two  hospitals.  Gross  well 
into  six  figures.  Leaving  for  residency.  Terms  negotiable.  Call  512- 
575-4551. 


HOUSTON — between  downtown  and  medical  center.  Well  established 
medical  and  dental  building.  For  lease  and  possible  purchase.  Avail- 
able with  free  parking.  Photos  sent  on  request.  Contact  Bengy  Sebesta, 
Owner,  713-522-2121  or  write  3304  Milam,  Houston,  Texas  77006. 


MOST  BEAUTIFUL  RANCH  IN  TEXAS.  110  acre  Hill  Country  river  ranch. 
1800  feet  on  Guadalupe  River.  Deer,  turkey,  dove  and  quail.  Practically 
in  city  limits  of  New  Braunfels.  Excellent  for  ranching,  developing  or  just 
plain  living.  29%  down,  owner  financing.  Asking  $4000  per  acre.  Con- 
tact Bud  Lockey,  P.O.  Box  6933,  Houston,  Texas  77005;  713-668-3088. 


Miscellaneous 


ABORTION  ALTERNATIVES]  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  lor  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 
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/-The  Room  Has  Grown 


To  a full  department!  Many  hospitals  have 
responded  to  inoreased  community 
demands,  improved  training  and  growth 
in  the  state-ot-the-art  by  elevating  the 
Emergency  Room  into  the  Emergency 
Department. 

The  American  College  ot  Emergency 
Physicians  has  helped  to  develop  tal- 
ented, trained  men  and  women  to  deliver 
quality  patient  care.  Our  client,  staffing 
over  20  Emergency  Departments,  has  a 
high  proportion  of  Emergency  Medicine- 
trained  physicians  working  with  them. 

If  you  are  an  experienced  Emergency 
Physician,  you  will  want  to  live  your  career 
in  a Department,  not  in  a Room.  Call  us. 
We  will  put  you  with  the  leader  in  your 
field. 

You  can  grow,  too. 


A! 


/MEDSECO 

Medical  Search  Consultants,  Inc. 

12605  East  Freeway,  Suite  608 
Houston,  Texas  77015 
800  / 231-7888 

713/451-2222  (Texas) 

/HEDSECO 


UNITED  WAY 
FOLLOWS  AN  OLD 
AMERICAN  CUSTOM 
WHEN  IT  COMES  TO 
DISTRIBUTING  FUNDS: 


LET  THE  PEOPLE  DECIDE. 


If  people  are  good  enough  to 
volunteer  their  time  and  money 
each  year  and  make  United 
Way  a success,  they’re  also  good 
enough  to  decide  how  the 
funds  are  used. 

A lot  of  ordinary  people  with 
extraordinary  dedication 
devote  long  hours  looking  at 
budgets  and  community  needs 
to  determine  how  the  money  you 
give  can  be  used  to  your 
community’s  best  advantage. 

And  that’s  how 
United  Way  works. 

And  why. 

Thanks  bo  you,  it 
works.  For  all  or  us.  United  VU^y 

A Public  Service  of  This  Magazine  & The  Advertising  Council 


TEXAS  MEDICINE 


Advertising  Directory 


LOOK... 

to  us  first  for  a 

MEDICAL  CAREER 

OPPORTUNITIES 

□ Physicians 

□ Dentists 

□ Psychiatrists 

□ Pharmacists 

□ Podiatrists 

□ Psychologists 

□ Medical  Assistants 

□ Electroencephlagraph 

Technicians 

□ Physician  Assistants 

□ Sociologists 

BENEFITS 

Excellent  Salary 
Health  Insurance 
Laundry  & Dry  Cleaning 
Paid  Social  Security 
Barber  Shop 
Workmans  Compensation 
Sick  Leave 
Paid  Holidays  & Vacations 
Good  Retirement  Plan 
Housing  — Certain  Job  Levels 
Emoluments  — Certain  Job  Levels 

Job  Security 

For  immediate  information  call: 

713-295-6371,  ext.  464 

or  send  resume  to: 

Correctional  Medical  Career 
P.O.  Box  99 
Huntsville,  Texas  77340 

An  Equal  Opportunity  Employer 
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Insurance  Corporation  of  America  46-49 

Mead  Johnson  Pharmaceutical  Division  38 

Kelsey-Seybold  Clinic  3rd  Cover 

Eli  Lilly  and  Company  15 
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The  Medical  Protective  Company  71 
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Practice  Management  Services  65-67 
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The  Prudential  Insurance  Company  of  America  9 

Roche  Laboratories  1,  2,  72,  76 

Sandoz  Pharmaceuticals  4 

Schick  Hospital  61 

Scott  & White  Clinic  Back  Cover 

Smith  Kline  & French  27 

Southwestern  Bell  18 

Starlite  Village  Hospital  30 

St.  Elizabeth  Hospital  76 

Texas  Department  of  Corrections  93 

Texas  Medical  Association 

Automobile  Leasing  Program  95 

Committee  on  Physician  Health 
& Rehabilitation  34 

Leadership  Conference  22 

Memorial  Library  Fund  70 

Prescription  Drug  Pamphlet  63 

Texas  Medical  Liability  Trust  35 

Timberlawn  Psychiatric  Hospital  Back  Cover 

Torbett,  Hutchings,  Smith  Memorial  Hospital  2nd  Cover 

Wichita  Falls  Clinic  30 


Physician’s  Directory  81-89 

Classified  Advertising  90-92 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 

Hearing  Aid  Speciaiist 

IN  TEXAS 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Earl  O Barnes 

Beltone  Hearing  Aid  Service 
604  North  7th 
Beaunnont,  Texas  77701 
(713)  832-7132  8c  832-1433 

Gordon  L-  Bisel 
Beltone  Hearing  Aid  Service 
6800  North  Mam  Street 
Suite  107B 

Houston.  Texas  77030 
(713)  523-0919 

R,  J Cox 

Beltone  Hearing  Aid  Service 
3122  S,  Alameda 
Corpus  Christi.  Texas  78404 
(512)  884-2217 

William  Crnkovic 
Beltone  Hearing  Aid  Service 
Sunnyland  Shopping  Center 
1 706  Texas  Avenue 
Bryan,  Texas  77801 
(713)  823-5821 

Beltone  Hearing  Aid  Service 
Weingarten  s Shopping  Center 
729  East  Davis 
Conroe.  Texas  77301 
(713)  539-2626 

Ken  Dennis 

Beltone  Hearing  Aid  Service 
1 125  Tvrenty-Third  Street 
Galveston  Island,  Texas  7 7550 
(713)  765-5791 

Beltone  Hearing  Aid  Service 
1617  Sixth  Street 
Bay  City.  Texas  77414 
(713)  245-9383 

Dick  Durbin 

Beltone  Hearing  Aid  Service 
8412  Preston  Center  Plaza 
Dallas,  Texas  75225 
(214)  363-7510 

Beltone  Hearing  Aid  Service 
1770  W Irving  Blvd  - Suite  # 14 
Irving,  Texas  75061 
(214)  253-2026 


Beltone  Hearing  Aid  Service 
104  W Virginia 
McKinney,  Texas  75069 
(214)  542  3793 
(214)  542-3793 

Tom  Durbin 

Beltone  Hearing  Aid  Service 
267  Wynnwood  Village 
Dallas.  Texas  75224 
(214)  948-3273 

John  N Evans 

Beltone  Hearing  Aid  Center 
The  Suburban  1 , 

4201  North  1st  Street 
Abilene,  Texas  79603 
(915)  673-4989 

Robert  J.  Fonner 
Beltone  Hearing  Aid  Service 
315  Randol  Mill  Road 
Arlington.  Texas  76011 
(817)  277-8121 

Beltone  Hearing  Aid  Center 
7305  Grapevine  Highway 
Fort  Worth,  Texas  76118 
(817)  485-1051 

Joe  Geraci 

Beltone  Hearing  Aid  Center 
617  South  First 
PO  Box  1464 
Lutkin,  Texas  75901 
(713)  634-4383  & 634-4384 

Ann  Head 

Beltone  Hearing  Aid  Service 
109  W Beauregard  - P O Box  1082 
San  Angelo,  Texas  76901 
(915)  653-5044 

Eldon  Johnson 
Beltone  Hearing  Aid  Service 
315  North  Travis 
Sherman.  Texas  75090 
(214)  892-1597 

Rutus  Jordan 

Beltone  Hearing  Aid  Center 
215  East  Missouri 
El  Paso,  Texas  79901 
(915)  533-2291 


Charles  H Knox 
Beltone  Hearing  Aid  Service 
1015  Pennsylvania 
Fort  Worth.  Texas  76104 
(817)  322-6397 

Joe  B Latdizabal 
Beltone  Hearing  Aid  Center 
1421  North  Elm  Street 
Suite  104 

Denton,  Texas  76201 
(817)  387-9574 

Homer  R,  Mayhall 
Beltone  Hearing  Aid  Service 
127  East  7th  Street 
Austin.  Texas  78701 
(512)  472-1777 

Beltone  Hearing  Aid  Service 
Washington  County  Chamber  of 
Commerce  Building 
Bienham,  Texas  77833 
(713)  836-3695 

James  M McCrae 
Beltone  Hearing  Aid  Center 
5430  Fredericksburg  Road 
Oak  Hills  Tower  # 1 19 
San  Antonio,  Texas  78229 
(512)  341-1414 

Wes  McKinzey 
Beltone  Hearing  Aid  Service 
402  East  7th  Street 
Odessa.  Texas  79761 
(915)  332-0519 

Beltone  Hearing  Aid  Service 
104  North  O Street 
Midland,  Texas  79701 
(915)  682-2180 

Beltone  Hearing  Aid  Service 
606  Johnson 
Big  Spring,  Texas  79720 
(915)  263-6181 

Carlos  Perez 

Beltone  Hearing  Aid  Center 
905  Judson  Road 
Longview.  Texas  75601 
(214)  758-5558 


J Gregory  Platten 
Beltone  Hearing  Aid  Service 
822  South  Beckham  Street 
lyler,  Texas  75701 
(214)  593-8215 

Herb  Schlier 

Beltone  Hearing  Aid  Center 
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EDITORIAL 


Your  voice  in  organized  medicine 

All  of  us  have  heard  many  times  that  our  professional 
organizations,  the  American  Medical  Association,  the 
Texas  Medical  Association,  and  the  [county  medical  soci- 
eties], are  the  voices  of  organized  medicine  and  speak  for 
us,  their  constituency.  Although  there  is  a well  defined  and 
orderly  pathway  whereby  an  individual  physician  can  make 
his  voice  heard  in  the  halls  of  organized  medicine,  or  even 
see  his  ideas  become  official  AMA  policy,  few  physicians 
know  how  this  can  come  about. 

The  House  of  Delegates  of  the  Texas  Medical  Associa- 
tion meets  twice  a year  to  debate  and  to  officially  adopt  the 
policy  of  the  Association.  Each  item  of  business  to  come 
before  the  House  is  published  in  what  is  called  the  Hand- 
book for  Delegates,  and  is  distributed  to  each  delegate 
about  a month  before  the  meeting  convenes.  These  hand- 
books are  open  for  review  by  any  TMA  member.  The 
Speaker  of  the  House  of  Delegates  reviews  the  handbook 
and  designates  each  item  in  the  handbook  as  business  of 
one  of  eight  reference  committees,  which  convene  on  the 
day  that  the  House  of  Delegates  meeting  opens.  Any  TMA 
member  is  entitled  to  appear  before  a reference  committee 
and  express  his  or  her  views  on  any  of  the  matters  under 
consideration  by  that  committee.  The  reference  committee 
then  meets  in  executive  session  and  drafts  its  report,  which, 
the  next  day,  is  brought  before  the  House  of  Delegates,  and 
each  item  is  either  adopted  as  official  TMA  policy, 
amended,  referred  back  to  TMA  councils  or  committees,  or 
rejected.  In  some  instances,  where  national  issues  are  in- 
volved, the  TMA  delegation  to  the  AMA  is  instructed  to  in- 
troduce the  resolutions  before  the  AMA  House  of  Dele- 
gates. 

Delegates  to  the  Texas  Medical  Association  are  appor- 
tioned to  each  county  medical  society  in  relation  to  the 
number  of  TMA  members  within  that  society.  The  dele- 
gates that  represent  the  TMA  in  the  AMA  House  of  Dele- 
gates are  elected  by  the  TMA  House  of  Delegates  and 
currently  number  11  delegates  with  the  same  number  of 
alternate  delegates. 

The  material  to  be  considered  by  the  delegates,  which 
composes  the  handbook,  includes  reports  of  each  council 
and  committee  and  the  reports  of  activities  by  the  Execu- 
tive Board,  the  TMA  Board  of  Trustees,  the  Executive 
Director,  and  the  President  and  Treasurer  of  the  Texas  Med- 
ical Association.  In  addition,  resolutions  are  the  mechanism 
whereby  the  individual  delegate,  or  the  county  medical  so- 


ciety, can  be  heard.  Should  any  county  society  member 
have  an  issue  that  he  feels  is  important  enough  to  become 
TMA  policy,  he  can  submit  it  to  the  county  society  for  con- 
sideration as  a proposal  to  TMA.  The  society  will  discuss 
the  merits  of  this  resolution,  and  if  it  feels  it  can  support  it  at 
the  TMA  level,  will  designate  one  or  more  members  to  as- 
sist in  the  drafting  of  a formal  resolution  to  be  included  in  the 
Handbook  for  Delegates  at  the  next  TMA  meeting.  The 
Speaker  of  the  House  will  then  designate  a reference 
committee  which  will  consider  this  resolution.  Reference 
Committees  and  their  meeting  places  are  published  well  in 
advance  of  their  meetings. 

If  he  desires,  the  TMA  member  initiating  the  resolution 
may  appear  before  the  reference  committee  to  speak  in 
favor  of  his  resolution.  (Only  members  or  ex  officio  mem- 
bers of  the  House  of  Delegates  to  the  TMA  can  speak  on 
the  floor  of  the  House  of  Delegates  without  House  ap- 
proval.) If  the  reference  committee  then  reports  favorably 
on  this  resolution,  it  will  recommend  adoption  by  the  House 
of  Delegates.  If  it  is  not  adopted,  it  may  be  referred  to  a TMA 
council  or  committee  for  further  study,  or  it  may  be  rejected. 

We  encourage  all  members  of  our  Society  to  ask  ques- 
tions and  bring  to  our  attention  any  issue  that  they  feel 
should  be  studied  by  the  TMA  or  the  AMA. 

Perry  Nadig,  MD.,  San  Antonio 

Reprinted  with  permission  from  the  Bexar  County  Medical  Society's 
The  Medical  News,  December  1978. 


LETTERS 

Legislative  feet 

Dear  Ms  Baker: 

During  (a  recent)  Finance  Committee  meeting,  I stepped  in, 
put  my  best  foot  forward,  and  was  able  to  convince  my  sole 
brothers  to  make  treatment  of  plantar  warts  reimbursable 
under  Medicare.  I consider  this  a legislative  feet  of  no  small 
dimensions. 

Sen  Lloyd  Bentsen,  Washington,  DC 
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Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 

Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January, 

1963.  The  original  hospital  was 

founded  by  Dr.  J.  W.  Torbett,  Sr., 

in  1898. 

•Expired  May  17th,  1977. 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use.  that  is,  more  than 
4 months,  has  not  been  assessed  by  systematic  clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient 

Contraindications:  Tablets  in  children  under  6 months  of  age,  known 
hypersensitivity:  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal/muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
viduals (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in 
lieu  of  appropriate  treatment.  When  using  oral  form  adjunctively  in  convul- 
sive disorders,  possibilify  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of  Seizures 
INJECTABLE  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and.  rarely,  vascular  impairment  when  used  I V.  inject 
slowly,  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use 
small  veins,  i.e,,  dorsum  of  hand  or  wrist,  use  extreme  care  to  avoid  intra- 
arterial administration  or  extravasation.  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  I.V.  it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion. 

Administer  with  extreme  care  to  elderly  very  ill,  those  with  limited  pulmo- 
nary reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  con- 
comitant use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
able When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
age at  least  1/3,  administer  in  small  increments  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
vital  signs. 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminister 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures,  use  topical  anesthetic,  have  necessary  coun- 
termeasures available  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia  Infrequently  encountered  were  confusion,  constipa- 
tion, depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea. hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion. coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures.  I V fluids,  adequate  airway  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg.  bottles  of  100  and  500, 
Tel-E-Dose*  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10;  Prescription 
Paks  of  50.  available  singly  and  in  trays  of  10  Ampuls,  2 ml.  boxes  of  10. 
Vials,  10  ml,  boxes  of  1,  Tel-E-Ject"  (disposable  syringes),  2 ml.  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers,  and  1 5%  benzyl  alcohol  as  preservative 


Roche  Laboratories 

Division  of  Hottmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status 

Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
curred following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
muscle  cramps,  vomiting,  sweating).  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  predisposition  to  habituation/ 
dependence  Not  recommended  for  OB  use 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less),  pro- 
longed CNS  depression  observed  In  children,  give  slowly  (up  to  0,25 
mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be 
repeated  after  15  to  30  minutes  If  no  relief  after  third  administration, 
appropriate  adjunctive  therapy  is  recommended 
Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam),  i.e.. 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
sants Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
companying depression  who  may  have  suicidal  tendencies  Observe  usual 
precautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  21/2  mg  once  or  twice  daily,  increasing. gradually  as  needed  or 
tolerated). 
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This  monfh's  cover  symbolizes  fhe  screening  of 
infanfs  for  hypofhyroidism,  a procedure  aufho- 
rized  by  fhe  66fh  Legislafure.  Dr  Surendra  K. 
Varma,  who  for  many  monfhs  has  urged  sfafe- 


wide  screening,  discusses  screening  procedures 
and  pifof  projecfs  in  fhe  Unifed  Sfafes  and 
Canada.  His  arficle,  "Newborn  screening  for 
congenifal  hypofhyroidism,"  begins  on  page  57. 


The‘Makei 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  t^ical)  price  differentials  are  cited. Thus , 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  qualit}>  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollarj’  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-ti'pe  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a ' 
reference  product.  As  yi 
know',  there  is  substanl^ 
literature  on  this  subjei 
affecting  many  drugs,  i. 
eluding  such  antibiotic 
as  tetracv'cline  and  ery- 
thromvein.  The  record 

^ I 

drug  recalls  and  court 
actions  affirms  strong! 
that  there  are  differenc 
among  pharmaceutica 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  n 
search  and  may  practic 
minimum  quality  assu 
ance. 


MYTH:  Industry  favors 
only  “expensive^’  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  ( 
the  drug  supply,  includ 
ing,  therefore,  most  of  i 
generics.  Drug  nomen- 
clature is  not  the  impoi 
tant  point;  it’s  the  comj 
tence  of  the  manufac- 
turer and  the  integrity  ( 
the  product  that  count. 


!:  Generic  options  al- 
iheays  exist. 

: About  55  percent 
scription  drug  ex- 
ture  is  for  sin 
ie  drugs.  This 
s,  of  course,  that  for 
t5  percent  of  such 
iditure,  is  a generic 
ribing  option  avail- 


i:  Generic 

iptions  are  filled  with 
?nsive generics,  thus 
r consumers  large 
of  money. 

Market  data  show’ 
ou  invariably 
•ribe — and  pharma- 
dispense — both 
d and  generically 
ed  products  from 
m and  trusted 
:es,  in  the  best  inter- 
"patients.  In  most 
i the  patient  receives 
(ven  brand  product, 
igs  from  voluntary 
andated  generic 
[ribing  are  grossly 
gerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
veiy’  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
ph\’sician  are  most 
conscious  of  how'  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgerv’,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  monc}’. 

FACT:  Government 
schemes  alw  ays  cost  the 
taxpay  er  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  fi’eedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships udth  patients  wall  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  m\dhs  about  price 
and  equiv’alency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  er’er: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — fi’om  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


EMk 

Phtirmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  20005 


NEWSBRIEFS 


Learning  styles  in  continuing  medical  education 

According  to  a report  by  James  H.  Thorpe,  MD,  director  of 
medical  education  of  Sutter  Community  Hospitals,  for  the 
Continuing  Medical  Education  Newsletter  (July  1979,  Vol 
III,  No  8)  individuals  have  certain  learning  styles  which 
can  be  matched  with  CME  programs  for  better  learning.  Dr 
Thorpe  cited  an  exercise  given  to  the  Education  Commit- 
tee of  the  hospital  which  showed  the  following:  Psychia- 
trists tend  to  learn  by  abstract,  introspective  reasoning; 
surgeons  are  marked  ' doers,  " learning  best  from  one-to- 
one  instruction  in  new  operating  room  techniques  or  per- 
sonal preceptorships;  nonsurgical  specialists  tend  to  be 
pragmatists  gaining  continuing  medical  education  through 
workshops,  and  involvement  in  applying  new  concepts. 
Physicians  showing  a combination  of  styles,  that  is, 
preference  for  skills  over  concept,  were  obstetricians  and 
gynecologists. 

CPT-4  receives  update 

The  AMA  has  recently  revised  the  fourth  edition  of  the 
Physicians’  Current  Procedural  Terminology,  a system  for 
naming,  coding,  and  reporting  medical  procedures  and 
services.  CPT-4  was  developed  by  and  for  physicians  in 
response  to  the  need  for  a uniform  language  that  will  des- 
ignate medical,  surgical,  and  diagnostic  services  accu- 
rately, thereby  providing  a means  for  communication 
among  physicians,  patients,  and  third  parties.  Subjects 
which  were  revised  include:  urological  procedures,  with  a 
new  section  on  urodynamics;  radiological  procedures, 
with  computerized  tomography  of  the  spine,  endoscopic 
sphincterotomy  by  radiologic  monitoring,  and  new  trans- 
catheter techniques;  new  techniques  in  orthopedics;  new 
coded  procedures  in  fiberoptic  sigmoidoscopy,  and  Falope 
ring  occlusion  of  the  fallopian  tubes.  CPT-4  is  available 
through  the  Order  Dept  OP-41,  American  Medical  Associ- 
ation, PO  Box  821,  Monroe,  Wl  53566. 

Honey  and  infant  botulism 

Infants  less  than  one  year  old  should  not  be  fed  honey 
because  of  the  danger  in  transmission  of  infant  botulism. 
A California  research  group  reported  in  the  June  Ameri- 
can Journal  of  Diseases  of  Children  on  a number  of  chil- 
dren who  became  ill  from  infant  botulism.  Almost  half  had 
been  fed  honey  prior  to  the  onset  of  illness.  The  offending 
organism,  C-botulinum,  was  found  in  10%  of  the  90  honey 
samples  tested  in  California.  C botulism  may  be  responsi- 
ble for  some  cases  of  sudden  infant  death  syndrome,  said 


Drs  Richard  O.  Johnson,  Susan  A.  Clay,  and  Stephen  S. 
Arnon.  These  physicians  recommended  that  honey  not  be 
fed  to  infants  less  than  one  year  of  age. 

“Bends”  in  the  fetus 

Reports  of  birth  defects  among  children  of  women  scuba 
divers  caused  Texas  A&M  University  biologist  William  Fife 
to  study  the  potential  dangers  of  “bends”  to  the  fetus, 
especially  in  early  stages  of  pregnancy.  Fife  says  recent 
medical  surveys  show  four  major  birth  defects  among 
babies  of  25  women  (16%)  who  dived  deeper  than  100  feet 
while  pregnant.  The  total  number  of  birth  defects  was 
more  than  6%  even  when  adjusted  to  the  entire  group  of 
200  pregnant  divers  studied.  Under  a $5,000  supplement- 
al grant  received  from  Texas  A&M's  Sea  Grant  College 
Program,  Fife  will  gather  information  on  the  hazards  of 
scuba  diving  to  the  unborn  child. 

Vitamin-mineral  supplements  and  serum  lipid  level 

Nutrition  researchers  at  The  University  of  Texas  Medical 
Branch  at  Galveston  have  found  evidence  that  vitamin 
supplements  might  help  lower  the  levels  of  cholesterol  and 
other  fats  in  the  blood.  William  J.  McGanity,  MD,  professor 
and  chairman  of  obstetrics  and  gynecology,  Earl  B.  Daw- 
son, PhD,  research  associate  professor  of  OB/GYN,  and 
research  technician  Mary  Jo  Dotson  have  found  that  blood 
serum  levels  of  cholesterol  and  triglycerides  tend  to  de- 
crease in  users  and  nonusers  of  oral  contraceptives  after 
one  month  of  supplementing  their  diets  with  a multiple 
vitamin-mineral  compound.  Previous  research  has  shown 
that  women  who  use  birth  control  pills  tend  to  have  ele- 
vated blood  levels  of  lipids  (particularly  cholesterol  and 
triglycerides).  Elevated  blood  levels  have  been  associated 
with  increased  risk  of  heart  attack  and  stroke.  The  results, 
said  Dr  Dawson,  suggest  that  by  fortifying  the  body  with 
vitamins  and  minerals,  a person  can  increase  the  body’s 
ability  to  metabolize  fat. 
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AMA  adopts  Texas  resolutions 
at  July  annual  meeting 

The  Texas  delegation  successfully  contributed  to  positions 
adopted  by  the  AMA  House  of  Delegates  at  the  1979  an- 
nual meeting  July  22-26  in  Chicago.  Five  Texas  reso- 
lutions were  adopted  as  presented;  four  others  were  ap- 
proved in  substitute  form.  The  Texas  delegation  lost  one 
resolution  which  opposed  national  compulsory  health  in- 
surance in  any  form. 

The  House  adopted  a Texas  resolution  which  supported 
the  repeal  of  Public  Law  93-641,  the  National  Health  Plan- 
ning and  Resources  Development  Act  of  1974.  This  act 
proposed  the  formation  of  “local  health  planning  agencies” 
to  reduce  health  care  costs  by  rationing  the  number  of 
health  facilities  and  services.  The  resolution  asks  the  AMA 
to  inform  US  senators  and  congressmen  of  its  position  of 
opposition  and  urges  them  to  sponsor  or  support  legislative 
action  repealing  the  law.  The  AMA  also  encouraged  physi- 
cians to  participate  in  health  planning. 

The  House  supported  the  use  of  Current  Procedural 
Terminology  (CPT)  for  documenting  and  reporting  services 
and  procedures  performed  by  physicians.  CPT-IV,  de- 
veloped by  the  AMA  with  the  assistance  of  specialty 
societies,  is  used  by  physicians  in  communicating  diagnos- 
tic and  therapeutic  procedures  to  fiscal  intermediaries. 

The  House  voted  to  support  the  Joint  Commission  on 
Accreditation  of  Hospitals  in  its  effort  to  reduce  survey  du- 
plication and  to  avoid  requirements  that  would  increase  the 
cost  of  care.  The  Texas  resolution,  which  commended  this 
declaration,  was  adopted  by  the  House. 

A recommendation  for  broader  rotations  during  the  first 
year  of  residency  training  was  also  endorsed  by  the  House. 
The  adopted  Texas  resolution  noted  that  some  medical 
students  are  not  ready  to  select  a specialty  upon  graduation 
from  medical  school.  It  expressed  the  view  that  rotation 
through  the  various  fields  of  medicine  and  surgery  during 
the  first  year  of  residency  could  help  a new  physician  better 
select  a specialty. 

Because  of  actions  taken  by  the  Texas  delegation,  medi- 
cal students  who  are  appointed  to  serve  on  AMA  councils 
and  committees  may  receive  voting  privileges  at  the  discre- 
tion of  these  groups.  The  delegation  noted  that  voting 
privileges  would  increase  medical  student  participation  in 
the  AMA.  Previously,  medical  students  serving  on  AMA 
councils  and  committees  were  not  allowed  to  vote.  Despite 
a recommendation  to  turn  down  the  Texas  resolution,  it  was 


ultimately  adopted. 

A resolution  supporting  the  principle  that  the  best  qual- 
ified students  should  be  admitted  to  medical  schools  in  the 
United  States  was  adopted  by  the  House.  The  Texas  reso- 
lution noted  that  an  important  factor  in  assuring  future  high 
quality  medical  care  is  to  admit  only  the  best  qualified  stu- 
dents into  medical  schools. 

A Texas  resolution  calling  for  AMAs  continued  support  of 
physician  continuing  medical  education  with  limits  on  pro- 
gram expenditures  was  also  adopted  in  substitute  form  by 
the  House.  The  House  directed  the  AMA  Board  of  Trustees 
to  invest  funds  in  high  quality  audiovisual  self-instructional 
educational  programs  that  are  within  the  budget  and  poten- 
tially self-supportive. 

Physician  participation  in  the  military  medical  reserve 
and  National  Guard  programs  was  discussed  by  the 
House.  The  AMA  endorsed  improvements  for  these  pro- 
grams to  attract  more  physicians  and  to  provide  statutory 
safeguards  against  individual  involuntary  recall  or  reten- 
tion. That  action  represented  the  intent  of  a Texas  resolu- 
tion which  had  asked  the  AMA  to  assume  the  leadership  in 
developing  an  effective  military  medical  reserve  program. 
The  resolution  adopted  by  the  House  directed  the  AMA  to 
publicize  the  physician  shortage  in  these  programs  and  to 
advise  the  Department  of  Defense  that  physicians  be 
utilized  according  to  their  capabilities. 

The  AMA  reaffirmed  its  policy  of  opposition  to  national 
legislation  equating  ophthalmologists  and  optometrists 
under  Part  B of  the  Medicare  Act.  A resolution  introduced 
by  Whitney  G.  Sampson,  MD,  Houston,  delegate  of  the 
American  Academy  of  Ophthalmology,  and  supported  by 
the  Texas  delegation,  pointed  out  that  legislation  pending 
before  Congress  would  equate  the  professional  services  of 
ophthalmologists  and  optometrists  by  providing  eye  care 
benefits  under  Medicare.  If  enacted,  legislation  would  grant 
recognition  that  optometrists  are  qualified  by  licensure 
alone  to  diagnose  and  treat  medical  conditions  of  the  eyes. 
The  AMA  House  of  Delegates  adopted  the  resolution. 

AMA,  LCCME  choose 
separate  paths 

The  American  Medical  Association  has  withdrawn  from 
the  Liaison  Committee  on  Continuing  Medical  Education 
(LCCME)  following  actions  taken  by  the  AMA  House  of 
Delegates,  July  25,  1979.  The  Association  will  resume  its 


Volume  75  October  1979 


previous  responsibility  for  accreditation  of  those  institu- 
tions and  organizations  offering  continuing  medical  educa- 
tion programs. 

The  AMA  has  been  a leader  in  improving  medical  edu- 
cation for  decades.  The  Association's  Council  on  Medical 
Education  published  its  first  list  of  accredited  medical 
schools  in  1970,  internships  in  1914,  and  hospitals  ap- 
proved for  residencies  in  1927.  Allied  health  programs 
were  first  accredited  in  1936.  Beginning  in  1962  the  AMA 
initiated  and  developed  a national  system  of  accreditation 
for  continuing  medical  education. 

In  1970,  the  'Essentials  for  Accreditation, " a set  of 
standards  to  guide  sponsors,  was  adopted  by  the  council 
and,  by  1977,  more  than  1,400  organizations  had  voluntar- 
ily achieved  accreditation  through  the  AMA  process. 

In  1977,  the  LCCME  became  an  accrediting  agency 
under  the  umbrella  of  the  Coordinating  Council  on  Medical 
Education.  Composed  of  representatives  from  the  AMA, 
Association  of  American  Medical  Colleges,  American 
Board  of  Medical  Specialty  Societies,  American  Hospital 
Association,  Association  for  Hospital  Medical  Education, 
Federation  of  State  Medical  Boards,  the  federal  govern- 
ment, and  the  public,  the  LCCME  was  to  develop  new 
principles  and  policies  for  continuing  medical  education, 
its  supervision  and  accreditation.  The  AMA  bore  the  costs 
of  accreditation  and,  in  addition,  provided  staffing  and  se- 
cretarial services  for  the  LCCME. 

With  the  action  of  the  House  of  Delegates,  the  AMA  will 
resume  its  previous  role  in  the  voluntary  accreditation 
through  the  AMA  Committee  on  Accreditation  under  the 
Council  on  Medical  Education. 

The  AMA  has  recognized  Texas  Medical  Association  as 
the  accrediting  body  for  institutions  and  organizations  of- 
fering local  programs  of  continuing  medical  education  in 
Texas  and  the  "Essentials " will  continue  to  serve  as  a 
basis  for  accreditation.  The  AMA  reports  that  it  will  im- 
prove the  continuing  medical  education  program  to  be 
more  responsive  to  interests  of  all  physicians,  state  medi- 
cal associations,  specialty  societies,  medical  schools,  and 
the  public. 

The  status  of  the  AMA  program  and  the  “Essentials  for 
Accreditation"  will  be  reviewed  for  possible  changes  at  the 
AMA  Conference  on  Continuing  Medical  Education  this 
month. 


Rural  physicians  establish 
grass  roots  association 

During  the  TMA  annual  session  in  May  1979,  physician  rep- 
resentatives from  rural  medical  societies,  and  delegates 
from  small  communities  geographically  located  within  large 
metropolitan  societies,  formed  an  organization  called  the 
Small  District  Assocation  (SDA).  Harold  High,  MD,  Cuero, 
the  elected  chairman  of  the  association,  emphasized  the 
need  for  "grass  roots " input  into  TMA  and  AMA  policies, 
programs,  and  efforts. 

Physicians  in  smaller  districts  have  medical,  economic, 
and  bureaucratic  problems  peculiar  to  their  practice  setting, 
said  Dr  High.  He  cited  the  problem  of  physician  distribution 
as  one  chief  concern. 

Acknowledging  that  economic  and  governmental  dif- 
ferences exist  between  metropolitan  and  rural  areas  within 
the  same  specialties,  SDA  physicians  plan  to  evaluate  and 
recommend  solutions  to  these  problems.  These  recom- 
mendations would  then  be  presented  to  the  TMA  for  con- 
sideration and  action. 

Said  Dr  High,  "We  need  to  work  on  being  better  in- 
formed." In  so  doing,  the  SDA  hopes  to  establish  commit- 
tees to  monitor  federal  regulations  and  AMA  and  TMA 
House  of  Delegates  actions  to  keep  its  members  informed 
of  the  impact  these  regulations  and  actions  will  have  on 
their  medical  practices.  Methods  to  disseminate  informa- 
tion to  these  physicians  will  be  developed. 

Approximately  30  physicians  participated  in  the  first 
meeting.  Any  society  desiring  representation  in  SDA  is  as- 
sessed a $25  fee  to  cover  meeting  and  correspondence 
costs.  The  association  will  meet  at  7 am  Nov  10,  during  the 
Fall  TMA  Interim  Session  of  the  House  of  Delegates.  Addi- 
tional information  concerning  the  association  may  be  ob- 
tained from  Harold  High,  MD,  chairman,  615  N Esplanade, 
Cuero  77954. 

Physicians,  pharmacists 
affected  by  amended  acts 

The  Texas  Controlled  Substances  and  Texas  Pharmacy 
Acts  amended  during  the  66th  Legislature  have  affected 
the  practice  of  pharmacy  in  this  state,  reports  the  Texas 
State  Board  of  Pharmacy. 

HB  354  which  became  effective  on  May  2, 1979, 
amended  the  Texas  Controlled  Substances  Act.  Section 
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3.08(f)  was  amended  to  prohibit  a physician  from  prescrib- 
ing for  nontherapeutic  purposes  and  permits  criminal  pro- 
secution in  cases  where  nontherapeutic  prescribing  can  be 
proven. 

An  amendment  to  Section  4.09(a)(3)  makes  it  unlawful 
for  any  person  to  attempt  to  obtain  or  actually  obtain  a con- 
trolled substance  by  misrepresentation,  fraud,  forgery,  de- 
ception, or  subterfuge.  Individuals  who  attempt  to  pass  a 
forged  prescription , even  though  they  do  not  obtain  the  con- 
trolled substance,  may  be  prosecuted. 

The  definition  of  prescription  was  amended  in  Section 
1 .02(27)  to  mean  a written  order,  or  in  cases  of  emergency, 
a telephone  order  by  a practitioner  to  a pharmacist  for  a 
controlled  substance.  It  should  be  noted  that  in  the  Dan- 
gerous Drug  Law,  a practitioner's  agent,  as  designated  in 
writing  to  the  pharmacist,  could  telephone  a prescription 
order.  This  has  changed  under  the  amended  Controlled 
Substances  Act.  Only  a practitioner  can  telephone  a 
prescription  order  to  a pharmacist.  There  is  no  longer  a pro- 
vision for  an  agent  of  the  practitioner  to  call  in  such  a pre- 
scription. 

HB  2080  which  became  effective  on  June  14, 1979, 
amended  the  Texas  Pharmacy  Act  to  allow  the  Pharmacy 
Board  latitude  on  setting  requirements  for  practical  experi- 
ence; increased  the  examination  fee  from  $50  to  $75;  per- 
mitted the  Board  to  administer  a Texas  drug  and  pharmacy 
law  examination  to  reciprocity  applicants  as  part  of  the 
licensing  requirements  in  Texas;  repealed  and  deleted  pro- 
visions relating  to  advertising;  and  amended  one  section  to 
prohibit  advertising  of  legend  drugs  in  a misleading  or 
fraudulent  manner. 

Asbestos  hazards  in  schools 
subject  of  state,  federal  study 

Asbestos,  a common  name  for  natural  minerals  that  occur 
in  masses  of  compact  or  long  silky  fibers,  was  once  valued 
as  a fire  retardant  and  insulator  in  the  construction  industry. 
Today,  the  same  quality  that  made  the  mineral  so 
valuable — ie,  its  indestructibility — has  been  its  downfall. 
Asbestos  dust,  once  inhaled,  has  been  found  in  some 
cases  to  be  carcinogenic  with  evidence  of  asbestos-related 
disease  not  likely  to  appear  for  1 5 to  25  years  after  the  first 
exposure. 

The  mineral  has  been  used  in  such  construction  prod- 
ucts as  reinforced  asbestos  cement  sheets,  pipes,  floor 


and  ceiling  tiles,  paints,  ornamental  coatings,  automobile 
clutch  facings,  brake  linings,  and  filtration  materials.  Noise 
control  was  one  of  the  major  reasons  for  applying 
asbestos-containing  materials  in  school  auditoriums,  lib- 
raries, hallways,  and  classrooms.  Sprayed-on  asbestos 
was  used  for  fire  proofing  in  many  public  buildings  con- 
structed between  1940-1973. 

A report  produced  by  the  National  Cancer  Institute  con- 
cerning asbestos  exposure  noted  that  once  incorporated 
into  manufactured  items,  the  asbestos  hazards  are  less 
serious  as  long  as  the  substance  is  not  disturbed  in  any 
way.  However,  because  many  asbestos  materials  have  a 
low  impact  resistance,  they  are  easily  damaged  by  such 
behavior  as  jostling  and  bumping  into  walls.  Such  play  may 
contribute  to  fracturing  and  releasing  asbestos  fibers. 

In  April  1979,  the  Texas  Department  of  Health,  with  the 
Texas  Education  Agency  and  Texas  Air  Control  Board, 
began  surveying  the  1,100  school  districts  to  determine  to 
what  extent  asbestos  is  a problem — if  at  all — in  this  state. 
The  study  is  part  of  a federal  Environmental  Protection 
Agency  program  directed  at  all  50  states.  School  superin- 
tendents were  asked  to  evaluate  school  construction  mate- 
rials to  see  if  asbestos  had  been  used. 

In  August,  the  Texas  survey  was  not  yet  complete  due  to 
changes  in  the  analytic  techniques  used  to  detect  an  as- 
bestos hazard.  However,  Mr  Horace  Adrian,  an  official  from 
the  Occupational  Health  and  Radiation  Division  of  TDH, 
said  initial  results  show  that  concentration  levels  in  Texas 
schools  are  minimal  and  nowhere  near  the  levels  found  in 
industrial  settings. 

Mr  Adrian  said  approximately  50%  of  the  schools 
queried  have  responded  and  25%  of  the  schools  have  ac- 
tually undertaken  a survey.  Of  these,  83%  showed  no  indi- 
cation of  asbestos  use  in  buildings  and  only  17%  said  as- 
bestos had  been  used.  Mr  Adrian  noted  that  even  in  those 
cases  where  asbestos  was  used,  it  was  firmly  bonded  and 
did  not  pose  the  hazard  caused  by  broken  or  chipped  as- 
bestos which  can  be  inhaled.  Air  control  studies  conducted 
in  those  schools  are  still  under  investigation. 

Further  results  of  the  survey  will  be  published  when 
available. 

Controlled  drugs 
subject  to  regulation 

Schedule  II  drugs,  because  of  their  abuse  potential,  are 
subject  to  state  and  federal  regulations  and  controls.  How 
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physicians  prescribe,  purchase,  dispense,  and  keep  rec- 
ords of  controlled  drugs  is  affected  by  these  regulations. 
Certain  Schedule  II  drugs  require  written  prescriptions  and 
others  bear  special  consideration. 

The  Texas  State  Board  of  Pharmacy  reports  that  Sched- 
ule II  drugs  for  office  and  emergency  kit  use  may  be  ob- 
tained only  by  filing  a Drug  Enforcement  Administration 


order  form.  Federal  law  prohibits  physicians  from  using  a 
prescription  to  obtain  drugs  for  office  use. 

When  prescribing  a controlled  substance  to  a patient,  a 
physician  must  issue  a written  prescription  for  a legitimate 
purpose.  The  prescription  may  be  prepared  by  an  agent  for 
the  physician,  but  the  prescribing  practitioner  remains  re- 
sponsible if  the  prescription  does  not  conform  to  federal 
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COMMONLY  PRESCRIBED  SCHEDULE  II  DRUGS  BY  BRAND  NAME 


Brand  Name 

Dosage  Form 

Generic  Name 

Manufacturer 

Amytal 

tablet/elixir/injection 

(amobarbital) 

Lilly 

Apomorphine 

solution/tablet 

(apomorphine) 

Lilly 

B&O 

suppository 

(belladonna  and  opium) 

Webcon 

Benzedrine 

tablet/Spansule 

(amphetamine) 

SKF 

Biphetamine 

capsule 

(amphetamine) 

Pennwalt 

Delcobese 

tablet/capsule/time-release  capsule 

(amphetamine) 

Delco 

Demerol 

tablet/elixir/injection 

(meperidine) 

Winthrop 

Demerol  APAP 

tablet 

(meperidine/acetaminophen) 

Breon 

Demerol.  APC  with 

tablet 

(meperidine/a. p.c.) 

Winthrop 

Desoxyn 

tablet/Gradumet 

(methamphetamine) 

Abbott 

Dexamyi 

tablet/Spansule 

(dextroamphetamine  and  amobarbital) 

SKF 

Dexedrine 

tablet/Spansule 

(dextroamphetamine) 

SKF 

Dilaudid 

tablet/syrup/injection/suppository 

(hydromorphone) 

Knoll 

Dolophine 

tablet/injection 

(methadone) 

Lilly 

Eskatrol 

Spansule 

(dextroamphetamine/prochlorperazine) 

SKF 

Hycodan 

powder  (not  tablet/syrup) 

(hydrocodone) 

Endo 

Innovar 

injection 

(tentanyl) 

Critikon  (McNeil) 

Leritene 

tablet/injection 

(anileridine) 

MSD 

Levo-Dromoran 

tablet/injection 

(levorphanol) 

Roche 

Mepergan 

injection 

(meperidine/promethazine) 

Wyeth 

Mepergan  Fortis 

capsule 

(meperidine/promethazine) 

Wyeth 

Nembutal 

capsule/elixir/injection  (not 

suppository) 

(pentobarbital) 

Abbott 

Numorphan 

injection/suppository 

(oxymorphone) 

Endo 

Obetrol 

tablet 

(amphetamine) 

Obetrol 

Obotan 

tablet 

(amphetamine) 

Mallinckrodt 

Obotan  Forte 

tablet 

(amphetamine) 

Mallinckrodt 

Pantopon 

injection 

(opium  alkaloids) 

Roche 

Pa  rest 

capsule 

(methaqualone) 

Parke-Davis 

Percobarb 

capsule 

(oxycodone/hexabarbital) 

Endo 

Percocet-5 

tablet 

(oxycodone/acetaminophen) 

Endo 

Percodan 

tablet 

(oxycodone  combination) 

Endo 

Percodan-Demi 

tablet 

(oxycodone  combination) 

Endo 

Preludin 

tablet/Enduret 

(phenmetrazine) 

Boehringer  Ingelheim 

Quaalude 

tablet 

(methaqualone) 

Lemmon 

Ritalin 

tablet/injection 

(methylphenidate) 

Ciba 

Seconal 

capsule/injection 

(secobarbital) 

Lilly 

Sopor 

tablet 

(methaqualone) 

Arnar-Stone 

Sublimaze 

injection 

(tentanyl) 

Critikon  (McNeil) 

Tuinal 

capsule 

(secobarbital  and  amobarbital) 

Lilly 

Tylox 

capsule 

(oxycodone) 

McNeil 

11 
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ITS  HIGHIY 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 
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1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses:  and  it’s  painless 
and  cosmetically  pleasing 

4.  contains  three  antibiotics  that  are  rarely  used  systemically,  so 
the  risk  of  sensitization  is  minimal 

5.  you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  V2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN*  Ointment 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin.  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching:  it 
may  be  manifest  simply  as  a failure  to  heal.  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served. These  symptoms  regress  quickly  on  withdrawing 
the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter. 

PRECAUTIONS;  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi  Appropriate  measures  should 
be  taken  if  this  occurs 

ADVERSE  REACTIONS;  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML. 

1^1  / Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Are  MDs  responsible  for 
the  impaired  driver? 


and  state  regulations. 

In  emergency  situations,  a physician  may  issue  an  oral 
order  for  a Schedule  II  drug  if  the  amount  prescribed  and 
dispensed  is  limited  to  an  emergency  amount  (72  hours 
supply).  Emergency  situations  have  been  defined  as  cir- 
cumstances when  immediate  administration  of  a controlled 
substance  is  deemed  necessary,  when  no  appropriate  al- 
ternative treatment  is  available,  and  when  it  is  not  rea- 
sonably possible  for  the  prescribing  physician  to  provide  a 
written  prescription  to  the  pharmacist,  prior  to  dispensing 
the  drug. 

Following  an  emergency  oral  prescription,  the  physician 
must  provide  the  pharmacist  a written  prescription  within  72 
hours.  Should  a physician  fail  to  deliver  this,  the  pharmacist 
must  notify  the  DEA  regional  office.  In  cases  where  the 
pharmacist  does  not  know  the  physician,  the  pharmacist 
will  make  an  effort  to  determine  that  the  oral  authorization 
came  from  a registered  individual  practitioner. 

Aseptic  meningitis  shows 
increase  in  Texas 

Aseptic  meningitis  is  on  the  increase  in  Texas.  A common 
disease  in  children,  aseptic  meningitis  is  characterized  by 
fever,  vomiting,  meningeal  signs,  pleocytosis  of  the  cere- 
brospinal fluid,  and  absence  of  bacterial  infection.  The 
Bureau  of  Communicable  Disease  Services  (BCDS)  re- 
ports that  during  the  first  seven  months  of  1979,  the  number 
of  reported  cases  (278)  was  more  than  double  that  reported 
during  the  same  period  in  1978  when  102  cases  were  re- 
ported. 

The  number  of  cases  reported  during  May  20-July  7, 
1979,  was  more  than  three  times  that  reported  during  1978. 
One  hundred  fifty-seven  cases  were  reported  compared  to 
50  reported  incidents  in  1978.  The  BCDS  stated  that  the 
number  of  cases  remained  at  levels  above  the  five-year 
(1974-1978)  median  during  the  five-week  period.  Sixty 
percent  of  these  cases  were  reported  from  Dallas  and  Har- 
ris counties. 

Other  counties  reporting  high  incidences  of  the  disease 
are  Nueces,  Bexar,  and  Tarrant  counties. 

The  BCDS  urges  all  physicians  reporting  this  disease  to 
submit  fecal  specimens  from  infants  and  blood  samples 
from  older  children  for  laboratory  study. 


Should  physicians  report  a patient  with  medical  conditions 
that  would  impair  his/her  driving  ability  to  a state  licensing 
agency?  Could  a physician  be  sued  for  reporting  such  a 
condition?  Could  he/she  be  sued  for  not  reporting? 

These  are  some  of  the  questions  to  be  discussed  at  two 
seminars  concerning  physicians'  medical  and  legal  in- 
volvement with  impaired  drivers.  The  one-day  seminars, 
set  for  Oct  31  and  Nov  1 in  San  Antonio  and  Austin,  respec- 
tively, are  sponsored  by  the  American  Medical  Associa- 
tion in  cooperation  with  the  Texas  Medical  Association  and 
the  Travis  County  and  Bexar  County  Medical  Societies. 

Discussions  will  not  only  help  physicians  determine 
when  their  patients'  cardiovascular,  neurological,  ophthal- 
mological,  psychiatric,  and  metabolic  conditions  become 
an  unacceptable  hazard  on  the  highway,  but  also,  at  what 
point  they  become  legally  involved  should  a "high  risk " pa- 
tient cause  an  automobile  crash.  Alcohol  and  drug  prob- 
lems will  also  be  covered. 

Ethical  legal  aspects  of  confidentiality  of  medical  records 
and  reporting  of  driver  limitations  to  a state  agency  will  be 
discussed  in  detail.  Mr  Ron  Hinds,  LLB,  assistant  district 
attorney,  Dallas  County,  and  Dorothy  Gregory,  MD,  LLB,  of 
the  Medical  Legal  Division,  Veterans  Administration  in 
Washington,  DC,  will  take  part  in  the  seminars. 

Mr  Mortimer  Enright,  director,  AMA  Speakers  and 
Leadership  Programs,  will  advise  physicians  on  how  to  ad- 
dress the  public  when  testifying  in  court  or  before  legislative 
bodies. 

Seminar  details  may  be  obtained  by  calling  or  writing  Ms 
Patricia  Jeter,  Medical  Education  and  Scientific  Affairs, 
Texas  Medical  Association,  1905  N Lamar  Blvd,  Austin, 
78705  (512)  477-6704. 


The  University  of  Texas  Board  of  Regents  recently  ac- 
cepted an  $8  million  gift  from  the  Sealy  and  Smith  Found- 
tion  for  the  John  Sealy  Hospital  in  Galveston  to  be  used  in 
the  construction  of  an  ambulatory  care  center  at  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston.  The  Sealy 
and  Smith  Foundation  has  contributed  approximately  $133 
million  directly  or  indirectly  to  the  Galveston  Medical  Branch 


UTMB  building 
projects  under  way 
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over  the  years.  Plans  for  the  ambulatory  care  center,  now 
under  construction,  provide  for  a seven-story  clinic  of  ap- 
proximately 200,000  gross  square  feet  of  space.  Sched- 
uled to  open  in  1982,  the  facility  will  consolidate  all  of  the 
outpatient  services  now  scattered  across  the  UTMB  com- 
plex. The  clinic  will  accommodate  approximately  440,000 
patients  per  year.  Architect  for  the  project  is  the  firm  of 
Page,  Southerland,  Page  of  Austin  and  Houston. 

A heliport,  scheduled  to  be  operating  by  Jan  1, 1980  is 
also  under  construction  at  UTMB.  The  50  foot  in  diameter 
landing  pad  will  accommodate  one  helicopter. 

Dr  A.  J.  Gill  dies 
in  ranch  accident 

Atticus  James  Gill,  MD,  Dallas,  died  in  an  accident  at  his 
ranch  near  Corsicana  on  Aug  18.  The  former  dean  of  The 
University  of  Texas  Southwestern  Medical  School  was 
continuously  active  in  the  Texas  Medical  Association  dur- 
ing the  past  two  decades. 

Most  recently  he  served  as  vice  president  to  the  Associ- 
ation during  1977-1978.  He  had  served  on  the  Special 


Council  on  Health  Planning,  chaired  the  Council  on  Scien- 
tific Advancement  between  1973-1977,  and  participated 
in  the  Council  on  Medical  Education  and  Hospitals.  In 
1968  Dr  Gill  received  the  TMA  Distinguished  Service 
Award  for  his  achievements  in  medical  science,  public 
service,  and  service  to  the  medical  profession. 

Survivors  include  his  wife,  Lucille  Gill,  Dallas:  daughter, 
Mary  Gill  Bankhead,  MD,  Corsicana;  and  sons,  Frank  Har- 
rison Gill,  Dallas,  and  James  Hodge  Gill,  Corsicana. 

An  A.  J.  Gill  Professorship  Fund  has  been  established 
at  Southwestern,  and  is  being  handled  through  the  office 
of  Mr  Gerald  Mussey,  Director  of  Development,  The  Uni- 
versity of  Texas  Health  Science  Center  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235. 

Coming  next  month 

Articles  scheduled  for  publication  in  the  November  issue 
of  Texas  Medicine  include  “Chromomycosis  in  Texas," 
“Spontaneous  Pneumomediastinum  in  Pregnancy,”  “Ure- 
terocele with  Prolapse  through  the  External  Urethral  Me- 
atus," and  “Family  Practice  in  Texas:  How  Physicians 
Spend  Their  Time.” 


Investment  performance 

for  TMA  Members’  Retirement  Plan  and  Trust 


(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling  in  the  program,  comparative  perfor- 
mances for  investments  are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  news- 
papers list  up-to-the  minute  values  on  mutual  funds.) 


Investment  Media^ 

1979 

through 

8/31/79 

3 Years 

Ended 

12/31/78 

5 Years 

Ended 

12/31/78 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+ 19.2 

+ 39.5 

+ 7.6 

1.7 

Loomis-Sayles  Mutual  Fund 

4 9.5 

+ 3.1 

- 9.7 

4.6 

Mercantile  Bank  HR-10  Equity  Fund 

f20,1 

+ 24.9 

^ 17.8 

— 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

+ 6.0 

+ 22.9 

+ 28.1 

— 

T.  Rowe  Price  Growth  Stock  Fund 

+ 10.9 

+ 9.1 

- 3.8 

2.2 

T,  Rowe  Price  New  Income  Fund 

- 2.6 

+ 0.2 

- 2.9 

8.1 

Stein,  Roe  & Farnham  Balanced  Fund 

+ 1 1.3 

+ 3.6 

- 7.4 

3.7 

Standard  & Poor  500  Stock  Average 

+ 13.7 

+ 6.6 

- 1.3 

— 

Dow  Jones  Industrial  Average 

+ 10.3 

- 5.6 

- 5.4 

— 

a.  Mutual  Fund  performances  include  reinvested  capital  gain  distributions. 

b.  Mercantile  HR-10  Equity  and  Fixed  Income  Funds  make  no  distributions.  All  earnings  are  retained  in  the  respective  funds. 


TEXAS  MEDICINE 


Twin  Engineering  Devices, 
to  Reduce  Massive  Lymphedema, 
and  Maintain  the  Reduction. 


Massive  and  obstinate  lymphedema  of 
the  limbs  may  be  reduced  through  use 
of  the  Jobst  Extremity  Pumps  (Inter- 
mittent Compression)  (photo  1).  Its 
controlled  pneumatic  massage  gently 
removes  edema  fluid  from  congested 
areas. 

Jobst  Extremity  Pumps  are  available  in 
hospital,  clinical,  and  home  models 
(shown),  the  latter  being  available  on 
rental.  All  units  have  controls  to  vary 


both  pressure  and  time  cycles. 

When  the  desired  reduction  is 
attained,  it  can  be  maintained  with  a 
jobst  Venous  Pressure  Gradient® 
Support.  These  supports  are  custom- 
made  to  your  prescription  and  the 
patient's  individual  measurements 
(photo  2).  You  may  prescribe  exact 
counterpressures.  "In-Patient"  orders 
will  be  given  special  attention. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  SERVICE  CENTER 


DALLAS:  The  Medical  Center  Building,  3101  Gaston  Avenue,  Suite  304,  Dallas,  Texas  75246;  214  824-4110 
HOUSTON:  Medical  Towers,  Main  & Fannin  at  Dryden,  Suite  1709,  Houston,  Texas  77030;  713  797-0010 
SAN  ANTONIO:  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229;  512  691-1031 
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PERFORMANCE.  PROVEN 
EFFECTIVENESS  WITHIN  A 
WIDE  SAFETY  MARGIN. 


While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits' tO' risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients. 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 


is  all  about. 


UBRRJM^ 


chlordiazepoxide  HCI/Roche 

THE  ANXIETY-SPEaFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states.  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended.' 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extra  pyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEC  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs® 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


MEDICAL  NEWSMAKERS 


M.  T.  JENKINS,  MD,  chairman  of  the  department  of  anes- 
thesiology at  UT  Southwestern  Medical  School  at  Dallas, 
has  been  reelected  to  a three-year  term  on  the  AMA  Coun- 
cil on  Medical  Education.  Also  elected  to  office  during  the 
AMA  1979  Annual  Meeting  July  22-26  were  MAJ 
R.  PHILIP  DELLINGER,  San  Antonio,  to  a one-year  term 
on  the  AMA  Council  on  Medical  Service;  and  MARIE  G. 
KUFFNER,  MD,  Houston,  to  a one-year  term  on  the  AMA 
Council  on  Scientific  Affairs.  Chosen  for  leadership  po- 
sitions were  JOSEPH  T.  PAINTER,  MD,  Houston,  as 
chairman  of  the  Council  on  Long-Range  Planning  and  De- 
velopment, and  EDWARD  N.  BRANDT,  JR,  MD,  Austin,  as 
chairman  of  the  Section  on  Medical  Schools. 

CHEVES  McCORD  SMYTHE,  MD,  professor  of  general 
medicine  at  UT  Medical  School  at  Houston,  has  received 
the  John  H.  Freeman  Award  for  faculty  teaching.  Dr  Smythe 
was  selected  by  students  for  his  excellence  in  teaching  and 
personal  interest  in  the  students. 

ROBERT  N.  COOLEY,  MD,  former  chairman  of  the  UT 
Medical  Branch  department  of  radiology,  has  received  a 
gold  medal  from  the  American  College  of  Radiology  for  his 
“distinguished  and  extraordinary  service  to  the  American 
College  of  Radiology  and  the  profession  for  which  it 
stands.”  An  Ashbel  Smith  professor  of  radiology.  Dr  Cooley 
is  a past  president  of  the  American  Board  of  Radiology  and 
the  Texas  Radiological  Society. 


ARVEL  E.  HALEY,  MD,  Dallas,  has  received  the  Paul  V. 
Ledbetter  Professional  Volunteer  of  the  Year  Award  from 
the  American  Heart  Association  (AHA),  Texas  Affiliate.  Dr 
Haley,  an  AHA  volunteer  for  25  years,  was  cited  for  his 
“continued  and  outstanding  service  in  the  fight  against  car- 
diovascular disease.” 

MILTON  R.  HEJTMANCIK,  MD,  professor  of  medicine  at 
UT  Medical  Branch,  has  been  elected  1979-1980  president 
of  the  American  Heart  Association,  Texas  Affiliate.  The  new 
president-elect  is  GARNER  F.  KLEIN,  MD,  a Harlingen  car- 
diologist. 

GRACE  K.  JAMESON,  MD,  clinical  associate  professor  of 
psychiatry  and  behavioral  science  at  UT  Medical  Branch,  is 
the  new  president  of  the  Titus  Harris  Society.  Other  officers 
include  HOWARD  E.  LANCASTER,  JR,  MD,  San  Antonio, 
vice  president,  and  E.  AHMEN  ZEIN-ELDIN,  MD,  PhD, 
Galveston,  secretary-treasurer. 

WILLIAM  F.  ROSS,  MD,  chairman  of  the  division  of  family 
practice  at  UT  Southwestern  Medical  School  at  Dallas,  has 
been  elected  president  of  the  Texas  Institute  for  Medical 
Assessment.  Other  officers  include  CARMAULT  B. 
JACKSON,  JR,  MD,  San  Antonio,  president-elect; 
JOSEPH  T.  PAINTER,  MD,  Houston,  vice  president;  and 
ROBERT  PETERS,  DO,  Taylor,  secretary-treasurer. 


Millon  R Hejtmancik.  MD 
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YOU’LL  GET  PROMPT 
PROFESSIONAL  RESULTS 
WHEN  YOU  REFER  A 
HEARING-IMPAIRED 
PATIENT  TO  A 

Hearing  Aid  Speciaiist 

IN  TEXAS 

YOUR  INDEPENDENT  AUTHORIZED  DEALERS  ARE: 


Earl  O Barnes 

Beltone  Hearing  Aia  Service 
604  North  7th 
Beaumont,  Texas  77701 
(713)  832-7132  & 832-1433 

Goraon  L Bisel 
Beltone  Hearing  Aid  Service 
6800  North  Main  Street 
Suite  107B 

Houston,  Texas  77030 
(713)  523-0919 

R J Cox 

Beltone  Hearing  Aid  Service 
3122  S Alameda 
Corpus  Christi,  Texas  78404 
(512)  884-2217 

William  Crnkovic 
Beltone  Hearing  Aid  Service 
Sunnyland  Shopping  Center 
I 706  Texas  Avenue 
Bryan.  Texas  77801 
(713)  823-5821 

Beltone  Hearing  Aid  Service 
Weingarten  s Shopping  Center 
729  East  Davis 
Conroe,  Texas  77301 
(713)  539-2626 

Ken  Dennis 

Beltone  Hearing  Aid  Service 
1125  Twenty-Third  Street 
Galveston  Island,  Texas  77550 
(7)3)  765-5791 

Beltone  Hearing  Aid  Service 
161  7 Sixth  Street 
Bay  City,  Texas  77414 
(713)  245-9383 

Dick  Durbin 

Beltone  Hearing  Aid  Service 
8412  Preston  Center  Plaza 
Dallas,  Texas  75225 
(214)  363-7510 

Beltone  Hearing  Aid  Service 
1770  W Irving  Blvd  - Suite  #14 
Irving  Texas  75061 
(214)  253  2026 


Beltone  Hearing  Aid  Service 
104  W Virginia 
McKinney,  Texas  75069 
(214)  542-3793 
(214)  542-3793 

Tom  Durbin 

Beltone  Hearing  Aid  Service 
267  Wynnwood  Village 
Dallas.  Texas  75224 
(214)  948-3273 

John  N Evans 

Beltone  Hearing  Aid  Center 
The  Suburban  1 
4201  North  1st  Street 
Abilene.  Texas  79603 
(915)  673-4989 

Robert  J Fonner 
Beltone  Hearing  Aid  Service 
315  Randol  Mill  Road 
Arlington,  Texas  76011 
(8)7)  277-8121 

Beltone  Hearing  Aid  Center 
7305  Grapevine  Highway 
Fort  Worth,  Texas  76118 
(817)  485-1051 

Joe  Geraci 

Beltone  Hearing  Aid  Center 
617  South  First 
P O Box  1464 
Lutkin,  Texas  75901 
(713)  634-4383  & 634-4384 

Ann  Head 

Beltone  Hearing  Aid  Service 
109  W Beauregard  P O Box  1082 
San  Angelo,  Texas  76901 
(915)  653-5044 

Eldon  Johnson 
Beltone  Hearing  Aid  Service 
315  North  Travis 
Sherman,  Texas  75090 
(214)  892-1597 

Rutus  Jordan 

Beltone  Hearing  Aid  Center 
215  East  Missouri 
El  Paso,  Texas  79901 
(915)  533-2291 


Charles  H,  Knox 
Beltone  Hearing  Aid  Service 
1015  Pennsylvania 
Fort  Worth,  Texas  76104 
(817)  322-6397 

Joe  B Lardizabal 
Beltone  Hearing  Aid  Center 
1421  North  Elm  Street 
Suite  104 

Dentoh.  Texas  76201 
(817)  387-9574 

Homer  R Mayhall 
Beltone  Hearing  Aid  Service 
127  East  7th  Street 
Austin,  Texas  78701 
(512)  472-1777 

Beltone  Hearing  Aid  Service 
Washington  County  Chamber  ot 
Commerce  Building 
Brenham,  Texas  77833 
(713)  836  3695 

James  M McCrae 
Beltone  Hearing  Aid  Center 
5430  Fredericksburg  Road 
Oak  Hills  Tower  « 119 
San  Anionio.  Texas  78229 
(512)  341-1414 

Wes  McKinzey 
Beltone  Hearing  Aid  Service 
402  East  7th  Street 
Odessa,  Texas  79761 
(915)  332-0519 

Beltohe  Hearing  Aid  Service 
104  North  O Street 
Midland,  Texas  79701 
(915)  682-2180 

Beltone  Hearing  Aid  Service 
606  Johnson 
Big  Spring,  Texas  79720 
(915)  263-6181 

Carlos  Perez 

Beltone  Hearing  Aid  Center 
905  Judson  Road 
Longview,  Texas  75601 
(214)  758-5558 


J Gregory  Platten 
Beltone  Hearing  Aid  Service 
822  South  Beckham  Street 
lyler.  Texas  75701 
(214)  593-8215 

Herb  Schlier 

Beltone  Hearing  Aid  Center 
2215  Kemp  Blvd 
Wichita  Falls,  Texas  76309 
(817)  322-3541 

Kingsbury  Scott 
Beltone  Hearing  Aid  Center 
402  Mam  Street 
P O Box  710 
Kerrville,  Texas  78028 
(512)  257-5856 

Louis  R Thibault 
Beltone  Hearing  Aid  Service 
910  North  Main  Street 
McAllen,  Texas  78501 
(512)  686-6881 

Beltone  Hearing  Aid  Service 
803  South  77  Sunshine  Strip 
Suite  106 

Harlingen,  Texas  78550 
(512)  425-4011 

Hollis  Underwood 
Beltone  Hearing  Aid  Service 
1207  Mam  Street 
Pasadena,  Texas  77506 
(713)  477-4835 

Beltone  Hearing  Aid  Service 
1017  North  Mam  Street 
Baytown,  Texas  77520 
(713)  428-2121 

Kenneth  R Wade 
Beltone  ot  Lubbock 
2815  Avenue  Q 
Lubbock,  Texas  79405 
(806)  747-1675  & 747-1676 

John  Westmoreland 
Beltone  Hearing  Aid  Service 
1616  Austin  Avenue 
Waco,  Texas  76710 
(817)  754-5485 


WORLD  LE7LDER  IN  HEARING  AIDS  AND  HE7LRING  TEST  INSTRUMENTS 
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The  Upjohn  Connpany 
announces 

anew 
indication  for 

Motrin* 

(ibuprofen) 


© 1979  The  Upjohn  Company 


Motrin  now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  reiief  of  pain  than  did 
propoxyphene  65  mg  in  controiied  ciinicai  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores* 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 
propoxyphene 

.66 

(100) 

.99 

(99) 

1.13 

(96) 

.99 

(96) 

.80 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0 = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 


Motrin 

ibuDrofen.UDC)hn 


TABLETS 


• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin^  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  V\/ARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established,  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 
Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus,  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

‘■‘Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Flepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
poiyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
IS  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease:  Suggested  dosage  is  300, 400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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TABLETS 

ALDORIL®-25 

containing  250  mg  ALDOMET®  (Methyidopa,  MSB) 
and  25  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL®-15 

containing  250  mg  ALDOMET®  (Methyidopa.  MSD) 
and  15  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 

TABLETS 

ALDORIL®  D30 

containing  500  mg  ALDOMET®  (Methyidopa,  MSD) 
and  30  mg  HydroDIURIL®  (Hydrochlorothiazide.  MSD) 
TABLETS 

ALDORIL®  D50 

containing  5D0  mg  ALDOMET®  (Methyidopa,  MSD) 
and  50  mg  HydroDIURIL®  (Hydrochlorothiazide  MSD) 
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DEBATE 


DEBATE  presents  opinions  from  varying  individuals  along 
with  policy  stands  to  illustrate  the  many  considerations 
present  on  given  issues.  This  month  oursubject  is  continu- 
ing medical  education  and  whether  or  not  physician  par- 
ticipation should  be  voluntary  or  mandatory.  See  also  p. 
64  for  a complete  article  on  physicians  CME  activities  in 
Texas. 

THE  ISSUE 

The  question  of  mandatory  continuing  medicai  education 
(CME)  has  been  hovering  over  the  medical  profession  for 
some  50  years.  In  1932,  an  Association  of  American  Med- 
ical Colleges  study  predicted  a time  when  physicians 
might  be  required  to  take  continuing  education  courses  to 
insure  that  they  kept  abreast  of  current  methods  of  diagno- 
sis, treatment,  and  prevention.  During  that  decade,  CME 
was  in  its  infancy  and  voluntary  participation  was  low  due 
to  Inaccessibility  of  courses,  reluctance  to  leave  practices, 
lack  of  course  appeal,  and  general  indifference.  Ad- 
vances in  medical  knowledge  occurred  relatively  slowly 
then,  and  CME  programs  served  mainly  to  reinforce  and 
update  the  practitioner's  scientific  base. 

Today,  medicai  advances  are  occurring  far  more 
rapidly,  and  in  an  attempt  to  insure  that  physicians  are 
indeed  up  to  date  in  their  fields,  many  specialty  societies 
have  begun  to  require  CME  documentation  for  member- 
ship. A number  of  states  also  have  adopted  procedures 
for  relicensure  which  include  continuing  medicai  educa- 
tion. Does  the  trend  indicate  an  end  to  a period  when 
physicians  could  elect  not  to  participate  in  externally 
measurable  CME  activities?  Some  physicians  question 
mandatory  CME  programs. 

POLICY  STANDS 

Both  the  Texas  Medical  Association  and  the  American 
Medical  Association  oppose  any  effort  which  would  re- 
quire continuing  medical  education  documentation  as  a 
condition  for  licensure  renewal.  Both  support  a voluntary 
program  of  CME  and  encourage  physicians  to  participate 
in  available  CME  opportunities.  In  1969,  the  AMA  insti- 
tuted the  Physician’s  Recognition  Award  (PR A)  program 
aimed  toward  recognizing  and  encouraging  physicians  to 
participate  regularly  in  continuing  medical  education.  To 
achieve  this  award,  physicians  must  accumulate  150 
hours  of  CME  credit  over  a three-year  period. 


INDIVIDUALS  COMMENT 

"I  feel  that  a voluntary  continuing  medical  education  pro- 
gram for  physicians  is  the  most  effective  way  for  doctors  to 
remain  current  in  their  fields.  Surveys  have  shown  that 
some  80%-90%  of  physicians  voluntarily  continue  their 
postgraduate  education  and  spend  more  hours  at  it  than 
would  be  mandated  by  laws  or  regulations.  Thus,  mandat- 
ory CME  would  only  be  counterproductive  ...  In  my  view, 
mandatory  CME  has  many  disadvantages:  the  costs  for 
courses  and  transportation  to  reach  those  courses  are 
quite  significant;  frequently  physicians  are  forced  to  study 
subjects  they  really  don't  want,  need,  or  find  particularly 
useful  to  them;  and  mandatory  CME  would  take  precious 
time  away  from  a physician's  practice  and  his  family,  and 
would  be  of  questionable  value.” 

Bryan  Williams,  MD,  chairman,  TMA  Committee  on  Con- 
tinuing Education. 

“In  medical  school,  every  physician  is  indoctrinated  with 
the  desire  to  continue  learning  in  order  to  be  a good  prac- 
titioner. This  is  as  it  should  be  and  is  not  something  that  is 
easily  mandated.  We  need  to  be  careful  in  our  selection  of 
medical  students  and  choose  those  with  the  stimulus  and 
desire  to  learn.  If  we  put  our  postgraduate  professionals 
on  the  level  of  kindergarten  students,  we  are  demeaning 
the  medical  profession  . . . People  tend  to  become  what 
others  think  they  are  . . . If  physicians  are  forced  into 
something,  they  will  resist  it  much  more  than  if  they  had 
chosen  it  voluntarily.  . . . I’ve  found  that  most  physicians 
are  anxious  and  delighted  with  every  opportunity  possible 
to  learn  more  about  their  particular  specialty  and  profes- 
sion. They  want  to  remain  current . . . competition  is  such 
that  they  have  to  ...  I think  we  already  have  a good  sys- 
tem of  control  in  our  hospitals.  A physician  who  falls  be- 
hind in  his  postgraduate  medical  education  is  soon  in  bad 
repute  with  his  peers.  I don’t  think  we  need  a form  of 
outside  control." 

John  H.  Selby,  MD,  chairman,  South  Plains  Health  Sys- 
tems Agency;  TMA  Committee  on  Health  Planning. 

“I  am  strongly  opposed  to  the  structure  of  continuing  med- 
ical education— it  has  become  overly  structured.  Required 
course  work  does  not  weed  out  incompetent  physicians. 
...  It  used  to  be  that  going  to  medical  conferences  and 
reading  professional  journals  were  enough  to  remain  in- 
formed. Now,  physicians  must  stand  in  line  to  receive  cre- 
dit, bear  the  exorbitant  costs  (sometimes  ranging  between 
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$50-$120)  and,  because  courses  are  delivered  so  rapidly, 
must  try  to  absorb  all  of  the  new  information.  It  is  easier  if  I 
select  the  materials  and  subjects  I want  to  know  more 
about,  and  then  read  and  reread  the  material.  You  can’t 
rehear  the  last  sentence  of  a speaker  at  a CME  course  or 
seminar.  ...  In  our  push  to  justify  ourselves  we’ve  gone  in 
the  wrong  direction.  I don’t  know  of  priests,  lawyers, 
judges,  or  senators  achieving  credits  for  certification.  I’m 
tired  of  standing  in  lines,  tired  of  having  breakfast  semi- 
nars beginning  at  7:30  am,  and  tired  of  attending  unin- 
teresting, sometimes  irrelevant,  course  offerings.  Also, 
there  needs  to  be  some  reputable  agency  to  maintain  rec- 
ords and  credits.” 

Charles  D.  Walther,  MD,  Port  Arthur,  TMA  Committee  on 
Physician  Health  and  Rehabilitation. 

“I  don’t  believe  there  is  a great  need  for  mandatory  con- 
tinuing medical  education.  Most  physicians  will  attend 
CME  seminars  and  courses  voluntarily.  . . . One  problem 
with  a mandatory  program,  however,  is  that  the  goal  be- 
comes maintaining  membership  and  credits  rather  than 
motivating  knowledge  and  understanding  in  medical 
fields.  ...  I am  willing  to  compromise  on  obtaining  a cer- 
tain number  of  credits  per  year,  but  I don’t  like  the  idea  of 
forced  study  and  examination.  ...  I am  against  CME  as  a 
requirement  for  relicensure.  Reward  techniques  and  op- 
portunities are  adequate  for  physicians.  The  AMA  Physi- 
cian's Recognition  Award  is  good  in  encouraging  physi- 
cians to  keep  track  of  what  courses  they  have  taken. 

. . . Personally,  I don’t  learn  much  from  meetings;  the  ma- 
terial goes  by  too  fast,  and  I don’t  have  time  to  think,  to 
digest.  An  exception  is  a meeting  devoted  to  one  topic.” 
Milton  W.  Talbot,  MD,  chairman,  TMA  Interspecialty  Soci- 
ety Committee. 


Alcohol  Addiction.  Doctors  know  all 
too  well  the  anguish  and  frustration 
felt  by  an  alcoholic  and  his  family. 

Schick's  Shadel  Hospital,  one  of 
the  few  hospitals  in  the  Southwest 
directed  by  a medical  doctor,  is  a 
valuable  resource  for  physicians  with 
patients  suffering  from  this  often 
evident  disease. 

The  10  to  14  day  program  begins 
with  a complete  medical  examination 
and  withdrawal  from  alcohol,  if  the 
patient  is  admitted  while  intoxicated. 

Treatment  involves  the 
administering  of  Emetine  to  induce 
nausea  as  the  patient  is  exposed  to 
alcoholic  beverages.  As  a result,  the 
patient  develops  an  acute  aversion  to 
the  sight,  smell  and  taste  of  alcohol . 


On  alternate  days,  the  patient 
undergoes  deeply  relaxing  sleep 
therapy  induced  by  sodium 
pentothal.  Possible  psychological 
problems  requiring  further  treatment 
are  investigated,  and,  by  creating  a 
feeling  of  emotional  well-being,  the 
patient's  aversion  to  alcohol  is 
reinforced . 

The  fourteen  day  program  has 
been  successful  in  more  than  40  years 
of  treatment  and  research  at  Schick's 
Shadel  Hospital  in  Seattle, 
Washington.  And  an  independent 
research  firm  has  credited  Schick's 
Shadel  with  a 62%  success  rate. 

For  patient  referral  information, 
send  today  for  the  Schick's  Shadel 
Hospital  brochure.You  could  save  a life. 


Schick’s  Shadel  Hospital 

4101  Frawley  Drive  Fort  Worth,  Texas  76118  (817)  284-9217 


The  Brown  Schools,  Inc.,  of  Austin  and  San  Marcos,  Texas,  is 
pleased  to  announce  the  appointment  of 

FRANK  T.  RAFFERTi’.  M.S..  M.D. 
as  MedtCiil  Director 
effective  July  1,  1979 

Before  joining  our  staff.  Dr  Rafferty  was  director  of 
the  Institute  for  Juvenile  Research;  coordinator  of  child 
and  adolescent  services  for  the  Illinois  Department  of  Mental 
Health  and  Developmental  Disabilities;  and  professor  of 
psychiatry  at  Abraham  Lincoln  School  of  Medicine, 
University  of  Illinois. 
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P.O  Box  4008 
Austin.  Texas  '8765 


GAS  SAVERS 

One  of  the  simplest  ways 
to  save  gas  and  money  is  to 
drive  your  car  a little  less. 

Here  are  more  ideas  you  can 
use  to  keep  your  foot  off  the 
gas  and  more  money  in 
your  pocket. 


Call  ahead  to  be  sure 
you  aren’t  wasting  gas  on  an 
unnecessary  trip.  On  the  aver- 
age, a wasted  trip  costs  you  a 
dollar’s  worth  of  gas. 

Ride  to  work  with  a friend 
or  neighbor  just  one  day  a 
week  and  you  can  save  at  least 
$100  worth  of  gas  every  year. 

For  a free  booklet  with 
more  easy  energy-saving  tips, 
write  "Energy,”  Box  62,  Oak 
Ridge,  TN  37830. 

ENERGY. 

We  can't  afford  to  waste  it. 

U.S.  Department  of  Energy 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY,  JR  , M.D.,  D.A.BP. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M D , F A.C  A 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D.,  F A A.D  ' 

J D.  SMITH,  M.D,,  F A A.D.' 

FAMILY  PRACTICE 

ENNIS,  TEXAS 

W.  B.  KINZIE,  M.D,,  D A B F P 
BILL  R.  LEE,  M.D  , D A B.F  P 
DALE  R LUCUS,  M D, 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E,  GIBSON,  M D.,  F.A.C.S.* 

E SCOTT  MIDDLETON,  M.D  , F.A.C.S.' 
ROSS  B REAGAN,  M.D  ' 

INTERNAL  MEDICINE 

ROBERT  D,  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  F A. C P * 
CHARLES  I BILTZ,  M.D  ' 

ALLEN  M.  JONES,  M.D.' 

JOHN  D NELSON,  M.D  * 

L BRYAN  COTTON,  JR.,  M D ' 

KENT  ROGERS,  M.D  * 

JACK  B BANKHEAD,  M D * 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W GENE  MURFF,  M.D  , F A.C.O.G  * 

NEAL  GREEN,  M D,,  F A.C.O.G  * 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F A A. 0.0. * 
WILLIAM  E,  LAGOMARSINO,  M.D  , F.A.A.O.O 

ORTHOPAEDIC  SURGERY 

JAMES  A DOTSON,  M.D  * 

OTOLARYNGOLOGY 

SONLEY  R LEMAY.  JR.,  M.D.,  F A.A.O.O.* 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D  * 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D,,  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

MASON  P.  GILFOIL,  M.D. 

THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D  * 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D. 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN.  M.G.M.A. 
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MEDICINE  AND  THE  LAW 


CONFIDENTIALITY  OF  INFORMATION  PERTAINING 
TO  THE  MENTAL  OR  EMOTIONAL  HEALTH  OF  AN 
INDIVIDUAL 

The  1979  Session  of  the  Texas  Legislature  enacted  HB 
1163*  sponsored  in  the  House  by  Rep  Bo  Crawford  of 
Beaumont  and  in  the  Senate  by  Sen  William  Braecklein  of 
Dallas.  The  bill  became  effective  Aug  27, 1979. 

Facts 

This  law  pertains  to  the  confidentiality  of  information  relat- 
ing to  the  mental  or  emotional  health  of  an  individual. 

The  law  defines  what  information  is  deemed  to  be  confi- 
dential, creates  certain  privileges  which  may  be  claimed, 
provides  for  certain  exceptions  to  the  privilege,  and  affords 
a legal  remedy  for  a person  aggrieved  by  a violation  of  the 
act. 

HB  1163  is  the  first  attempt  by  the  Texas  Legislature  to 
address  this  matter.  Prior  to  its  enactment  there  was  no 
common  law  nor  statutory  physician-patient  privilege  relat- 
ing to  any  confidential  information  disclosed  to  a physician, 
including  the  mental  or  emotional  health  of  an  individual  in 
Texas. 

The  new  law  has  implications  for  all  Texas  physicians. 
While  the  act  relates  primarily  to  physicians,  it  would  also 
apply  to  any  other  professionals  who  may  be  licensed  in 
Texas  to  evaluate  any  mental  or  emotional  condition  or  dis- 
order, including  alcoholism  and  other  drug  addiction. 

A brief  summary  of  the  law  as  it  applies  to  physicians  is 
as  follows: 

Section  1.  Definitions.  This  section  applies  to  any  licensed 
physician  who  is  involved  in  the  diagnosis,  evaluation,  or 
treatment  of  any  patient’s  mental  or  emotional  condition, 
disorder,  or  believed  disorder.  A patient  is  defined  as  any 
person  who  consults,  or  is  interviewed  by  a physician  for 
the  purpose  of  diagnosis,  evaluation,  or  treatment  of  any 
mental  or  emotional  condition  or  disorder,  including  al- 
coholism and  other  drug  addictions. 

Section  2.  Confidentiality.  This  section  defines  confiden- 
tial information  as  (a)  the  communication  between  a patient 
and  a physician  which  shall  not  be  disclosed  except  as  pro- 
vided in  Section  4 of  the  act;  (b)  records  of  the  identity, 
diagnosis,  evaluation,  or  treatment  of  a patient  created  or 
maintained  by  a physician  which  shall  not  be  disclosed  ex- 
cept as  provided  in  Section  4 of  the  act  (information  neces- 

*Art. 5561h,  V.A.T.C.S. 


sary  in  fee  collection  for  mental  or  emotional  health  serv- 
ices may  be  disclosed  as  provided  in  the  act);  and  (c)  com- 
munications or  records,  received  by  persons  acting  on  the 
patient’s  behalf,  which  shall  be  disclosed  only  where  dis- 
closure is  consistent  with  the  authorized  purpose  for  which 
the  information  was  first  obtained.  The  prohibitions  of  this 
act  continue  to  apply  to  confidential  communications  or 
records  concerning  any  patient  regardless  of  when  the 
patient  received  services  of  a physician. 

Section  3.  Privilege  of  Confidentiality.  This  section  states 
that  the  privilege  of  confidentiality  may  be  claimed  by  the 
patient  or  by  other  persons  listed  in  the  act  who  act  on  the 
patient’s  behalf. 

Section  4.  Exceptions  to  the  Privilege  of  Confidentiality. 

(a)  Exceptions  to  the  privilege  in  court  proceedings  exist 
wherein  (1)  the  patient  brings  professional  liability  and/or 
any  criminal  or  license  revocation  proceedings  against  a 
physician,  in  which  the  patient  is  a complaining  witness 
and  in  which  disclosure  is  relevant  to  the  claim  or  defense 
of  a physician;  (2)  the  patient  or  other  persons  listed  in  the 
act  and  acting  on  the  patient’s  behalf  waives  his/her  rights 
in  writing  to  the  privilege  of  confidentiality  of  any  informa- 
tion; (3)  the  purpose  of  the  proceeding  is  to  substantiate 
and  collect  on  a claim  for  mental  or  emotional  health  ser- 
vices rendered  to  the  patient;  or  (4)  the  judge  finds  that 
the  patient,  after  having  been  previously  informed  that 
communications  would  not  be  privileged,  has  made  com- 
munications to  a physician  in  the  course  of  a court-ordered 
examination  relating  to  the  patient’s  mental  or  emotional 
condition  or  disorder.  The  court,  in  determining  the  extent 
to  which  any  disclosure  of  any  communication  is  neces- 
sary, shall  impose  appropriate  safeguards  against  un- 
authorized disclosure. 

(b)  Exceptions  to  the  privilege  of  confidentiality,  in  other 
than  court  proceedings,  allowing  disclosure  of  confidential 
information  by  a physician,  exist  only  to  the  following:  (1) 
governmental  agencies  where  such  disclosures  are  re- 
quired or  authorized  by  law;  (2)  medical  or  law  enforcement 
personnel  where  the  physician  determines  that  there  is  a 
probability  of  imminent  physical  injury  by  the  patient  to 
him/herself  or  others,  or  where  there  is  a probability  of  im- 
mediate mental  or  emotional  injury  to  the  patient;  (3)  qual- 
ified personnel  for  management  audits,  financial  audits, 
program  evaluations,  or  research,  but  such  personnel  may 
not  identify,  directly  or  indirectly,  a patient  in  any  report  of 
such  research,  audit,  or  evaluation,  or  otherwise  disclosed 
identities  in  any  manner;  (4)  any  person  bearing  the  written 
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consent  of  the  patient,  or  a parent  if  the  patient  is  a minor,  or 
a guardian  if  the  patient  has  been  adjudged  incompetent  to 
manage  his/her  other  personal  affairs,  or  to  the  patient's 
personal  representative  if  the  patient  is  deceased;  (5)  indi- 
viduals, corporations,  or  governmental  agencies  involved 
in  the  payment  or  collection  of  fees  for  mental  or  emotional 
health  services  performed  by  a physician;  or  (6)  other  pro- 
fessionals and  personnel  under  the  direction  of  the  physi- 
cian who  are  participating  in  the  diagnosis,  evaluation,  or 
treatment  of  the  patient. 

Section  5.  Legal  Remedies.  A person  aggrieved  by  a 
violation  of  this  act  may  petition  the  district  court  of  the 
county  in  which  the  person  resides  or  in  the  case  of  a non- 
resident of  the  state,  the  district  court  of  Travis  County  for 
appropriate  injunctive  relief;  the  petition  takes  precedence 
over  all  civil  matters  on  the  court’s  docket  except  those  mat- 
ters to  which  equal  precedence  on  the  docket  is  granted  by 
law.  A person  aggrieved  by  a violation  of  this  act  may  prove 
a cause  of  action  for  civil  damages. 

Conclusion 

Although  the  physician-patient  privilege  was  not  recog- 
nized under  the  common  law  in  many  American  jurisdic- 
tions, the  common  law’s  omission  has  been  at  least  par- 
tially remedied  by  the  enactment  of  statutes.  These  provide 
that  a physician  cannot  be  compelled  in  a judicial  proceed- 
ing to  divulge  confidential  medical  information  regarding  a 
patient,  except  with  the  consent  of  the  patient  or  when  the 
patient  waives  the  privilege.  The  privilege  also  extends  in 
most  cases  to  hospital  records  insofar  as  they  tend  to  dis- 
close what  the  physician  learned  in  the  course  of  treatment. 
It  is  not  necessary  that  any  treatment  shall  actually  be  given 
for  the  privilege  to  apply.  All  that  is  necessary  is  that  the 
information  shall  have  been  gained  for  the  purpose  of  aid- 
ing and  treatment. 

Texas  is  still  among  the  minority  with  respect  to  this  trend 
with  the  exception  of  the  enactment  of  HB 1163. 

With  respect  to  the  disclosure  of  confidential  information 
communicated  to  a physician,  there  have  existed  both  ethi- 
cal and  common  law  restraints.  It  is  both  a breach  of  profes- 
sional ethics  and  an  invasion  of  privacy  for  the  physician  to 
reveal  the  confidential  communication  of  the  patient  without 
the  expressed  consent  of  the  patient,  unless  required  by 
law,  or  compelled  in  a judicial  proceeding.  The  physician 
should,  therefore,  obtain  the  express  written  consent  of  the 
patient  or  do  so  under  a court  imposed  mandate  before  re- 
leasing confidential  information. 


HB1 163  changes  the  existing  law,  as  it  relates  to  informa- 
tion communicated  to  a physician  in  process  of  diagnosis, 
evaluation,  or  treatment  of  any  mental  or  emotional  condi- 
tion or  disorder,  including  alcoholism  and  other  drug  addic- 
tions, by  prohibiting  disclosure  and  permitting  the  physician 
to  claim  a privilege  from  disclosure  on  behalf  of  the  patient 
except  when  under  the  exceptions  contained  in  Section  4 of 
the  act. 

It  has  been  debated  for  years  that  such  privilege  serves 
only  to  frustrate  the  discovery  of  truth  in  our  courts.  It  has 
been  argued  that  our  judicial  system  is  interested  in  accu- 
rate fact  findings — that  the  purpose  of  a trial  is  the  ascer- 
tainment of  truth.  It  would  be  detrimental  to  declare  that  cer- 
tain information  is  privileged  from  disclosure  because  it  was 
given  and  received  in  confidence.  The  enactment  of  HB 
1 163  is  a legislative  determination,  at  least  as  such  informa- 
tion relates  to  mental  or  emotional  health,  that  regardless  of 
strongly  embedded  Anglo-American  law  notions,  some 
values  are  more  important  than  accurate  adjudication. 

The  relationship  between  a physician  and  patient  is  an 
extremely  confidential  one,  especially  in  the  areas  covered 
by  HB  1163.  Public  policy  dictates,  and  the  legislature  has 
wisely  acted  to  insure,  that  the  patient  should  feel  free  to 
make  a full  disclosure  of  facts  to  the  physician.  The  physi- 
cian then  may  effectively  render  services,  and  the  patient 
should  be  free  to  make  disclosures  relating  to  mental,  emo- 
tional, alcoholism,  and  drug-related  problems  with  the 
knowledge  that  the  physician  will  respect  the  confidence 
and  will  not  be  called  upon  to  reveal  such  communications, 
without  the  consent  of  the  patient,  unless  compelled  to  do 
so  under  the  narrow  exceptions  provided  for  in  HB  1163. 

Ace  Pickens 

Brown,  Maroney,  Rose,  Baker  & Barber 
TMA  Legal  Counsel 


TEXAS  MEDICINE 


The  first  design-it-yourself  business 

for  our  changing  times. 


phone 


Introducing  the  Horizon 

cations  System 


Now  there’s  a telephone  systenn  with  a flexibility 
to  change,  simply  and  inexpensively,  as  your 
business  requirements  dictate. 

The  Horizon"  Communications  System  offers 
options  and  features  never  before  available  except 
on  large  PBX  units. 

You  can  structure  each  individual  station— up  to 
79  of  them— to  perform  its  own  communications 
functions.  Time  and  dollar  saving  features  like 
WATS,  paging,  instant  conferencej:alling,  direct 
personal  lines,  Call  Forwarding  and  more  can 
be  programmed  to  the  extensions  where 
they  will  be  most  beneficial. 

And  should  you  need  to  add,  change, 
rearrange  or  delete  features,  even 


reassign  phones  or  change  extensions,  an  optional 
Customer  Access  Unit  lets  you  make  those 
changes  yourself.  A simple  step-by-step  manual 
helps  you  tailor  your  system  to  your  specific  needs. 
No  need  to  call  a service  technician  or  disrupt  your 
operation  by  moving  bulky  cables  and  wiring. 

For  complete  information  on  all  the  reasons  why 
the  Horizon  Communications  System  makes  sense 
for  your  growing,  changing  business,  give  us  a call. 

In  Houston,  call  526-091^ Elsewhere  in  Texas, 
call  toll  free  1-800-392-4327. 

The  Horizon  Communications  System. 
Space  age  telephone  technology  avail- 
able today.  From  Southwestern  Bell. 


Southwestern  Bell 


Firstmark  Capital  Corporation 
announces  a new  personal 
lending  service  designed 
to  meet  the  special  needs 
of  health  care  professionals. 


Consider  the  advantages  . . . 

• ONLY  YOUR  SIGNATURE  IS  RE- 
QUIRED TO  BORROW  FROM  $5,000 
TO  $25,000,  TERMS  TO  SIXTY 
MONTHS. 

• QUICK  CONFIDENTIAL  SERVICE, 
ENTIRE  TRANSACTION  HANDLED 
BY  MAIL. 

• CREDIT  LIFE  INSURANCE  AVAIL- 
ABLE AT  LOW  COST  ...  NO 
PHYSICAL  EXAMINATION  RE- 
QUIRED. 

• LOAN  IS  INTEREST  BEARING  . . . 
YOU  MAY  PAY  OFF  OR  REDUCE 
THE  LOAN  AT  ANY  TIME  WITHOUT 
PRE-PAYMENT  PENALTY. 

Here’s  how  to  apply  . . . 

For  complete  information  and  a simple  loan  appli- 
cation call  Mr.  Charles  Toll  Free  at  1-800- 

421-0355. 


lifirstmark  Capital 

Firstmark  Capital  Corporation 

7 Clocktower  Square,  Suite  270 
Aurora,  Colorado  8001 1 


Serving  the  Health  Care  Industry  for  over  Fifty  Years. 


Tenuate""  (S 

fdlethylpropion  hydrochloride  NF) 

Tenuate  Dospan^ 

(diethylpropion  hydrochloride  NF)  controlled-release 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  ot  exogenous  obesity  as  a short-term  adiunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caioric  restriction. 
The  iimited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS.  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states  Patients  with  a history  of  drug 
abuse  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result) 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  In  an  attemot  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  Including  a drug  as  part  of  a weight 
reduction  program  Abuse  ot  amphetamines  anif  related  drugs  may 
be  associateit  with  varying  degrees  of  psychologic  dependence  and 
social  dyslunction  which,  in  ihe  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  liosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  latigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEG.  Manifestations  ot 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
Indicated  adverse  ellects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
tor  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias,  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tehuale  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  ot  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics,  Tnerelore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nenrousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses  In  a lew  epileptics  an 
increase  in  convulsive  episodes  has  been  reported,  Gasirointestinal 
Dryness  of  Ihe  mouth,  uhpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine' 
impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
lopoielic  System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  ol  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevenlng  if  desired  to  overcome  night  hunger.  Tenuate 
Oospan  (diethylpropion hydrochloridelcontrollerf-release  One 75 mg. 
tablet  daily,  swallowed  whole,  in  midmorning,  Tenuate  is  not  recom- 
mended tor  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine")  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  ot  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inauiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  RIchardson-Merrell  Inc. 

Cincinnati.  Ohio  45215,  U S A 
Licensor  of  Merrell" 

References:  1.  Citations  available  on  request  from  Medical  Research 
Department.  MERRELL-NATIONAL  LABORATORIES,  Cincinnati. 
Ohio  45215.  2.  Hoekenga,  M T,  O'Dillon  [Dillon |,  R H , and  Leyland, 
H M,  A comprehensive  review  of  diethylpropion  hydrochloririe.  In. 
Central  Mechanisms  of  Anorectic  Drugs,  S Garattini  and  R.  Samanin, 
Ed  . New  York,  Raven  Press,  1978,  pp.  391-404 
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Overweight  may  not  always  be  simple... 
complications  can  develop:^ 

Complicated  or  not... 


♦Studies  have  shown  that  obesity  is  associated  with  an  increased  incidence  of 
hypertension,  symptomatic  heart  disease,  adult-onset  diabetes,  and  other  diseases 


Merren 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program,  f 

Overweight  patients  in  certain  diagnostic  categories  often  require" 
strict  appetite  control  and  a successful  program  of  weight 
reduction  may  tend  to  diminish  the  incidence  or  severity  of  the  . 
complications  in  some  patients.  Diethylpropion  hydrochloride 
has  been  reported  useful  in  such  patients  and  while  it  is  not  j 
suggested  that  Tenuate  itself  in  any  way  reduces  the 
complications  of  overweight,  it  may  have  a useful  place  as  a 
short-term  adjunct  in  a prescribed  dietary  regimen. Tenuate 
should  not  be  administered  to  patients  with  severe  hypertension; 
see  additional  Warnings  and  Precautions  on  the  opposite  page.-; 

In  uncomplicated  overweight. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated  . 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight  , 
loss  program. 

Clinical  effectiveness. 

The  anorectic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.^  And 
the  unique  chemistry  of  Tenuate  provides  “..  .anorectic  potency  . 
with  minimal  overt  central  nervous  system  or  cardiovascular  : 
stimulation.”^  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 


For  prescribing  information  see  opposite  page 


Important  data  on  the  pain  of  acute  cystitis: 


In  87%  of  patients 
studied  [303  of  349], 
Hzo  Gantanof  reduced 
pain  anchor  burning 
within  24  hours^ 


A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acute  urinary  tract  infection  in 
patients  with  at  least  100,000 
colonies  per  ml  of  a sulfonamide- 
sensitive  organism,  usually  £.  coli. 

In  87%  of  patients  with  initial 
symptoms  rated  “moderate  to 
severe,"  Azo  Gantanol  therapy  re- 
sulted in  improvement  within  24 1 
hours. 


hps 


Fast  pain  relief  plus  effective  antibacterial  action 

Hzo  Gantanof 

Each  tablet  containsO.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 


Before  prescribing,  please  consult  complet 
uct  information,  a summary  of  which  follov> 
Indications:  In  adults,  urinary  tract  infectio- 
complicated  by  pain  (primarily  pyelonephriti 
pyelitis  and  cystitis)  due  to  susceptible  org; 
(usually  £.  coli,  Klebsiella-Aerobacter,  Stap! 
coccus  aureus,  Proteus  mirabilis,  and,  less 
quently,  Proteus  vulgaris)  in  the  absence  o' 
obstructive  uropathy  or  foreign  bodies.  Nots 
fully  coordinate  rn  vitro  sulfonamide  sensit 
tests  with  bacteriologic  and  clinical  respon 
aminobenzoic  acid  to  follow-up  culture  meC^ 
increasing  frequency  of  resistant  organisms 
the  usefulness  of  antibacterials  including  sui 
fonamides.  Measure  sulfonamide  blood  levs 
variations  may  occur;  20  mg/100  ml  should 
maximum  total  level. 

Contraindications:  Children  below  age  12;  si 
fonamide  hypersensitivity;  pregnancy  at  ter ' 
during  nursing  period;  because  Azo  Gantanol 
tains  phenazopyridine  hydrochloride  it  is  c 
dicat^  in  glomerulonephritis,  severe  hepatt 
uremia,  and  pyelonephritis  of  pregnancy  wr 
disturbances. 

Warnings:  Safety  during  pregnancy  not  este 
Deaths  from  hypersensitivity  reactions,  agrs 
tosis,  aplastic  anemia  and  other  blood  dysc 
have  been  reported  and  early  clinical  signs 
throat,  fever,  pallor,  purpura  or  jaundice)  mj 
dicate  serious  blood  disorders.  Frequent  CF 
urinalysis  with  microscopic  examination  are 
ommended  during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  witi 
paired  renal  or  hepatic  function,  severe  alF  i 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whc 
dose-related  hemolysis  may  occur.  Maintain, 
adequate  fluid  intake  to  prevent  crystallurie 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis,  aplastic  anemia,  thrombocytope 
leukopenia,  hemolytic  anemia,  purpura,  hy: 
thrombinemia  and  methemoglobinemia);  a/ 
reactions  (erythema  multiforme,  skin  erupt  3 
Stevens- Johnson  syndrome,  epidermal  neco 
urticaria,  serum  sickness,  pruritus,  exfoliat , 
dermatitis,  anaphylactoid  reactions,  periorb! 
edema,  conjunctival  and  scleral  injection,  pi 
sensitization,  arthralgia  and  allergic  myoca  i 
G.l.  reactions  (nausea,  emesis,  abdominal  pi 
hepatitis,  diarrhea,  anorexia,  pancreatitis  an 
stomatitis);  C/VS  reactions  (headache,  perip( 
neuritis,  mental  depression,  convulsions,  a!l 
hallucinations,  tinnitus,  vertigo  and  insomr  s 
miscellaneous  reactions  (drug  fever,  chills,  H 
nephrosis  with  oliguria  and  anuria,  periarter' 
nodosa  and  L.  E.  phenomenon).  Due  to  cera 
chemical  similarities  with  some  goitrogens  d 
uretics  (acetazolamide,  thiazides)  and  oral 
glycemic  agents,  sulfonamides  have  causec 
instances  of  goiter  production,  diuresis  anc ' 
glycemia.  Cross-sensitivity  with  these  agent? 
exist. 

Dosage;  Azo  Gantanol  is  intended  for  the  aci 
painful  phase  of  urinary  tract  infections.  Usit 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  Ij 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  pert! 
causes  other  than  infection  should  be  sought 
After  relief  of  pain  has  been  obtained,  cont  ■ 
treatment  with  Gantanol  (sulfamethoxazole) I 
be  considered. 

NOTE:  Patients  should  be  told  that  the  oranj 
dye  (phenazopyridine  HCI)  will  color  the  urirf 
Supplied:  Tablets,  red,  film-coated,  each  cc 
ing  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  50 
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CAPITAL  COMMENTS 


GUBERNATORIAL  APPOINTMENTS  AUSTIN  Texas 
Governor  Bill  Clements  recently  appointed  Mrs  Jessica 
Harden  of  Houston  to  a six-year  term  on  the  Advisory  Hos- 
pital Council  replacing  Robert  F.  Gordon.  Also,  J.  R.  Max- 
field,  MD,  Dallas,  has  been  appointed  to  a six-year  term  to 
the  Advisory  Hospital  Council  replacing  A.  J.  Gill,  MD. 

HOUSE  OF  REPRESENTATIVES  STANDING  COMMIT- 
TEE INTERIM  STUDIES  PUT  FORWARD  AUSTIN 
House  Speaker  Bill  Clayton  has  referred  the  following  mat- 
ters to  the  following  committees  for  consideration  during 
the  interim  before  the  1981  Texas  Legislature.  The  House 
Committee  on  Health  Services  has  been  assigned  a study 
to  determine  the  need  for  a medical  records  act  that  would 
insure  the  confidentiality  of  such  information  and  to  deter- 
mine what  standards,  operational  changes,  funding,  and 
other  matters  are  needed  to  improve  outpatient  health 
facilities  and  rural  health  clinics.  The  committee  will  also 
study  the  implications  of  the  Texas  Attorney  General  Opin- 
ion H-1295  and  other  legal  restraints  on  the  use  of  protocols 
and  standing  orders  in  the  provision  of  health  services. 

The  Committee  on  Higher  Education  has  been  assigned 
the  task  of  reviewing  the  funding  of  medical  education  in 
Texas,  comparing  funding  trends  with  other  states  in  this 
regard  and  recommending  means  of  cost  control.  The 
Committee  of  Judicial  Affairs  will  study  the  need  and  bene- 
fits of  having  regional  medical  examiners  to  help  in  deter- 
mining deaths  caused  by  sexual  child  abuse,  child  abuse, 
drugs,  and  alcohol.  The  Committee  on  Regions,  Com- 
pacts, and  Districts  has  been  asked  to  prepare  a com- 
prehensive study  of  legislative  and  congressional  redistrict- 
ing following  the  1980  census,  including  analysis  of  census 
data  available  prior  to  the  convening  of  the  67th  Regular 
Session  of  the  Texas  Legislature.  The  Committee  on  State 
Affairs  has  been  asked  to  compare  the  professional  licens- 
ing agencies  of  other  states  with  those  in  Texas  to  deter- 
mine the  feasibility  of  an  “umbrella"  agency  and  the  effec- 
tiveness of  Texas  licensing  practices. 

TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS 
PROPOSES  AMENDMENTS  TO  LICENSURE  BY  EXAM- 
INATION RULES  AUSTIN  The  Texas  State  Board  of 
Medical  Examiners  is  proposing  to  amend  Rule 
386.02.00.03.  The  proposed  amendment  provides  that  an 
applicant  for  examination  who  failed  the  examination  would 
be  required  to  apply  for  reexamination  in  Texas  within  a 
two-year  period.  If  the  applicant  did  not  adhere  to  the  two- 


year  requirement,  he/she  would  be  required  to  submit  a 
new  application  and  fee  and  would  be  required  to  retake  the 
entire  FLEX  and  jurisprudence  examination  for  licensure. 
This  change  in  application  policy  would  help  insure  that  the 
board  office  has  current  file  information  regarding  such  ap- 
plicants and  would  aid  in  the  proper  qualifications  for  exam- 
ination by  applicants,  said  the  Texas  State  Board  of  Medi- 
cal Examiners.  For  further  information,  contact  the  Texas 
State  Board  of  Medical  Examiners. 

TDH  AMENDS  COMMUNICABLE  DISEASE  REQUIRE- 
MENTS FOR  EXAMINATION  OF  PUBLIC  SCHOOL 
PERSONNEL  FOR  TUBERCULOSIS  AUSTIN  The 
Texas  Department  of  Health  has  amended  Rule 
301.41.05.001-007  which  was  originally  published  in  the 
Texas  Register  yiune  29, 1979.  Essentially,  the  rule  remains 
unchanged  except  an  exemption  has  been  incorporated 
into  proposed  Rule  .001  to  excuse  employees  and  volun- 
teers from  providing  a certificate  of  examination  for  tuber- 
culosis if  the  duration  of  their  employment  or  service  can  be 
expected  to  be  less  than  91  hours  in  a given  school  year. 
Individual  school  districts  have  the  option  of  adopting  and 
enforcing  more  stringent  standards  for  those  persons 
exempted  under  the  provisions  of  law.  The  rules  were  pub- 
lished on  Aug  10, 1979,  in  the  Texas  Registry  and  contain  a 
certificate  of  examination  of  school  personnel  for  tuber- 
culosis for  physician's  signature  as  well  as  other  forms  for 
superintendent’s  report  of  school  personnel  examination. 

HOSPITAL  MAY  BILL  MEDICARE  FOR  COST  OF  HOS- 
PITAL BASED  PHYSICIANS  BEYOND  THE  AMOUNT 
PAID  TO  PHYSICIAN  TEXAS  Plaintiff  hospital  sought 
reimbursement  for  amounts  it  paid  to  physicians  for  care 
provided  to  Medicare  patients.  The  physicians  and  the 
hospital  had  a contract  whereby  the  hospital  billed  the  pa- 
tient, and  then  paid  the  physicians  the  gross  charges  less  a 
10%  allowance  for  charity  and  bad  debts.  The  hospital 
claimed  it  should  be  reimbursed  by  Medicare  for  the 
amount  actually  paid  to  physicians  plus  10%.  The  defen- 
dant, a Medicare  physical  intermediary,  denied  a 10%  fac- 
tor, and  the  decision  was  upheld  by  HEW.  The  court  upheld 
the  plaintiff's  contention  that  the  allowance  for  bad  debts 
and  charity  should  be  included  in  computing  costs.  The 
court  said  the  10%  factor  was  part  of  a simplified  account- 
ing technique  which  provided  that  physicians  receive  90% 
of  reimbursement  for  all  patients,  rather  than  100%  for 
those  who  paid,  and  0%  for  those  who  did  not.  The  court 
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accepted  the  plaintiff's  argument  that  because  it  was  a bil- 
ling agent  and  passed  through  the  payment  from  patient  to 
doctor,  its  cost  for  providing  hospital-based  physicians  to 
Medicare  patients  was  100%  of  the  amount  billed.  The 
court  further  noted  that  although  judicial  review  of  agency 
decisions  are  limited  under  the  administrative  procedure 
act,  the  defendant  presented  no  evidence  to  support  its 
finding  that  the  only  liability  incurred  by  the  hospital  for  serv- 
ices provided  to  Medicare  patients  by  hospital-based 
physicians  was  the  actual  remuneration  paid  to  those 
physicians,  and,  therefore,  acted  arbitrarily.  Harris  Hospital 
V.  Group  Hospital  Service,  Inc,  US  District  Court  for  the 
Northern  District  of  Texas,  Civil  Action  No  CA4-74-224, 
June  7, 1979. 

FTC  LEVELS  COMPLAINT  AGAINST  MICHIGAN  STATE 
MEDICAL  SOCIETY  WASHINGTON  The  Federal  Trade 
Commission  has  charged  the  Michigan  State  Medical  So- 
ciety with  “acting  to  reduce  or  eliminate  price  competition 
among  physicians  in  the  state  in  violation  of  the  federal  an- 
titrust laws.”  The  society  has  conspired  to  “restrict,  regu- 
late, impede  or  interfere"  with  Blue  Shield  and  Medicaid 
health  care  cost  containment  and  reimbursement  policies, 
to  influence  Blue  Shield  in  such  negotiations,  and  to  “fix, 
stabilize  or  otherwise  tamper " with  doctors'  fees  in  Michi- 
gan," said  the  FTC.  The  FTC  claims  that  the  8,700  mem- 
bers of  the  society  represent  a substantial  majority  of  the 
doctors  licensed  to  practice  in  the  state  of  Michigan. 

WEST  TEXANS  FAVOR  HOSPITAL  CONTROLS,  OP- 
POSE NHI  WASHINGTON  Rep  Richard  White's  (D-Tex) 
16th  district  constituents  showed  a healthy  distaste  for 
more  federal  bureaucracy.  In  response  to  questions  on 
national  health  insurance,  30%  said  NHI  should  be  through 
private  premiums  only,  30%  voted  for  a combination 
private-federal  effort,  9%  asked  for  payroll  taxes,  16%  indi- 
cated approval  of  direct  federal  funding,  and  15%  said  any 
such  plan  ought  to  be  earnings  based,  he  said.  Sixty-four 
percent  favored  the  Administration’s  hospital  cost  control 
plan,  27%  were  opposed,  and  9%  had  no  opinion.  The  an- 
swers indicated  that  it  is  imperative  that  federal  spending  be 
reduced.  White  said.  One  question  offered  17  areas  where 
such  cuts  could  take  place.  The  top  rank  area  for  cost- 
reduction  (determined  by  the  number  of  first  place  votes) 
were  for  social  services  and  welfare  (29%) — well  above 
regulatory  agencies,  20%,  and  foreign  aid,  19%. 


TDHR  ADOPTS  RULES  ON  RURAL  HEALTH  CLINIC 
PAYMENT  AUSTIN  The  Texas  Department  of  Human 
Resources  has  recently  adopted  rules  relating  to  pur- 
chased health  services  for  rural  health  clinics.  Rule 
326.36.13.005  adds  limitations  to  visits  in  rural  health 
clinics.  The  rule  provides  that  reimbursement  for  service  in 
rural  health  clinics  is  limited  as  follows:  visits  are  limited  to 
no  more  than  12  visits  per  eligible  recipient  in  each  12- 
month  period  beginning  with  the  date  of  the  first  visit.  This 
limit  may  be  exceeded  when  emergency  medical  needs 
exist  and  are  fully  documented  to  the  department’s  health 
insuring  agent  by  the  rural  health  clinic  physician,  or  upon 
prior  approval  by  the  state  agency's  health  insuring  agent 
for  specific  problem  cases. 

MEDICAL  RECORDS  COMPUTERIZATION  WASHING- 
TON HEW  attorneys  have  charged  computerization  of 
medical  records  as  breaking  down  the  laws  of  privacy  that 
technically  exist  between  doctors  and  patients,  adding 
that  collection  and  sale  of  medical  records  has  become 
big  business  requiring  federal  legislation  to  protect  the 
patient’s  privacy.  The  charges  were  made  by  HEW 
attorney  Richard  I.  Beattie  in  recent  testimony  before  the 
Senate  Governmental  Affairs  Committee  now  considering 
legislation  proposed  by  the  Carter  Administration  and  Sen 
Jacob  Javits,  R-NY.  These  proposals  seek  privacy  in  four 
areas  including  medical  records.  The  proposals  would 
require  medical  facilities  to  grant  individual  access  to 
records  under  specified  conditions,  provide  procedures  to 
correct  records,  establish  procedures  under  which  dis- 
closure may  take  place,  and  limit  government  access.  The 
Senate  committee  released  the  study  made  by  the 
University  of  Illinois  showing  many  big  employers  collect 
medical  information  on  employees  and  use  it  in  making 
decisions  in  hiring,  firing,  promotion,  and  other  purposes. 
The  HEW  attorney  noted  that  most  medical  records  are 
now  stored  in  computers.  He  said,  "Information  is  trans- 
ferred, with  or  without  the  patient’s  consent,  from  one 
state  to  another.”  John  Shattuck,  Washington  area  direc- 
tor of  the  American  Civil  Liberties  Union,  in  his  testimony, 
said,  “The  erosion  of  medical  privacy  has  reached  epi- 
demic proportions.”  The  use  of  recorded  information  to 
make  judgments  about  people  is  something  that  has 
come  into  being  in  the  last  10  to  15  years  since  computers 
and  data  banks  have  come  into  being,  ACLU  charged. 
Shattuck  cited  one  such  case  from  ACLU  records  which 
involved  a New  Yorker  denied  a taxi  license  because 
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credit  reports  showed  he  had  been  placed  in  a mental 
institution  as  a child  for  six  months  because  he  was  an 
orphan  and  had  no  other  place  to  go. 

According  to  the  ACLU,  official  medical  records  are  used 
by  insurance  companies,  credit  bureaus,  employers,  re- 
searchers, licensing  agencies,  law  enforcement  agencies, 
and  other  governmental  agencies.  He  said  insurance  com- 
panies often  request  permission  of  customers  to  review 
medical  records  and  that  authority  is  always  broad  and 
there  is  “no  choice  but  to  sign.”  He  further  noted  that  the 
insurance  industry  in  fact  has  its  own  “giant  medical  data 
bank"  called  a medical  information  bureau. 

FTC  CONTINUES  LOOK  AT  HEALTH  WASHINGTON 
The  Federal  Trade  Commission  (FTC)  has  released  a list  of 
health  initiatives  it  plans  to  undertake  in  the  coming  year. 
FTC  plans  to  look  into  the  possibility  of  encouraging  entry 
of  physicians’  assistants  and  nurse  practitioners  into  the 
health  profession  market  place  and  allowing  them  to  com- 
pete with  physicians  for  the  provision  of  routine  health 
services.  It  will  scrutinize  health  insurance  and  tax  struc- 
tures and  recommend  less  first-dollar  coverage  to  make 
consumers  more  cost  conscious.  The  political  feasibility  of 
such  moves  may  be  doubtful  as  Congress  is  considering  a 
bill  to  permit  a one-house  veto  of  FTC  regulations. 

SHORTAGE  OF  PHYSICIANS  WILL  END  IN  1980s 

WASHINGTON  The  shortage  of  physicians  who  provide 
general  medical  care  will  be  over  by  the  late  1980s  accord- 
ing to  an  article  in  the  June  14  New  England  Journal  of 
Medicine  written  by  Dr  David  Rogers,  President  of  the 
Robert  Wood  Johnson  Foundation,  and  others.  Rogers  and 
his  associates  conclude  that  the  result  will  come  about  with 
no  further  help  from  the  federal  government. 

HOUSE  REPUBLICANS  CALL  KENNEDY  AND  BRITISH 
PLANS  FUNDAMENTALLY  SIMILAR  WASHINGTON 
Sen  Edward  Kennedy’s  Health  Care  for  All  Americans  Act 
has  a number  of  fundamental  similarities  to  the  British 
National  Health  Service  and  will  suffer  from  the  same  well- 
publicized  problems  experienced  under  the  British  system 
because  of  those  basic  similarities,  the  House  Republican 
Research  Committee  has  charged. 

In  a report  comparing  the  two  NHI  plans,  the  Committee’s 
task  force  on  Health  Policy,  chaired  by  James  Martin, 
states  that,  “Both  provide  universal  coverage  and  com- 
prehensive benefits  with  no  cost  sharing.”  The  limited 


number  of  providers  would  try  to  meet  the  limitless  de- 
mand. The  result:  a rationing  of  services.  Both  programs 
allow  the  government  to  determine  how  much  doctors  and 
hospitals  will  be  paid  for  their  services.  Both  programs  have 
a tiered  bureaucracy.  The  responsibility  assigned  to  these 
new  government  bodies  would  be  innumerable,”  said  the 
report. 

The  structural  differences  between  the  two  plans,  the 
report  stated,  are  not  as  important  as  who  determines  how 
much  money  will  be  spent  on  health  care  and  how  this 
money  will  be  spent.  Under  both  programs,  it  is  the  federal 
government  that  makes  these  decisions.  The  costs  of  the 
two  plans  were  also  compared.  The  original  estimates  of 
the  founders  of  the  national  health  service  were  projected 
to  be  £400  to  £500  million  annually;  the  program  now 
costs  £6,000  million  per  annum.  With  inflation  and  finan- 
cial crisis  constantly  plaguing  the  government  in  the  face 
of  infinite  demand  and  limited  resources,  a rationing  of 
service  evolved  and  cut  back  some  resource  funding.  The 
task  force  concluded:  “We  can  expect  the  same  experi- 
ence in  this  country  if  the  health  care  budget  is  politically 
controlled.  When  a politically  controlled  budget  is  coupled 
with  the  increased  demand  for  free  care,  the  outcome  is 
apparent . . . services  are  reduced  and  a lower  standard 
of  care  inevitably  results.” 

CALIFORNIA  COURT  RULES  PSYCHOLOGIST  IS  NOT 
A PHYSICIAN  CALIFORNIA  Plaintiffs  brought  a writ  of 
mandamus  to  compel  the  defendant  to  vacate  his  order 
requiring  that  the  plaintiffs  be  tested  by  a psychologist.  The 
order  was  issued  pursuant  to  Section  .2032  of  the  Cali- 
fornia Code  of  Civil  Procedure,  which  “authorizes  the  court 
to  order  a party  whose  mental  state  is  in  controversy  to 
submit  to  a mental  examination  by  a physician.”  The  plain- 
tiffs contend  that  the  defendant’s  order  should  be  vacated 
because  a psychologist  is  not  a physician  as  required  by 
Section  .2032.  The  court  defined  physician  as  one  who 
possesses  valid  physicians’  and  surgeons’  certificates; 
therefore  a psychologist,  who  is  not  licensed  as  a physician 
and  surgeon,  is  not  a physician  capable  of  conducting  a 
Section  .2032  mental  examination.  However,  the  court 
ruled  that  testing  for  a Section  .2032  mental  examination 
may  be  conducted  by  a psychologist  "who  is  working  under 
the  general  direction  of  a psychiatrist.” 
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JACK,  DID  you  RECEIVE 
yOUR  API  DIVIDEND  ? 

SURE  DID  BILL- 
ALONG  WITH  MY  INTEREST 
CHECKS.  ITCEKTAINLV 
PAYS  TO  BELONG  TO  API  [ 


IT  PAYS  IN  CASH... 

*6%  interest  on  your  surplus  deposit  — paid 
tvxdce  annually. 

*Over  $400,000  in  dividends  to  be  paid  to 
ovvner/members  — started  June,  1979. 

"It  pays  ” is  more  than  just  a figure  of  speech 
when  you  're  an  ovvner/member  of  API.  Call 
us,  or  complete  the  coupon  and  mail  it.  We  re 
anxious  to  show  you  how  you  can  join  your 
colleagues  in  API. 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

THE  DOCTORS’  PROFESSIONAL  LIABILITY  INSURANCE  COMPANY 

SUITE  196,  4100  McEWEN  ROAD  • DALLAS,  TEXAS  75234  • (214)  386-6400 
IN  HOUSTON  PHONE  225-2569  • IN  SAN  ANTONIO  PHONE  226-5439 
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Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 
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MEDICINE 

ALLERGY  p:> 

Arthur  T.  Pedef^^R,’  M0 

cardiovascuIar  disease 

Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold,  MO 
Michael  B.  Raine,  MD 
Michael  A.  Modelskt,  MD 
Sigmund  W.  Friedland,  MD  , 
Boguslaw  Godlewski,  MD  - ‘ 

Charles  W.  Cramer,  MD 

DERMATOLOGY  ^ 

Samuel  F.  Bean,  MDS--^ 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

H.  Leland  Kaplan,  MD 
Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 

GASTROENTEROLOGY 

Dolph  L.  Curb,  MD 
W.  Tom  Arnold,  MD"'^ 

Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD 

GERIATRICS 

Frederick  G.  Dorsey,  MD 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 
Matthew  J.  Godlewski,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
William  L.  High,  MO^i 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 

RADIOLOGY 

.William  L.  Hinds,  MD 
d.rP.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Joel  Kovarsky,  MD 
Jose  R.  Rovira,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

^oan  R.  McClung, 
j ^Associate  Administrator 
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WHAT’S  NEW 


What’s  new:  update  on  diabetic  retinopathy 

Richard  D.  Cunningham,  MD,  MS 

The  retinal  ravages  of  the  microangiopathy  of  diabetes 
mellitus  and  the  secondary  complications  of  vitreous 
hemorrhage,  preretinal  fibrosis,  traction  retinal  detach- 
ment, and  neovascular  glaucoma  have  become  truly 
alarming  medical  and  ophthalmologic  problems.  Of  the 
approximately  four  million  persons  with  diabetes  in  the 
United  States,  40%  have  diabetic  retinopathy  of  some  de- 
gree, and  diabetes  is  now  the  leading  cause  of  acquired 
permanent  legal  blindness  in  young  adults  in  the  Western 
Hemisphere.  A brief  review  of  some  of  the  newer  diagnos- 
tic and  therapeutic  modalities,  the  rationale  for  their  use, 
and  their  effectiveness  seems  timely. 

Vitreous  Fluorophotometry 

Breakdown  of  the  blood-retinal  barrier,  a key  event  in  the 
early  stages  of  diabetic  retinopathy,  can  be  detected  very 
early  by  quantitatively  measuring  the  amount  of  fluorescein 
(injected  intravenously)  which  leaks  into  the  vitreous  gel.^ 
This  test  may  be  positive  even  when  the  findings  by  con- 
ventional methods  of  examination  such  as  ophthal- 
moscopy, slit  lamp  biomicroscopy,  and  fundus  fluorescein 
angiography  appear  normal.  The  endothelium  of  the  reti- 
nal vessels  is  affected  very  early  in  diabetes,  allowing 
intravascular  fluorescein  to  leak  into  the  retina  and  vitre- 
ous where  the  concentration  can  be  measured  by  pho- 
tometry. Correlation  of  the  degree  of  breakdown  of  the 
barrier  and  the  eventual  development  of  severe  nonpro- 
liferative or  proliferative  diabetic  retinopathy  may  prove  in- 
valuable in  detecting  those  patients  suitable  for  photo- 
coagulation or  surgical  intervention  before  irreversible  vis- 
ual loss  has  occurred. 

Current  status  of  photocoagulation 

The  use  of  light,  transmitted  through  clear  ocular  media,  to 
create  a controlled  thermal  burn  of  the  retina  has  been 
widely  used  since  the  introduction  of  the  technique  by 
Meyer-Schwickerath^  in  1960.  The  introduction  of  retinal 
fluorescein  angiography  at  the  same  time  allowed  oph- 
thalmologists to  identify  with  great  precision  those  areas  of 
the  retina  with  abnormally  permeable  capillaries  and 
microaneurysms  (leading  to  macular  edema,  retinal  hem- 
orrhages, and  exudates),  areas  of  capillary  nonperfusion 
(retinal  ischemia)  and  retinal  neovascularization.  Carefully 


controlled  thermal  burns,  obliterating  these  abnormal 
areas,  have  proved  beneficial.  In  selected  cases  of  non- 
proliferative retinopathy,  photocoagulation  maintains  or 
improves  the  visual  activity  in  approximately  90%  of 
treated  eyes  (whereas  only  40%  of  untreated  eyes  main- 
tain vision  over  the  same  period). ^ 

Proliferative  diabetic  retinopathy  is  a much  more  serious 
condition,  usually  causing  a rather  predictable,  progres- 
sive loss  of  vision  since  these  eyes  are  prone  to  recurrent 
vitreous  hemorrhage,  vitreous  organization,  and  retinal 
detachment.  In  one  series,  56%  of  eyes  showing  neovas- 
cularization became  blind  within  two  to  three  years. The 
new  vessel  formation,  usually  first  apparent  on  or  near  the 
optic  disc,  also  seems  closely  correlated  with  the  de- 
velopment of  the  anterior  segment  complications  of  iris 
rubeosis  and  neovascular  glaucoma.  Panretinal  photo- 
coagulation, in  which  an  attempt  is  made  to  obliterate 
areas  of  hypoxic  retina  and  neovascularization  while  spar- 
ing the  area  of  the  macula  and  the  papillomacular  nerve 
fiber  bundle,  has  prolonged  useful  vision  in  many  patients. 
Little^  reported  that  85%  to  90%  of  eyes  with  proliferative 
retinopathy  had  improved  at  one-year  follow-up  after  pan- 
retinal  photocoagulation.  The  Diabetic  Retinopathy  Study 
Research  Group  found  that  in  a two-year  follow-up,  blind- 
ness could  be  expected  in  16.3%  of  patients  with  prolifera- 
tive retinopathy  who  remain  untreated  and  in  only  6.4%  of 
patients  treated  with  photocoagulation. ^ This  represents  a 
61  % reduction  in  the  occurrence  of  severe  visual  loss  in 
treated  eyes  and  statistically  is  highly  significant.  In  a more 
recent  report,  the  same  group  found  that  in  patients  who 
had  moderately  severe  neovascularization  on  or  near  the 
disc  and  who  also  had  preretinal  or  vitreous  hemorrhages 
and  remained  untreated,  the  incidence  of  severe  visual 
loss  was  36.9%  in  a two-year  period.®  Other  data  from  the 
Research  Study  Group  demonstrate  that  photocoagula- 
tion was  beneficial  in  all  stages  of  diabetic  retinopathy  by 
reducing  the  incidence  of  severe  visual  loss  and  by  reduc- 
ing the  change  of  progression  to  a more  severe  degree  of 
proliferative  retinopathy.^  Some  evidence  also  suggests 
that  treatment  at  early  stages  may  be  preferable  to  de- 
ferred treatment,  but  that  benefit  must  be  balanced 
against  possible  harmful  effects  in  patients  who  have  a less 
severe  degree  of  retinopathy.  Thus,  it  seems  apparent  at 
the  present  time  that  although  photocoagulation  may  not 
be  the  ultimate  answer  to  the  problem  of  diabetic  retinop- 
athy, early  recognition  and  treatment  of  patients  with  neo- 
vascularization and  hemorrhage  offer  the  best  hope  of 
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maintaining  useful  vision. 

Vitrectomy 

Because  vitreous  hemorrhage  and  traction  retinal  de- 
tachment are  two  of  the  most  serious  complications  that 
lead  to  visual  loss  in  patients  with  proliferative  diabetic 
retinopathy,  surgery  on  the  vitreous  would  seem  to  offer 
some  hope  of  improving  the  visual  prognosis  in  these  pa- 
tients. Microsurgical  instrumentation,  which  allows  con- 
trolled removal  of  opaque  vitreous  and  the  cutting  of  or- 
ganized vitreous  bands  and  membranes,  has  become 
widely  available  in  the  last  several  years.  Removal  of  the 
vitreous  is  frequently  combined  with  other  procedures 
such  as  peripheral  retinal  cryotherapy,  scleral  buckling, 
and  postoperative  photocoagulation  in  an  attempt  to 
further  reduce  the  incidence  of  later  retinal  detachment. 
Present  indications  for  surgical  intervention  include  persis- 
tent nonabsorbing  vitreous  opacification  due  to  hemor- 
rhage and  progressive  traction  retinal  detachment. 

Early  results  of  surgery  have  been  encouraging.  Many 
patients  show  decreased  leakage  of  fluorescein  and  re- 
gression of  neovascular  complexes  after  vitrectomy.®  In  an 
early  series  reported  from  Johns  Hopkins  Hospital,  im- 
provement in  visual  acuity  to  5/200  or  better  was  noted  in 
65%  of  post-vitrectomy  patients  with  an  average  follow-up 
of  14  months.  Twenty-seven  percent  of  patients  had  pre- 
existing conditions  which  precluded  visual  improvement, 
and  there  was  an  8%  incidence  of  intraoperative  complica- 
tions severe  enough  to  prevent  possible  improvement  in 
visual  prognosis.®  The  National  Eye  Institute  has  initiated 
a prospective  randomized  controlled  clinical  trial  to 
evaluate  the  role  of  vitrectomy  in  the  treatment  of  diabetic 
retinopathy.  It  is  hoped  that  with  the  cooperation  of  the 
medical  community,  we  will  soon  know  the  role  of  these 
surgical  procedures  in  the  management  of  proliferative 
diabetic  retinopathy. 

Richard  D.  Cunningham,  MD,  MS,  Director,  Division  of  Ophthalmology, 
Scott  and  White  Clinic,  Temple,  TX  76501. 
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Von  Willebrand’s  disease:  an  update 

C.  Philip  Steuber,  MD 


The  literature  referring  to  the  terminology,  concepts,  and 
diagnosis  of  von  Willebrand's  disease  (vWD)  is  confusing 
even  to  the  trained  hematologist.  The  cause  for  the  confu- 
sion is,  in  part,  historical  in  nature.  During  the  past  50 
years  the  concepts  of  this  disease  have  changed  with  ad- 
vances in  the  laboratory  evaluation  of  hemostasis.  Indi- 
vidual investigators  have  utilized  different  nomenclatures 
to  refer  to  similar  properties  of  the  disease.  This  review 
presents  the  recent  developments  and  provides  a clinical 
and  laboratory  approach  to  the  diagnosis  of  vWD. 


In  1926  and  1931  Dr  Erik  von  Willebrand  reported  a 
previously  unrecognized  bleeding  disorder  in  members  of 
a family  in  the  Aland  islands,'’^  located  near  tire  Gulf  of 
Bothnia  between  Sweden  and  the  Finnish  mainland.  A 
5-year-old  girl  with  a history  of  recurrent  epistaxis  and 
bruisability  was  brought  to  Dr  von  Willebrand  for  consulta- 
tion. His  findings  led  him  to  evaluate  members  of  35  re- 
lated families,  66  members  of  which  had  prolonged  Duke 
bleeding  times,  positive  tourniquet  tests,  normal  platelet 
counts,  coagulation  times,  and  clot  retractions.  Twenty- 
three  of  these  66  individuals  had  positive  bleeding  his- 
tories similar  to  that  of  the  proband;  43  showed  no  such 
similarities.  Thus,  from  the  beginning,  the  high  prevalence 
of  this  disorder  in  asymptomatic  individuals  was  estab- 
lished. The  autosomal  dominant  pattern  of  inheritance 
also  was  recorded  by  Dr  von  Willebrand.  At  that  time,  the 
major  recognized  bleeding  disorders  were  hemophilia 
(without  differentiation  of  A from  B),  thrombocytopenic 
states,  and  Glanzmann’s  thrombasthenia.  Dr  von  Wille- 
brand differentiated  the  new  syndrome  from  those  entities 
and  named  it  "pseudohemophilia,”  which  he  defined  as  a 
“disturbance  of  function  in  the  thrombocytes  and  general 
alteration  in  the  capillary  wall."^  No  treatment  was 
recognized. 

Two  years  later  he  and  Jurgens — using  a newly  de- 
veloped instrument,  the  capillary  thrombometer — re- 
evaluated these  families.  This  device  employed  a capillary 
tube  through  which  blood  was  pumped  back  and  forth 
using  two  paraffinized  glass  pumps. ^ The  time  to  throm- 
bus formation  or  occlusion  of  the  capillary  tube  was  re- 
corded. Abnormally  prolonged  times  were  recorded  for 


C.  Philip  Steuber,  MD,  Hematology-Oncology  Section,  Department  of 
Pediatrics,  Baylor  College  of  Medicine;  Texas  Children's  Hospital,  6621 
Fannin  St,  Houston,  TX  77030. 


many  of  the  patients  with  pseudohemophilia.  The  two  in- 
vestigators then  suggested  that  the  term  “pseudo- 
hemophilia" be  replaced  by  the  term  “constitutional 
thrombopathy,”  a term  more  suggestive  of  a platelet  dys- 
function. 

In  1941  MacFarlane'*  described  the  appearance  of  dis- 
torted, bizarre  capillaries  in  the  nailbeds  of  five  patients 
previously  diagnosed  as  having  pseudohemophilia.  These 
findings  were  substantiated  by  other  contemporary  hema- 
tologists,^'® and  the  basic  concept  of  vWD  shifted  from  that 
of  a hemophilia-like  condition,  or  of  a platelet  dysfunction 
state,  to  one  where  the  defect  was  located  in  the  small 
vasculature.  The  terms  “telangiopathy,”  “vascular  hemo- 
philia," or  “angiohemophilia"  were  used  to  describe  this 
finding  in  people  who  had  what  is  now  recognized  as 
vWD.  During  this  period  (the  1940s),  there  was  no  con- 
sistent picture  of  vWD. 

A major  step  toward  solving  the  mystery  of  vWD 
occurred  in  the  early  1950s  after  Dr  Rosemary  Biggs  de- 
scribed the  thromboplastin-generation  test.  When  indi- 
viduals with  vWD,  including  some  of  the  original  cases, 
were  tested,  a Factor  VIII  deficiency  was  recorded.^  Factor 
VIII  testing  usually  was,  and  is,  related  to  its  ability  to 
participate  in  the  coagulation  mechanism.  In  other  words, 
it  is  a biological  assay.  It  soon  became  apparent,  using  two 
criteria — prolongation  of  the  bleeding  time  which  Dr  von 
Willebrand  originally  had  recorded,  and  decreases  in  Fac- 
tor VIII  levels — that  vWD  was  not  uncommon.  In  fact,  it 
was  very  common  and  was  detected,  at  least  by  early 
observers,  as  frequently  as  the  hemophilias. 

It  was  shown  that  individuals  with  vWD  responded  to 
transfusions.^  Both  the  prolonged  bleeding  time  and  the 
Factor  VIII  levels  were  correctable  by  infusion  of  blood, 
plasma,  or  even  plasma  fractions  such  as  Cohn  fraction 
1-0.®  There  was  an  unexpected  observation,  however,  re- 
garding the  transfusion  response  in  individuals  with  vWD. 
The  peak  of  Factor  VIII  activity  occurred  not  immediately 
after  the  transfusion,  but  perhaps  five  to  24  hours  later, 
and  it  persisted  longer  than  the  expected  lifespan  of  Fac- 
tor VIII.®  The  observed  peak  level  of  Factor  VIII  also  was 
higher  than  expected  by  calculating  the  amount  of  Factor 
Vlll-containing  material  administered  to  these  recipients. 
Even  more  intriguing  was  the  observation  of  the  same 
response  pattern — delayed  peak  appearance  and  the 
over-response  of  Factor  VIII — in  people  with  vWD  after 
they  received  plasma  transfusions  from  individuals  with 
hemophilia  A.  These  hemophiliac  donors  were  deficient  in 
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plasma  Factor  VIII  activity,  yet  when  their  plasma  was 
given  to  an  individual  with  vWD,  that  individual  exhibited 
increased  Factor  VIII  activity.  The  concept  thus  emerged 
that  the  underlying  defect  of  vWD  was  an  absent  plasma 
property,  which  in  normal  and  hemophiliac  plasma  was 
associated  closely  with  those  separable  fractions  contain- 
ing Factor  VIII.  This  property  was  designated  the  von 
Willebrand’s  factor,  or  vWF.  These  newer  observations 
led  to  additional  questions: 

(1)  How  was  this  plasma  factor  (vWF)  related  to 
prolongation  of  the  bleeding  time,  which  previously  was 
considered  to  be  dependent  only  on  platelet  function  and 
vascular  participation?  Hemophiliacs,  with  very  little  Fac- 
tor VIII  activity,  usually  had  normal  bleeding  times.  In  other 
words,  how  did  platelet  function  relate  to  plasmatic 
properties? 

(2)  In  the  early  1960s,  hemophilia  still  was  considered  a 
plasma  protein  deficiency  state  whose  inheritance  pattern 
was  sex-linked.  In  vWD,  a disorder  in  which  there  was  also 
a deficiency  of  Factor  VIII,  the  inheritance  pattern  ap- 
peared to  be  autosomal  dominant.  What  then  were  the 
factors  that  influence  Factor  VIII  production? 

(3)  What  was  the  genesis  of  the  hyperresponse  to  trans- 
fusion with  plasma  of  Factor  VIII  fractions  from  both  nor- 
mal and  hemophiliac  donors?  No  response  has  been  ob- 
served in  the  reverse  situation  where  plasma  is  given  to  a 
hemophiliac  from  someone  with  vWD.  Certainly  the  Factor 
VIII  deficiency  in  vWD  was  different  from  that  in 
hemophilia. 

Attention  refocused  on  prolonged  bleeding  time,  recall- 
ing von  Willebrand’s  original  description  of  an  “alteration  in 
the  function  of  the  thrombocytes."  In  vitro  and  in  vivo 
methods  were  used  to  assess  platelet  adhesiveness,  the 
ability  of  platelets  to  stick  to  extravascular  substances.  In 
1963  Saizman  introduced  the  glass-bead-retention  tech- 
nique,'° an  assessment  of  platelet  adhesiveness.  The 
technique  is  difficult  to  control,  but  at  the  time  was  a very 
useful  adjunct  in  evaluating  individuals  suspected  of  hav- 
ing vWD.  It  was  shown  that  if  platelets  from  an  individual 
with  vWD  were  resuspended  in  normal  or  even  hemo- 
philiac plasma  the  in  vitro  defect  detected  by  the  glass 
bead  apparatus  was  corrected.  By  1970  the  laboratory 
diagnosis  of  vWD  depended  upon:  (1)  detection  of  a pro- 
longed bleeding  time  and/or  decreased  retention  of  plate- 
lets to  glass  beads;  (2)  the  detection  of  a prolonged  partial 
thromboplastin  time  (PTT),  due  to  a decreased  Factor  VIII 
activity.  Factor  VIII  activity  ranging  from  4%  to  138%  has 


been  recorded  in  untransfused  individuals  with  vWD. 
Normal  Factor  VIII  activities  are  reported  to  be  from  50% 
to  200%,  so  there  is  an  overlap  in  the  two  ranges.  When 
Factor  VIII  activity  is  in  excess  of  20%,  the  PTT  usually  is 
not  prolonged.  Consequently,  the  PTT  alone  is  not  a good 
screening  test  for  vWD;  (3)  if  the  opportunity  presented 
itself,  the  observation  of  the  characteristic  response  of 
Factor  VIII  levels  upon  transfusion  in  an  individual  with 
vWD. 

Recent  efforts  to  provide  information  about  vWD  have 
centered  around  three  major  fields  of  endeavor:  the  appli- 
cation of  antigen-antibody  reactions  to  the  Factor  VIII 
molecule  and  its  various  aspects;’^  '^  the  biochemical 
characterization  of  the  normal  Factor  VIII  molecule  and 
application  of  those  findings  to  individuals  with  the  so- 
called  deficiency  diseases  of  Factor  VIII,  hemophilia  A, 
and  vWD;'^  and  the  ability  of  the  drug  ristocetin  to  aggre- 
gate platelets  from  normal  individuals  but  not  platelets 
from  patients  with  vWD.'® 

The  following  sections  summarize  the  findings  in  these 
three  areas.  Recent  developments  in  the  understanding  of 
vWD  are  inseparable  from  advances  in  the  understanding 
of  the  Factor  VIII  molecule  and  hemophilia. 

Immunologic  Behavior  of  Factor  VIII 

Using  antibodies  to  Factor  VIII  obtained  from  hemo- 
philiacs who  developed  inhibitors,  perhaps  as  a result  of 
repeated  transfusion.  Dr  Leon  Hoyer  and  others  obtained 
Factor  VIII  neutralization  reactions  in  normal  persons,  and 
identified  in  10%  to  15%  of  classic  hemophiliacs  a plasma 
entity  that  also  neutralized  the  antibody. 

These  hemophiliacs  were  designated  as  having  cross- 
reacting material,  and  the  term  “CRM-t-”  or  “hemophilia 
A-i-’’  was  applied  to  them.  The  authors  suggested  that  the 
patients  had  a functionally  abnormal  Factor  VIII.  In  the 
early  studies,  none  of  the  patients  with  vWD  exhibited  this 
reaction,  and  they  were  labeled  “CRM-.”  Subsequently, 
more  sensitive  studies  revealed  a low  level  of  antigen  in 
some  of  them,  and  this  low  level  was  proportional  to  the 
level  of  Factor  VIII  procoagulant  activity.  Individuals  with 
severely  depressed  or  absent  levels  of  Factor  VIII  activity 
in  vWD  remained  classified  as  CRM-. 

Next,  heterologous  antibodies  to  purified  Factor  VIII 
fractions  were  prepared  in  rabbits.  These  rabbit  antibodies 
reacted  with  Factor  VIII,  as  measured  by  inhibition  of 
coagulation  properties  and  by  formation  of  precipitants  in 
all  normal  individuals.  They  also  caused  precipitation  re- 
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actions  in  more  than  90%  of  hemophiliacs,  suggesting 
that  they  had  a protein  which  reacted  like  Factor  VIII  but 
which  was  nonfunctional. in  individuals  with  vWD,  the 
precipitation  reaction  again  occurred  but,  as  in  the  situa- 
tion with  the  homologous  antibodies,  the  degree  of  the 
reaction  was  in  proportion  to  the  detectable  amount  of 
Factor  VIII  activity.  The  VIII  procoagulant  activity  appears 
to  be  inhibited  by  both  homologous  antibodies  (human) 
and  heterologous  (animal)  antibodies,  but  the  VIII  antigen 
is  precipitated  by  only  heterologous  antibodies  to  Factor 
VIII,  primarily  those  of  the  rabbit  system.  Fig  1 lists  the 
terminology  used  most  frequently  and  abbreviations 
applied  to  these  two  facets  of  Factor  VIII.  No  implication 
that  they  have  separate  identities  as  factors  is  intended. 

In  normal  individuals,  ratios  of  Factor  VIII  activity  and 
Factor  VIII  antigen  are  1:1.  While  some  hemophiliacs  may 
exhibit  a small  amount  of  Factor  VIII  activity,  they  almost 
all  appear  to  have  normal  antigen  levels;  therefore,  the 
ratio  of  the  activity  in  hemophiliacs  to  their  antigen  levels  is 
considerably  less  (Fig  2).  In  vWD,  the  ratio  is  classically 
1:1,  but  both  levels  are  lower  than  normal.  If  the  activity 
level  in  someone  with  vWD  is  40%,  then  one  could  expect 
the  antigen  level  (allowing  for  some  variation  in  the  sen- 
sitivity of  the  testing)  to  be  approximately  40%.  However, 
in  1972,  Bennett  and  associates,  using  antibodies  to  ex- 
amine the  transfusion  response  in  vWD,  provided  evi- 
dence of  separation  of  antigenicity  and  procoagulant  activ- 
ity.^® As  previously  described,  the  VIII  coagulant  activity 
was  observed  to  rise  slowly  in  the  excess  of  amount  trans- 
fused, and  to  persist  longer  than  one  would  expect.  The 
antigen  level,  as  detected  by  rabbit  antibody  precipitation, 
briefly  rose  and  then  returned  to  baseline.  Similar  obser- 
vations have  been  made  on  the  vWD  plasma  response  to 
plasma  transfusion  from  hemophiliac  donors.  Further- 
more, there  are  also  data  showing  disassociation  of  Factor 
VIII  activity  and  antigen  level  in  untransfused  individuals 
with  vWD.''®  Therefore,  while  classically  the  activity/anti- 
gen ratio  in  vWD  is  1 :1,  it  may  be  greater  in  some  cases. 

The  Biochemical  Examination  of  Factor  VIII 

Two  fractions  are  obtained  by  exposing  highly  purified 
normal  Factor  VIII  to  high  salt  concentration  buffer.^'’  The 
first  is  a low  molecular  weight  (LMW)  fraction,  having  pro- 
coagulant activity,  which  reacts  with  homologous  anti- 
body. The  second  is  a high  molecular  weight  (HMW)  com- 
ponent which  only  reacts  with  heterologous  antibody  and 
has  no  coagulant  activity.  The  HMW  component  from 


normal  individuals  is  indistinguishable,  at  least  by  present 
methods,  from  material  retrieved  from  hemophiliac  plasma 
by  the  same  means.  Hemophiliac  plasma  does  not  yield  a 
LMW  component.  The  LMW  and  HMW  components  re- 
combine if  separated  from  the  salt  buffer.  Determination  of 
LMW  and  HMW  components  has  been  reported  in- 
frequently in  individuals  with  vWD,  possibly  due  to  the 
difficulty  in  harvesting  sufficient  quantities  of  material  to 
test.  Even  in  normal  individuals  the  yield  of  highly  purified 
Factor  Vlll-containing  fractions  is  low.  When  sufficient  pro- 
tein from  vWD  donors  has  been  studied,  it  behaves  simi- 
larly to  normal  VIII.  However,  electrophoretic  differences 
have  been  reported  recently  in  the  HMW  portion  of  the 
Factor  VIII  complex  in  individuals  with  vWD.’®  '^  In  the  vWD 
transfusion  response  it  is  a LMW  component  that  in- 
creases while  the  HMW  component  drops  rapidly  in  a few 
hours.  However,  correction  of  the  bleeding  time  does  not 
particularly  correlate  well  with  the  changes  related  to 
either  one  of  these  components.  In  other  words,  vWD  in- 
dividuals with  20%,  30%,  or  40%  procoagulant  VIII  activity 
do  not  necessarily  have  a normal  bleeding  time,  nor  do 
they  necessarily  have  a normal  bleeding  time  after  they 
receive  transfusions  with  HMW  component,  or  with  the 
HMW  antigen  from  hemophilia  plasma.  When  there  is 
a correction,  it  often  occurs  more  during  the  period  im- 
mediately after  transfusion  than  in  the  later  period. 
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Use  of  Ristocetin 

Ristocetin  is  an  antibiotic  that  was  removed  from  usage 


1 Designated  abbreviations  for  Factor  VII. 


Term 

Abbreviations 

Factor  VIII  procoagulant  activity  (the  capacity 
to  correct  the  coagulation  abnormality  of 

VIILhf  VIIUhg 

hemophilic  plasma) 

VIllcOAG  VHIisjeuT 

Factor  Vlll-related  antigen  (possesses  no 
coagulant  activity:  forms  precipitant  with 

VIIUn  FVIII  RA(?) 

heterologous  antibodies) 

2.  Theoretical  comparison  of  Factor  VIII  activity  /antigen  levels 


VINahF  (Activity) 

% 

VIII  aGN  (Antigen) 

% 

Ratio 

Control 

100 

100 

1 

Flemophiliac 

0-20 

100 

<1 

von  Willebrand 

0-100 

0-60 

SI 

"by  rabbit  antisera  precipitation 
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von  Willebrand's  disease 


early  in  the  1960s  because  it  caused  thrombocytopenia.  It 
was  reported  in  the  early  1970s  that  aggregation  occurred 
when  ristocetin  was  added  to  platelet-rich  plasma. When 
platelet-rich  plasma  from  vWD  patients  was  tested,  little  or 
no  aggregation  occurred.  If  vWD  platelets  were  sus- 
pended in  normal  plasma  or  in  hemophiliac  plasma  and 
then  exposed  to  ristocetin,  however,  they  did  aggregate. 
Washed  normal  platelets  do  not  respond  to  ristocetin 
either,  but  they  do  when  material  containing  Factor  VIII 
antigen  is  added.  The  degree  of  aggregation  is  propor- 
tional to  the  amount  of  the  plasma  factor  that  is  added  to 
the  washed  platelets.  This  reaction  is  the  basis  for  a 
quantitative  assay  of  this  plasma  factor  designated 
VIIIpa.2° 

Summary 

What  then  is  vWD  in  view  of  present  information?  It  re- 
mains, as  Dr  von  Willebrand  originally  proposed,  an  auto- 
somally  transmitted  disorder  of  varying  severity.  It  is 
associated  with  diminished  synthesis  of  a plasma  prop- 
erty, closely  related,  if  not  identical,  to  Factor  VIII. 

Clinically  it  is  characterized  by  mucous  membrane 
bleeding,  easy  bruisability,  and  prolonged  bleeding  from 
wounds.  Epistaxis  is  the  most  common  complaint,  and  is 
recorded  in  60%  to  80%  of  affected  individuals.  Excessive 
menstrual  bleeding  is  also  a common  complaint. 

The  laboratory  diagnosis  can  be  based  on:  (1)  prolonga- 
tion of  the  bleeding  time;  (2)  decreased  Factor  VIII  activity 
levels  (usually);  (3)  decreased  Factor  VIII  antigen 
levels — below  normal  or  below  the  VIII  activity  level;  (4) 
diminished  ristocetin  aggregometry  and  determination  of 
VIIIra;  (5)  reduced  platelet  retention  by  glass  beads;  and 
(6)  a “hyperresponse”  to  transfusion  if  transfusion  therapy 
is  required. 

Classically,  all  of  these  determinations  are  abnormal  in 
an  individual  with  vWD.  Even  with  this  battery  of  tests, 
however,  the  diagnosis  is  not  made  easily  for  the  following 
reasons: 

(1)  A high  incidence  of  asymptomatic  individuals  makes 
the  family  history  less  reliable.  Certainly,  Dr  von  Wille- 
brand noted  this  originally  when  he  found  66  indi- 
viduals— only  23  of  whom  had  a history  that  suggested 
difficulty  with  hemostasis — with  abnormalities  according 
to  parameters  available  in  1926. 

(2)  Test  results  for  an  individual  may  be  normal  on  one 
determination  and  abnormal  or  diagnostic  at  another  time. 
Physician  persistence  and  retesting  will  help  to  confirm 


the  diagnosis  in  these  patients. 

(3)  Too  much  reliance  on  the  PTT  as  a screening  test 
may  complicate  diagnosis  for  suspect  individuals.  With 
Factor  VIII  Levels  greater  than  20% — levels  commonly 
found  in  vWD — the  test  results  are  characteristically 
normal. 

(4)  The  increasing  recognition  of  the  patient  with  the  von 
Willebrand's  variant — individuals  who  satisfy  some  but  not 
all  of  the  criteria  for  the  diagnosis  of  vWD — further  com- 
plicates diagnosis.  For  example,  these  patients  may  show 
a prolonged  bleeding  time,  normal  platelet  appearance 
and  function  studies,  except  for  poor  ristocetin  respon- 
siveness, and  have  borderline  or  normal  Factor  VIII 
studies. 

Once  recognized,  vWD  may  be  treated  with  Factor 
Vlll-containing  preparations.  This  is  accomplished  by 
plasma,  cryoprecipitate,  or  Factor  VIII  concentrate  trans- 
fusions. Recently  there  have  been  reports  of  individuals 
whose  bleeding  did  not  correct  after  infusion  of  the  Factor 
VIII  concentrates, even  though  their  ristocetin  aggrega- 
tion and  platelet  retention  by  glass  beads  returned  to  nor- 
mal. The  same  individuals  improved  when  they  received 
cryoprecipitate.  Cryoprecipitate  is  suggested  as  the 
treatment  of  choice. 
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No  one  wakes  up 
thinking, ’^Toda^ 
Vm  going  to 
abuse  my  chiidr 


Abuse  is  not  some- 
thing we  think  about,  it’s 
something  we  do. 

Last  year  in  Amer- 
ica, an  estimated  one 
million  children  suffered 
from  abuse  and  neglect, 
and  at  least  2,000  of  them 
died  neediess,  painful 
deaths. 

The  fact  is,  child 
abuse  is  a major  epi- 
demic in  this  country. 

The  solution?  Part 
of  it  lies  in  your  hands. 
With  enough  volunteers, 
local  child  abuse  preven- 
tion programs  could  be 
formed  to  aid  parents 
and  children  in  their  own 
communities.  With  your 
help,  eighty  percent  of 
all  abusers  could  be 
helped.  Please.  Write  for 
more  information  on 
child  abuse  and  what  you 
can  do. 

What  will  you  do  to- 
day that's  more  impor- 
tant? 
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We  need 
your  help.  Write: 


National  Committee  for  Pre- 
vention of  Child  Abuse,  Box 
2866,  Chicago,  Illinois  60690 
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juhrauthose 

YEARS  OF  HARD 
WORK,  SOMEONE 
FMALLY  HANDS 
IT  TO  YOU. 


You’re  extremely  vulnerable. 

Because,  along  with  achiev- 
ing a good  reputation,  a nice- 
sized practice,  and  a large 
estate,  you’ve  become  a prime 
target  for  malpractice  claims. 

And  though  you  may  get 
one  that’s  of  a frivolous  nature, 
improperly  handled  it  can  cause 
enough  pressure  to  affect  you 
at  work. 

Which  is  why  you  may  want 
to  contact  Insurance  Corporation 
of  America. 

There  are  some  specific  rea- 
sons why  we’re  better  at  help- 
ing you  than  other  malpractice 
insurance  companies. 

AN  ICA  ATTORNEY.  FROM 
THE  START. 

Legal  action  against  a policy- 
holder of  ours  is  met  head-on. 

With  legal  action  from  us. 

So,  unlike  other  insurance 
companies,  ICA  doesn’t  give 
you  a general  adjuster  who 
also  handles  auto  liability 
claims. 

Instead,  even  your  initial 
phone  conversation  with  ICA 
about  a claim  is  with  one  of  our 
licensed  attorneys,  seasoned  in 


handling  professional  liability 
claims. 

AFTER  YOU  CALL  US,  WE 
WONT  LEAVE  YOU 
HANGING. 

To  help  relieve  the  worries  and 
frustrations  a claim  can  bring 
you,  we  quickly  become  per- 
sonally involved. 

Soon  after  your  call,  we’re 
discussing  the  claim  face-to- 
face  with  you. 

We  also  personally  check 
every  hospital  record  in  a case, 
and  act  promptly  on  even  a 
suspicion  of  a claim. 

In  so  doing  we’re  able  to  end 
many  malpractice  threats  before 
they  become  fomial  suits. 

And  if  a claim  is  formally 
lodged  against  you,  your  ICA 
attorney  will  bring  together  a 
task  force  drawn  from  the  best, 
most  experienced  legal  firms  in 
the  field  of  malpractice  law. 

He  will  coordinate  the  attor- 
neys’ efforts  with  those  out- 
standing physicians  who  serve 
as  ICA  consultants. 

And  he’ll  be  totally  com- 
mitted to  fight  until  you  get  a 
favorable  judgment  or  until 


all  remedies  by  appeal  or  other 
proceedings  are  exhausted. 

What’s  more,  at  ICA  we 
never  recommend  that  you  set- 
tle just  because  it  could  be  less 
costly  than  fighting. 

WE  TREAT  $15,o6o-DOLLAR 
CLAIMS  LIKE  CLAIMS  100 
TIMES  BIGGER. 

A small  claim  can  do  as  much 
damage  to  a doctor’s  reputation 
as  a big  one. 

And  we’re  very  sensitive 
to  that  fact.  Because  in  addition 
to  being  operated  by  attorneys, 
our  medical  liability  division  is 
founded  by  an  attorney  who  is 
also  a physician. 

So  when  it  comes  to  protect- 
ing physicians,  we’re  not  only 
highly  professional. 

We’re  highly  motivated. 

And  we  hope  that  motivates 
you  to  fill  in  and  mail  the  at- 
tached postage-paid  form  today. 

INSURANCE 
CORPORATION 
OF  AMERICA 
ICA  Building,  2205  Montrose  Blvd,, 
Houston,  Texas  77006,  713/526-4863 

A;XV  Reinsurance  Protection  Provided. 


Peritoneoscopy:  a useful  technique 

Ian  L.  Sachs,  MD  John  E.  Lowe,  MD  Jinn  T.  Schwartz,  MD  G.  Douglas  Cain,  MD  David  Y.  Graham,  MD 


Although  peritoneoscopy  is  an  old  procedure,  it  is  not 
utilized  by  many  gastroenterologists.  With  proper  training 
and  knowledge  of  the  procedure’s  limitations,  peritoneos- 
copy can  be  a safe,  reliable,  and  important  tool  for  the 
diagnosis  of  intraabdominal  disease.  Peritoneoscopy  has 
several  advantages  over  diagnostic  laparotomy.  It  is  better 
tolerated,  has  lower  risk,  produces  less  cosmetic  defect, 
and  is  considerably  less  expensive.  The  indications, 
contraindications,  and  results  of  66  peritoneoscopies  con- 
ducted by  our  group  are  presented. 


Peritoneoscopy,  the  endoscopic  examination  of  the  peri- 
toneal cavity  and  its  contents,  has  been  done  for  more 
than  70  years  and  currently  is  used  extensively  by  gyne- 
cologists for  diagnosis  and  therapy.  Only  recently,  how- 
ever, some  gastroenterologists  in  the  United  States  began 
using  peritoneoscopy  for  the  diagnosis  of  intraabdominal 
disorders,  but  for  most  gastroenterologists,  peritoneos- 
copy is  the  forgotten  endoscopy. 

Cystoscopes  were  developed  throughout  the  1800s, 
and  in  1901  Ott,  using  a cystoscope,  inspected  the  abdom- 
inal cavities  of  dogs  and  named  the  procedure  ventros- 
copy.^ At  about  the  same  time,  Kelling,  a surgeon  in  Dres- 
den, used  a cystoscope  after  introducing  air  into  the  peri- 
toneal cavity;  he  named  the  procedure  coelioscopy.''  It 
was  not  until  1910  when  Jacobius  and  1911  when  Bern- 
heim  did  the  procedure  in  humans.^’^  In  1934  Ruddock 
developed  the  first  effective  peritoneoscope  in  the  United 
States. Anderson,  a gynecologist  from  Texas,  wrote  in 
1937  that  he  thought  laparoscopy  would  be  very  useful  for 

I . Indications  for  peritoneoscopy 

1 . Chronic  Liver  Disease 

2.  Liver  Neoplasms — Primary,  Metastatic 

3.  Focal  Detects  on  Liver  Scan  or  Angiogram 
4 Avoid  Biopsy  of  Vascular  Structure 

5.  Staging  Malignant  Diseases 
6 Hepatomegaly 

7.  Chronic  Jaundice 

8.  Peritoneal  Diseases 

9.  Ascites 

10.  Fever  of  Unknown  Origin 

I I . Abdominal  Trauma 

12.  Gynecological  Diagnosis  and  Treatment 


Address  correspondence  to;  Ian  L.  Sachs,  MD,  Assistant  Professor,  De- 
partment of  Medicine,  Baylor  College  of  Medicine,  1200  Moursund, 
Houston,  TX  77030. 


gynecology  and  that  laparoscopic  sterilization  should  be 
considered. 5 The  procedure  continued  to  develop,  and  in 
1973  a survey  revealed  that  more  than  500,000  laparos- 
copies were  performed  in  the  United  States  that  year.® 

Technique 

A relatively  simple  technique,  laparoscopy  can  be  done  in 
an  endoscopy  room,  using  local  anesthesia  in  a fully  con- 
scious patient.  It  is  not  necessary  to  take  up  operating 
room  time  for  this  procedure.  After  premedication  with 
intravenous  diazepam,  cleansing  of  the  abdominal  skin, 
and  draping,  a periumbilical  skin  site  is  anesthetized.  A 
gas,  such  as  nitrous  oxide,  is  pumped  into  the  peritoneal 
cavity  through  a pneumoperitoneum  needle  until  the  ab- 
domen is  distended.  The  endoscope  then  is  inserted 
through  a cannula  into  the  air  space  and  the  examination 
performed. 

When  trying  to  decide  whether  this  procedure  will  be 
helpful  in  a particular  situation,  the  physician  must  realize 
what  can  be  visualized  through  the  laparoscope.  Through 
this  instrument  one  can  visualize  approximately  70%  of 
the  liver  surface,  the  gallbladder  fundus,  the  falciform 
ligament,  the  anterior  peritoneum,  omentum,  spleen  tip, 
and  portions  of  the  stomach,  small  and  large  bowel,  and 
pelvic  organs.  Laparoscopy  cannot  visualize  the  retroperi- 
toneal space  or  lymph  nodes,  the  porta  hepatis,  or  kid- 
neys. The  pancreas  has  at  times  been  visualized  and 
even  biopsied,  but  this  is  difficult  and  not  routinely  done. 
Laparoscopy  probably  would  not  be  useful  in  situations  in 
which  these  areas  are  the  main  areas  of  interest. 

Indications 

Fig  1 lists  the  general  indications  for  laparoscopy:  Fig  2 
lists  the  indications  for  the  first  66  laparoscopies  done 
between  December  1976  and  June  1978  at  Baylor  College 
of  Medicine  in  Houston.  The  most  common  indication  is 
the  evaluation  of  liver  disease.  Chronic  hepatitis  is  a dif- 
fuse disease,  but  when  it  progresses  to  cirrhosis,  a per- 
cutaneous biopsy  often  gives  misleading  information.^  To 
look  at  both  lobes  and  take  specimens  from  them  de- 
creases the  chance  of  inaccurate  diagnosis.  Laparoscopy 
can  help  in  detecting  hepatic  neoplasms,  either  primary  or 
secondary.  A percutaneous  biopsy  may  miss  the  lesion, 
but  laparoscopy  would  enable  the  examiner  to  make  the 
diagnosis,  even  if  the  lesion  were  a solitary  nodule. 

Defects  in  liver  scan  or  angiogram  also  may  be 
evaluated  by  laparoscopy,  especially  if  the  lesion  is  in  the 
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left  lobe  where  percutaneous  biopsy  may  be  more  difficult. 
At  times,  chronic  liver  disease  may  appear  as  cold  areas 
on  a scan,  and  direct  visualization  of  the  area  is  often 
helpful.  Furthermore,  a vascular  lesion,  such  as  a heman- 
gioma, usually  can  be  recognized  by  laparoscopy,  thus 
avoiding  a potentially  dangerous  and  complicated  biopsy. 
Laparoscopy  is  becoming  recognized  as  useful  to  the 
oncologist  needing  staging  information,  especially  if  this 
information  can  be  obtained  without  exploratory  laparot- 
omy.® For  example,  laparoscopy  has  been  quite  useful  in 
staging  for  Hodgkin’s  disease.  The  procedure  is  also  use- 
ful in  determining  if  a malignancy,  such  as  a lung  carci- 
noma, is  resectable. 

Laparoscopy  also  can  be  helpful  when  the  usual  diag- 
nostic maneuvers  have  failed  to  reveal  the  etiology  of 
hepatomegaly.  New  diagnostic  procedures,  such  as  ab- 
dominal ultrasound  and  computerized  tomographic  scan- 
ning, can  help  in  the  evaluation  of  chronic  jaundice,  but 
peritoneoscopy  can  be  useful,  especially  when  there  is 
strong  suspicion  of  parenchymal  liver  disease. 

The  second  most  common  indication  for  laparoscopy  is 
the  evaluation  of  peritoneal  disease  and  ascites  of  un- 
known etiology.  Although  peritoneal  biopsy  may  be  help- 
ful, small  granulomas  or  tumor  nodules  most  likely  will  be 
found  by  visually  guided  biopsy.  Similarly,  laparoscopy 
can  be  helpful  in  evaluating  a patient  with  fever  of  un- 
known origin. 

The  role  of  laparoscopy  in  acute  abdominal  trauma  is 
still  under  investigation.  In  a series  reported  in  1976,  132 
patients  with  abdominal  trauma  were  evaluated.’®  Four- 
teen of  them  had  laparoscopy  only,  with  no  false-negative 
results.  The  remaining  118  had  exploratory  laparotomy;  it 
was  found  that  25  of  these  could  have  been  avoided  if 
laparoscopy  had  been  done. 

As  seen  in  Fig  2,  the  two  most  common  indications  of 

2,  Indications  lor  peritoneoscopy  in  first  66  patients. 

Indications  No  Cases 


the  patients  examined  at  Baylor  College  of  Medicine  were 
the  evaluation  for  metastasis  to  the  liver  and  ascites  of 
unknown  etiology.  Of  the  12  patients  in  whom  the  proce- 
dure was  done  to  rule  out  metastatic  cancer,  suggested  by 
abnormal  liver  scan  or  elevated  alka-phosphatase,  19 
were  found  not  to  have  tumors.  Fourteen  had  normal  liv- 
ers, three  had  cirrhosis,  and  two  had  alcoholic  hepatitis.  Of 
the  12  patients  with  ascites  of  unknown  etiology,  directed 
biopsy  allowed  diagnosis  of  granulomatous  hepatitis  in 
three  and  cirrhosis  in  four.  Another  five  patients  had  al- 
coholic hepatitis,  submassive  hepatic  necrosis,  chronic 
active  hepatitis,  enlarged  portal  triads,  and  metastatic 
carcinoma.  Laparoscopy  also  helped  diagnose  chronic 
hepatitis  in  five  cases.  In  three  of  these  patients,  per- 
cutaneous biopsy  either  resulted  in  no  tissue  or  tissue 
inadequate  for  proper  evaluation.  The  ability  to  see  most 
of  the  liver  surface  and  to  take  an  adequate  biopsy  from 
both  lobes  made  it  posible  to  adequately  assess  the  his- 
tological status  of  the  patient’s  liver  and  to  make  a rational 
therapeutic  decision.  Finally,  in  seven  patients  with  ab- 
normal liver  scans  or  in  whom  it  was  not  clear  from  history, 
physical  examination,  or  laboratory  data,  exactly  what  had 
caused  the  abnormality,  peritoneoscopy  helped  dif- 
ferentiate between  intrinsic  liver  disease  and  infiltrative 
disease,  eg,  carcinoma. 

Contraindications 

Fig  3 lists  the  absolute  contraindications  to  peritoneos- 
copy. Peritoneoscopy  should  not  be  done  in  a patient  with 
acute  surgical  abdominal  conditions.  Exploratory  laparot- 
omy with  the  possibility  of  definitive  therapy  is  mandatory 
in  this  situation.  Likewise,  putting  the  pneumoperitoneum 
needle  and/or  the  laparoscope  through  an  abdominal  wall 
infection  into  the  peritoneal  cavity  could  lead  to  significant 
complications. 

3 Contraindications  for  peritoneoscopy. 

1 Acute  Abdomen 

2.  Anterior  Abdominal  Wall  Infection 

3.  Acute  Myocardial  Infarction 

4.  Severe  Respiratory  Insufficiency 

5.  Clotting  Disorders 

6.  Noncooperative  Patient 


Rule  Out  Metastatic  Disease  25 

Ascites  of  Unkno\Arn  Etiology  12 

Abnormal  Liver  Scan  7 

Chronic  Active  Hepatitis  5 

Abdominal  Mass  5 

Cirrhosis  4 

Tuberculous  Peritonitis  2 

Hodgkins — Staging  2 

Fever  of  Unknown  Origin  2 

Obstructive  Jaundice  1 

Hepatomegaly  1 
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Peritoneoscopy 


The  relative  contraindications  for  peritoneoscopy  are 
listed  in  Fig  4.  Many  of  these  conditions  nnake  the  proce- 
dure technically  more  difficult,  and  should  lead  to  a careful 
assessment  of  risk: benefit  ratios.  Adhesions  from  previ- 
ous abdominal  surgery  can  limit  vision  and  increase  the 
risk  of  perforation  with  bowel  bound  to  the  peritoneum. 
This  can  be  avoided,  however,  by  inserting  the  trocar 
away  from  the  abdominal  scar.  Chronic  congestive  heart 
failure  is  listed  as  a relative  contraindication  because  of 
the  theoretical  possibility  of  precipitating  cardiac  arrhyth- 
mias. There  is  little  data  to  support  this  hypothesis.  In  1974 
Anselm  and  Gluckmann  monitored  119  geriatric  patients 
who  underwent  laparoscopy.”  Twenty-two  of  the  119  were 
older  than  75,  27  had  known  heart  disease,  48  had  ab- 
normal electrocardiograms  before  the  procedure,  and  five 
had  chronic  lung  disease.  No  significant  arrhythmias  were 
found  in  any  of  these  patients  during  laparoscopy.  In 
another  series,  30  consecutive  patients,  16  with  under- 
lying heart  diseases,  underwent  laparoscopy,  and  no  seri- 
ous arrhythmias  were  noted. Chronic  lung  disease  with 
CO2  retention  sometimes  can  be  a problem,  especially 
with  insufflation  of  CO2  and  decreased  excursion  of  the 
diaphragm  secondary  to  the  pneumoperitoneum.  By  using 
nitrous  oxide  and  monitoring  the  patient  closely  during  the 
procedure,  these  problems  can  be  prevented. 

Although  the  evaluation  of  ascites  is  one  of  the  indica- 
tions for  laparoscopy,  marked  ascites  can  also  make  the 
procedure  difficult.  It  is  always  best,  if  possible,  to  try  to 
decrease  the  amount  of  ascites  medically  or  by  para- 
centesis prior  to  peritoneoscopy.  This  allows  better  vis- 
ualization of  the  intraabdominal  cavity.  The  significant  ab- 
dominal distension  caused  by  pneumoperitoneum  could 
complicate  an  abdominal  hernia. 

Complications 

As  seen  in  Fig  5,  the  mortality  rate  for  this  procedure  is 

quite  low — less  than  1 per  1,000  procedures. |n  the 

present  series  no  deaths  were  attributable  to  the  proce- 
dure. One  patient  died  of  end-stage  renal  and  hepatic  fail- 
ure two  weeks  after  undergoing  the  procedure.  Another 
patient  with  diffuse  adenocarcinomatous  infiltration  of  the 
liver  died  from  disseminated  intravascular  coagulation  24 
hours  after  the  procedure.  Morbidity  in  this  series  involved 
a wound  infection  that  resolved  and  one  patient  who  had 
abdominal  pain  following  liver  biopsy.  The  latter  was 
treated  conservatively  and  was  discharged  from  the 
hospital. 


4 Relative  contraindications  for  peritoneoscopy. 

1.  Previous  Abdominal  Surgery — Adhesions 

2.  Congestive  Heart  Failure 

3.  Chronic  Lung  Disease 

4.  Marked  Ascites 

5.  Hernias 
6 Obesity 


5.  Summary  of  fatalities  associated  with  peritoneoscopy^ 


Author 

Cases 

Deaths 

Benedict  (195) 

914 

5 

Ruddock  (1957) 

2500 

3 

Zoeckler  (1958) 

1000 

3 

Lenzi  (1960) 

1250 

none 

Andren  (1960) 

1580 

1 

Caroli  (1961) 

2800 

none 

Kalk  (1962) 

6129 

2 

Colombato  (1964) 

1700 

3 

Wittman  (1966) 

500 

none 

Vilardell  (1968) 

1455 

2 

Total 

19028 

0.01% 

^See  reference  13. 


REFERENCES 

1.  Wittman  I:  Peritoneoscopy  Budapest,  Publishing  House  of  the 
Hungarian  Academy  of  Sciences,  1966,  p.  3-5. 

2.  Cohen  MR:  Laparoscopy,  Culdoscopy  and  Gynecography. 
Philadelphia,  WB  Saunders  Co,  1970,  p.  1-12. 

3.  Bernheim  BM:  Organoscopy.  Ann  Surg  53:764-767,  1911. 

4.  Ruddock,  JC:  Peritoneoscopy.  West  J Surg  42:392,  1934. 

5.  Anderson  ET:  Peritoneoscopy.  Amer  J Surg  35:136-139.  1937. 

6.  Gunning  JE:  The  history  of  laparoscopy.  J Reprod  Med  12:222- 
226,  1974. 

7.  Lindner  H:  Why  laparoscopy.  Gastro-Endoscopy  19:176-179, 
1973. 

8.  Hansen  HH,  Muggia  FM:  Staging  of  inoperable  patients  with 
bronchogenic  carcinoma  with  special  reference  to  bone  marrow  exami- 
nation and  peritoneoscopy.  Cancer  30:1395-1401,  1972. 

9.  DeVita  VT,  Bagley  CM,  Goodell  B.  et  al:  Peritoneoscopy  in  the 
staging  of  Hodgkin's  Disese.  Cancer  Res  31 :1746-1750,  1971. 

10.  Gazzaniga  AB,  Stanto  WW,  Bartlett  RH:  Laparoscopy  in  the  diag- 
nosis of  blunt  and  penetrating  injuries  to  the  abdomen.  Am  J Surg 

131 :315-318,  1976, 

11.  Anselm  K,  Gluckmann  R:  Peritoneoscopy  in  geriatric  patients.  J 
Am  Geriatr  Soc  22:193-197,  1974. 

12.  Groover  JR,  Bierfeld  JL;  Cardiac  arrhythmias  during  peritoneos- 
copy under  local  anesthesia.  Am  J Dig  Dis  21 :465-467,  1976. 

13.  Vilardell  F,  Seres  I,  Marti-Vicente  A:  Complications  of  peritoneos- 
copy, a survey  of  1455  examinations.  Gastroint  Endosc  14:178-180, 
1968. 


TEXAS  MEDICINE 


Newborn  screening 

for  congenital  hypothyroidism 

Surendra  K.  Varma,  MD 


(48-72  hours)  and  levels  of  T4  are  stabilized  (48-120  57 

hours). 


This  report  describes  results  from  hypothyroidism  screen- 
ing pilot  projects  and  discusses  briefly  various  techniques 
for  detecting  congenital  hypothyroidism,  a disorder  thought 
to  be  at  least  twice  as  common  as  phenylketonuria.  Studies 
have  shown  that  early  treatment  of  hypothyroidism  can 
prevent,  in  most  cases,  mental  retardation  resulting  from 
the  hypothyroid  condition.  Because  technical  advances 
have  made  mass  screening  feasible,  states  should  regu- 
larly screen  newborn  infants  for  hypothyroidism. 


The  significance  of  early  diagnosis  and  treatment  of  con- 
genital hypothyroidism  has  been  recognized.^'^  Studies 
have  shown  that  if  treatment  is  started  before  3 months  of 
age,  chances  of  preventing  mental  retardation  are  very 
high.^'^  In  85%  of  the  infants  who  are  treated  before  3 
months  of  age,  IQ  of  more  than  85%  is  observed. ^ How- 
ever, early  diagnosis  on  the  basis  of  clinical  features  alone 
has  not  always  been  successful  because  in  the  majority  of 
cases  the  initial  clinical  manifestations  are  subtle  and  non- 
specific and  diagnosis  may  be  overlooked  until  more  spe- 
cific clinical  features  appear  by  3 to  6 months  of  age. 

The  incidence  of  congential  hypothyroidism  is  approxi- 
mately 1 in  4,000  to  6,000  newborn  infants,'*  ® or  at  least 
twice  the  incidence  of  phenylketonuria  for  which  screening 
is  mandatory  in  all  states  in  the  US  and  Canada. 

Until  recently,  the  early  detection  of  congenital  hypo- 
thyroidism was  not  considered  feasible.  It  was  assumed 
that  the  placenta  was  permeable  to  thyroid  hormones  and 
thus,  that  the  newborn  infant  with  hypothyroidism  would 
have  normal  levels  of  serum  thyroxine  (T4).  Furthermore, 
there  was  no  sensitive,  specific,  and  practical  technique  for 
measurement  of  thyroid  hormones.  Fortunately,  we  now 
have  a better  understanding  of  perinatal  thyroid  physiology. 
TSH  does  not  cross  the  placenta,  and  the  transfer  of  thyroid 
hormones  across  the  placenta  is  insignificant;®  therefore,  a 
newborn  infant  with  hypothyroidism  will  have  low  T4  levels. 
Also,  we  now  have  highly  sensitive  and  specific  radio- 
immunoassay techniques  to  measure  thyroid  hormones  in 
very  small  blood  samples.^  '^ 

Neonatal  TSH  surge  occurs  within  minutes  after  birth, 
and  the  serum  TSH  level  increases  to  the  maximum  within 
an  hour.  The  surge  is  associated  with  a rapid  increase  in  T 3, 
free  T3  (FT3),  and  T4;*^  therefore,  it  is  advisable  to  screen 
infants  after  the  neonatal  surge  of  TSH  has  subsided 

Surendra  K.  Varma,  MD,  Associate  Professor  and  Associate  Chairman, 
Department  of  Pediatrics  (Endocrinology),  Texas  Tech  University  School 
of  Medicine,  Lubbock,  TX  79430. 


Pilot  Projects 

Using  these  techniques  and  information,  three  pilot  proj- 
ects were  started  in  Quebec,  Pittsburgh,  and  Toronto. Out 
of  100,000  infants  screened  by  the  filter  paper  spot  T4 
method  in  the  Quebec  pilot  project,'*  21  infants  had  low  T4 
levels.  Of  these  21  infants,  15  were  hypothyroid,  and  the 
remaining  six  had  low  T4  levels  due  to  low  thyroxin-binding 
globulin  (TBG)  levels.  Foley  and  associates,'*  screening 
15,000  infants  by  cord  blood  TSH  measurements,  found 
four  infants  with  hypothyroidism  and  one  with  low  TBG 
levels.  Walfish  and  associates'*  screened  6,000  newborn 
infants  by  cord-blood-T4  and  TSH  determinations,  followed 
two  to  three  days  later  by  filter  paper  blood-spot-T4  level 
checks.  His  group  found  two  infants  with  hypothyroidism, 
but  also  reported  six  infants  with  low  TBG  levels.  Qf  121,000 
infants  screened  in  these  three  programs,  congenital  hypo- 
thyroidism was  detected  in  21  infants,  an  incidence  of  1 in 
about  5,750  births.  In  addition,  13  infants  with  low  T4  levels 
were  found  to  have  low  circulatory  levels  of  TBG. 

T4  is  secreted  into  the  circulation  as  free  amino  acid. 
However,  it  rapidly  associates  with  certain  plasma  proteins 
to  form  a weakly  dissociable  complex.  About  70%  of  serum 
T4  is  bound  with  high  affinity  to  a specific  alpha-globulin, 
TBG.  Infants  with  low  TBG  levels  falsely  appear  to  have 
hypothyroidism  because  they  have  low  levels  of  bound  T4, 
but  normal  free-T4  levels. 

The  infants  whose  hypothyroidism  was  confirmed  in  the 
Pittsburgh,  Quebec,  and  Toronto  pilot  screening  programs 
had  a measured  or  estimated  cord  serum-T4  level  less  than 
7 /xg/dl.  In  the  Pittsburgh  group,  cord  blood  TSH  levels 
greater  than  100/LtU/ml  were  found  in  each  of  the  four 
infants  with  congenital  hypothyroidism;  in  the  two  infants 
detected  by  the  Toronto  group,  cord  blood  TSH  more  than 
100  ^lU/ml  was  found  in  one  infant  and  50  to  lOO^xU/ml  in 
the  other  infant. 

Problems 

Dussault  and  associates*'*  used  a T4  value  below  0.4  ng/40 
/J.I  (eg,  1 Mg/dl)  as  a basis  for  retesting  the  original  speci- 


Editor’s  Note:  Mandatory  hypothyroidism  screening  of  infants  was 
authorized  by  the  66th  Legislature.  The  program,  administered  by  the 
Texas  Department  of  Health,  is  scheduled  to  begin  operation  in  January 
1980.  Dr  Varma's  article  was  written  prior  to  the  Legislature's  action. 
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men.  Mean  normal  value  in  the  project  was  about  1.59 
ng/40  yul  of  blood  (eg,  4 yu.g/dl).  If  retesting  again  showed  a 
low  concentration,  the  patient  was  recalled  and  serum  was 
taken  for  TSH,  TBG,  and  thyroid  hormones.  Of  the  popula- 
tion originally  screened,  0.9%  was  recalled  for  retesting 
because  of  low  T4  values;  this  is  designated  as  false-posi- 
tive rate  for  discussion  purposes  in  this  article.  However, 
Walfish  and  associates  at  Toronto,  comparing  the  thyroid 
screening  techniques  of  filter  paper  blood  T4,  cord  serum 
T4,  and  cord  blood  TSH  levels  found  false-positive  rates  (T4 
values  of  less  than  7.5/xg/dl)  in  more  than  90%  of  the  filter 
paper  T4  and  cord-serum  T4  determinations;  in  cord  blood 
TSH  screening  the  false-positive  rate  was  only  0.19%.  No 
false-negative  results  have  been  found  among  several 
thousand  infants  screened,  but  theoretically,  false-negative 
values  for  hypothyroidism  may  be  seen  in  neonates  who 
have  high  TBG  levels.  Infants  who  have  high  T4  values 
should  also  be  retested  for  TBG,  TSH,  and  thyroid  hormone 
levels  to  rule  out  other  thyroid  disorders.  These  studies 
showed  that  screening  newborns  for  congenital  hypo- 
thyroidism with  filter  paper  spot  T4  alone  has  its  drawbacks 
and  the  possibility  of  getting  many  false-positive  results  is 
high;  cord  blood  TSH  is  a more  sensitive  method. 

Foley  and  associates'®  have  reported  cord  serum  TSH 
levels  below  eOyaU/ml  in  99%  of  about  500  normal  infants 
tested.  Their  study  suggested  TSH  measurement  is  a sen- 
sitive index  for  screening  neonates  for  congenital  hypo- 
thyroidism. However,  difficulties  such  as  collection,  refrig- 
eration, and  transportation  of  the  sera  pose  a practical 
problem  for  statewide  or  regional  screening  programs. 
They  also  measured  TSH  on  filter  paper  blood  spot  and 
detected  two  infants  with  hypothyroidism,  but  the  sensitivity 
of  available  TSH  antigen  at  that  time  was  less  than  desir- 
able. Moreover,  in  screening  by  cord  serum  TSH  alone,  one 
may  miss  approximately  10%  of  the  neonates  who  have 
congenital  hypothyroidism  with  hypothalamic-pituitary  dis- 
ease.'^ Because  such  determinations  may  show  little  or  no 
TSH  in  these  infants,  a T4  or  cord  serum  TSH  test  only  does 
not  differentiate  between  normal  infants  and  infants  with 
congenital  hypothyroidism  with  hypothalamic-pituitary 
disease. 

Thus,  it  was  noted  in  these  pilot  projects  that  filter  paper 
T4  or  cord  blood  T 4 tests  often  yielded  false  positive  values. 
However,  screening  by  cord  serum  or  filter  paper  TSH 
alone,  it  was  possible  to  miss  10%  of  the  newborns  with 
congenital  hypothyroidism  with  hypothalamic-pituitary 
disease. 


In  the  thyroid  screening  of  premature  infants  with  respira- 
tory distress  snydrome,  serum-TBG  levels  vary  with  gesta- 
tional age,  and  thus,  T4  values  will  be  low  in  premature 
infants.  Recently,  it  has  been  observed  that  initial  TSH  and 
T4  surges  are  reduced  in  infants  with  respiratory  distress 
syndrome.'® 

Modified  Screening  Programs 

The  most  progressive  step  in  modified  screening  programs 
was  the  development  of  a precise  and  sensitive  technique 
to  measure  TSH  on  filter  paper.  Buist  and  associates'® 
were  the  first  to  use  simultaneous  filter  paper  spot  T4  and 
the  modified  TSH  test  for  screening  neonates.  Among  the 
9,903  4-  to-6-week-old  infants  tested,  125  showed  low  T4 
levels;  1 13  of  the  1 1 ,326  newborn  infants  tested  showed  low 
T4  levels.  Twenty-seven  specimens  showed  low  T4  on  both 
occasions;  those  with  filter  paper  T4  values  of  less  than 
2ixql6\  were  reevaluated  for  TSH,  using  filter  paper  blood. 
Of  the  27  infants,  three  had  high  TSH  (100^iU/ml)  by  filter 
paper  technique,  and  hyopthyroidism  was  confirmed  by 
subsequent  serum  tests.  This  confirms  the  previous  con- 
cern about  the  high  false-positive  rate  when  screening  is 
done  by  filter  paper  T4  measurements  alone.  Therefore,  by 
measuring  filter  paper  TSH  levels  when  T4  values  are  low, 
the  false-positive  values  are  eliminated  effectively. 

Dussault  and  associates^®  also  have  modified  their 
screening  program  by  doing  filter  paper  TSH  analysis  in  all 
infants  whose  filter  paper  T4  concentration  lies  below  -2.3 
SD  of  the  mean  value.  If  the  spot  TSH  concentration  was 
more  than  VU,  the  infant  was  considered  to  have  congeni- 
tal hypothyroidism  and  was  recalled  immediately  for  serum 
thyroid  hormone,  TBG,  and  TSH  tests.  When  the  spot  TSH 
was  less  than  VU,  the  following  protocols  were  estab- 
lished; (1)  when  spot  T4  values  were  below  -4  SD,  they 
were  recalled  immediately  for  testing  of  T4,  TSH,  and  TBG 
serum  levels;  (2)  when  a spot  T4  value  was  between  -2.6 
and  -4  SD,  the  infant  was  recalled  for  blood  spot  T4  mea- 
surement; and  (3)  neonates  whose  spot  T4  values  fell  be- 
tween -2.3  and  -2.6  SD  on  repeat  testing  were  consid- 
ered normal.  However,  when  repeat  spot  T4  values  were 
below  -2.6  SD,  serum  was  requested  to  rule  out  pituitary 
or  hypothalamic  hypothyroidism  or  congenital  deficiency  of 
TBG.  In  their  screening  program,  Dussault  and  associates 
screened  212,000  newborn  infants,  1.84%  of  whom  re- 
quired a filter  paper  TSH  determination  and  1.1  % required 
repeat  T4  determination.  The  approach  by  this  group 
seems  to  effectively  rule  out  the  possibility  of  missing  any 
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infant  with  congenital  hypothyroidism.  By  this  method, 
congenital  hypothyroidism  can  be  diagnosed  and  treat- 
ment started  within  the  infant’s  first  month. 

Mitchel  and  associates^’  have  adapted  a similar  screen- 
ing approach  in  New  England.  The  estimation  of  T4  values, 
supplemented  by  measurement  of  TSH  on  specimens  with 
low  T4  values,  is  a satisfactory  large-scale  screening 
system. 

State  of  the  Art 

Based  on  current  information,  it  can  be  summarized  that  (1) 
early  diagnosis  and  treatment  results  in  prevention  of  men- 
tal retardation  in  at  least  85%  of  the  congenital  hypothyroid- 
ism cases;  (2)  for  making  an  early  diagnosis  to  institute 
treatment,  a screening  program  is  necessary;  (3)  screening 
neonates  by  filter  paper  T 4 tests  only  results  in  appreciable 
false-positive  results  and  an  unacceptable  number  of  pa- 
tients called  for  retesting;  (4)  the  cord  blood  TSH  screening 
method  would  be  impractical  in  a regional  or  statewide 
program;  (5)  filter  paper  spot  TSH  is  a more  sensitive 
technique  to  screen  for  congenital  hypothyroidism,  but  by 
measuring  TSH  only,  approximately  10%  of  infants  with 
hypothalamic-pituitary  disease  would  be  missed;  and  (6) 
measurement  of  filter  paper  T 4 followed  by  filter  paper  TSH 
in  the  cases  of  low  filter  paper  T4,  is  the  screening  method 
of  choice.  Screening  of  newborns  for  congenital  hypo- 
thyroidism can  easily  be  incorporated  with  existing  screen- 
ing programs,  eg  PKU  screening.  This  would  defer  the  cost 
of  running  simultaneous  screening  programs.  However, 
physicians  should  not  rely  on  screening  programs;  many 
pediatricians  see  infants  who  are  asymptomatic  and  grow 
normally  for  several  months  and  then  develop  hypothyroid- 
ism which  may  be  associated  with  milder  degrees  of 
dysgenesis  or  biosynthetic  defects.  Whether  such  infants 
could  be  detected  by  a screening  program  is  conjectural. 

Cost  Effectiveness 

In  1976,  the  approximate  cost  of  T4  screening  using  the 
filter  paper  method  was  about  50  to  60  cents'*  per  test.  Cord 
blood  or  filter  paper  TSH  screening  costs  approximately 
$1.50  per  test.'*  Thus,  the  approximate  cost  of  detection  of 
each  infant  with  congenital  hypothyroidism  will  be  about 
$5,000  by  T4  screening  and  $15,000  by  TSH  screening.  By 
conservative  estimate,  30%  of  the  infants  with  delayed 
diagnosis  will  require  institutional  care  costing  $10,000  per 
year  for  30  years,  compared  to  only  10%  of  the  infants  with 
early  diagnosis  who  will  require  such  care.'*  Thus,  a screen- 


ing program  would  be  able  to  save  at  least  between 
$350,000  to  $500,000  for  each  ten  hypothyroid  cases 
detected. 

Prospects  for  the  Future 

Recently,  more  information  about  reverse  T3,  a metaboli- 
cally  inactive  degradation  product  of  T4,  has  become  avail- 
able. The  fetus  preferentially  converts  T4  to  reverse  T3 
(rT3).  This  hormone  (rT3)  is  in  relatively  high  amounts  in 
fetal  and  neonatal  life. 22  Thus,  measurement  of  rT 3 levels  in 
newborns  might  be  a less  expensive  screening  method,  but 
preliminary  results  have  not  shown  it  to  be  preferable  to  T4 
screening.^^'^'*  Although  rT3  is  present  in  amniotic  fluid  and 
its  concentration  is  greater  than  that  of  T4orT3,  the  concen- 
tration of  rT3  in  amniotic  fluid  is  not  enough  to  make  the 
antenatal  diagnosis  of  hypothyroidism.  The  progressive 
decrease  of  serum  T3  in  amniotic  fluid,  however,  may  indi- 
cate the  presence  of  fetal  hypothyroidism,^^  but  this  is  not  a 
safe  and  practical  method  for  diagnosing  fetal  hypothyroid- 
ism. Furthermore,  there  is  not  enough  information  available 
to  determine  the  high-risk  mothers  for  fetal  hypothyroidism. 
If  such  information  becomes  available,  we  may  be  able  to 
prevent  mental  retardation  even  in  the  10%  of  the  hypo- 
thyroid cases  not  benefited  by  diagnosis  at  birth.'*  This 
would  be  possible  by  the  antenatal  diagnosis  and  initiation 
of  intrauterine  treatment. 

Conclusion 

Screening  programs  should  be  established  in  all  states  and 
should  include  a central  laboratory,  computerized  data 
analysis,  and  routine  follow-up  and  recall  systems.  Filter 
paper  T4  measurements  plus  filter  paper  TSH  measure- 
ments, in  cases  of  low  filter  paper  T4  values,  should  be 
used  in  the  screening,  and  the  regional  centers  should  be 
set  up  in  geographically  convenient  areas — irrespective  of 
state  boundaries — where  patients  can  be  recalled  for  test- 
ing without  much  inconvenience.  In  these  centers,  the  af- 
fected infants  should  be  treated  and  followed  on  a long- 
term basis  by  teams  of  medical  and  paramedical  person- 
nel. Normal  values  must  be  defined  by  each  lab. 

It  is  uncertain  whether  therapy  begun  in  the  first  month 
following  birth  is  more  effective  than  treatment  begun  be- 
tween three  to  six  months  after  birth,  but  preliminary  in- 
formation is  encouraging.  Definitive  data  will  be  available 
only  after  these  screening  programs  have  been  in  operation 
for  at  least  two  to  three  more  years  and  the  treated  infants 
have  been  carefully  followed  during  that  period. 
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A simple  solution  for  beating 
the  high  cost  of  feeding  babies. 


^owdered  Soyalac  mixed  with  water  (according  to 
x:tions  on  the  label)  is  an  inexpensive,  soy-based 
int  formula  your  patients  can  buy. 

Jp  to  50%  less  expensive  than  ready-to-serve 
mulas. 

Jp  to  25%  less  expensive  than  liquid  concentrates, 
luding  our  own! 

soyalac  is  the  only  leading  milk-free  infant  for- 
ila  available  as  an  inexpensive  powder.  It  provides 
ictly  the  same  nutritional  balance  as  Soyalac’s  con- 


centrated and  ready-to-serve  infant  soy  formulas  at 
a fraction  of  the  cost. 

Your  patients  who  use  formula  will  appreciate 
knowing  about  it. 

For  detailed  information  and  samples,  please  call 
or  write  the  Soyalac  sales  representative  in  your  area. 


Loma  Linda  Foods  1U03  Pierce  Street 
Riverside,  CA  92515  (714)  785-2475 
Loma  Linda  Foods  13246  Wooster  Road 
Mount  Vernon,  OH  43050  (614)  397-7077 
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Vermox: 
awfully  simple 


No  dosage  calculation 


one  dose 


single  VERMOX  100  mg  tablet  is  the  treatment  for  pinworm 
in  both  adults  and  children*  of  all  body  weights;  no  dosage 
calculations  or  confusion 


onetime 


the  VERMOX  tablet  may  be  taken  any  time  that  is 
convenient,  so  that  normal  routines  won’t  be  interrupted; 
convenient  schedule  encourages  compliance 


one  tablet 


chewable,  orange-flavored  VERMOX  tablet  may  also  be 
crushed  and  mixed  or  simply  swallowed;  no  messy  liquid 
to  spill  and  no  dye  to  stain 


95%  cure 


mean  cure  rate  in  clinical  studies  was  95% 

(range:  90% -100%  ) after  treatment  with  one  VERMOX  tablet; 
in  cases  of  reinfection,  a second  tablet  is  advised 


* Because  Vermox  has  not  been  extensively  studied  in  children  under  two  years  of  age,  the 
relative  benefil/risk  should  be  considered  before  treating  these  children.  Vermox  is 
contraindicated  in  pregnancy  (see:  Pregnancy  Precautions ) and  in  persons  who  have  shown 
hypersensitivity  to  the  drug. 


Vermox^* 

, ^ .g  TRADEMARK 

(mebendazole) 


Description  VERMOX  ( mebendazole)  is  methyl 
5-benzoyIbenzimidazole' 2-carbamate. 

Actions  VERMOX  exerts  its  anthelmintic  effect  by 
blocking  glucose  uptake  by  the  susceptible  helminths, 
thereby  depleting  the  energy  level  until  it  becomes 
inadequate  for  survival. 

In  man,  approximately  2%  of  administered  meben- 
dazole is  excreted  in  urine  as  unchanged  drug  or  a 
primary  metabolite.  Eollowing  administration  of  100  mg 
of  mebendazole  twice  daily  for  three  consecutive  days, 
plasma  levels  of  mebendazole  and  its  primary 
metabolite,  the  2-aminc,  never  exceeded  O.O,-^ 
and  0.09  M g/m'.  respectively. 

Indications  VERMOX  is  indicated  for  the  treatment  of 
Trieburis  trichiuru  ( whipworm ),  Enterohius  I'ermicularis 
( pinworm  ).Ascaris  tumbricoides  (roundworm), /lnc)7os- 
toma  duodenale  (common  hookworm),  Aecafor  ameri- 
ccinus  (American  hookworm ) in  single  or  mixed  infections. 
Efficacy  varies  in  function  of  such  factors  as  pre-existing 
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Raritan,  New  Jersey  08869 


diarrhea  and  ga.strointcstinal  transit  time,  degree  of 
infection  and  helminth  strains. 

ContraincUcations  VERMOX  is  contraindicated  in 
pregnant  women  (see;  Pregnancy  Precautions)  and  in 
persons  who  have  shown  hypersensitivity  to  the  drug. 
Precautions  PREGNANCY:  VERMOX  has  shown 
embryotoxic  and  teratogenic  activity  in  pregnant  rats  at 
single  oral  doses  as  low  as  10  mg/kg  Since  VERMOX 
may  have  a risk  of  producing  fetal  damage  if  adminis- 
tered during  pregnancy,  it  is  contraindicated  in 
pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively 
studied  in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  two  years  the  relative 
benelit/risk  should  be  considered 
Adverse  reactions  Transient  symptoms  of  abdominal 
pain  and  diarrhea  have  occurred  in  cases  of  massive 
infection  and  expulsion  of  worms. 


Dosage  and  administration  The  same  dosage  schedule 
applies  to  children  and  adults.  The  tablet  may  be 
chewed,  swallowed  or  crushed  and  mixed  with  food. 

Eor  the  control  of  pinworm  ( enterobiasis),  a single  tablet 
is  administered  orally,  one  time. 

For  the  control  of  roundworm  (ascariasis),  whipworm 
(trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  eve- 
ning, on  three  consecutive  days. 

If  the  patient  is  not  cured  three  weeks  after  treatment,  a 
second  course  of  treatment  is  advised.  No  special  proce- 
dures, such  as  festing  or  purging,  are  required. 

How  supplied  VERMOX  is  available  as  chewable 
tablets,  each  containing  100  mg  of  mebendazole,  and  is 
supplied  in  boxes  of  twelve  tablets. 

VERMOX  (mebendazole)  is  an  original  product  of 
Janssen  Pharmaceutica,  Belgium,  and  co-developed  by 
Ortho  Pharmaceutical  Corporation. 
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Survey  of  physician  CME  attitudes 
and  practices  in  Texas 

George  B.  Vaughan,  PhD  Gerald  T.  McCarthy,  MA  Joel  Saegert,  PhD 


A survey  to  determine  Texas  physicians’  methods  of 
pursuing  continuing  medical  education  (CME)  indicates: 
(1)  physicians  participate  in  about  22  hours  per  month  of 
the  CME  activities  listed  in  the  survey;  (2)  professional 
reading  is  the  preferred  form  of  CME  in  Texas;  (3)  54%  of 
the  537  physicians  responding  believe  that  required  docu- 
mentation of  CME  is  inevitable  in  Texas;  (4)  specialty 
societies  and  boards  are  the  most  acceptable  organiza- 
tions for  coordinating  CME  activities  and  for  maintaining 
physicians’  CME  records;  and  (5)  53%  agreed  that  regu- 
larly scheduled  CME  activities  \«ith  accredited  sponsor- 
ship had  been  both  available  and  convenient,  but  41% 
responded  that  the  CME  activities  were  available,  but  in- 
convenient. The  survey  was  conducted  by  The  University 
of  Texas  Health  Science  Center  at  San  Antonio,  in  co- 
operation with  the  Texas  Medical  Association. 


The  number  and  seriousness  of  physician  complaints 
about  CME  have  increased,  and  editorials  and  articles 
have  suggested  that  in-depth  study  could  determine 
which  modifications  in  CME  are  needed.  As  a provider  of 
CME  in  Texas,  The  University  of  Texas  Health  Science 
Center  at  San  Antonio,  in  cooperation  with  the  Texas 
Medical  Association,  surveyed  Texas  physicians  to  inves- 
tigate three  distinct  areas  of  inquiry. 

First,  the  survey  asked  each  physician  to  list  his  or  her 
specialty,  professional  affiliations,  sex,  year  of  medical 
school  graduation,  county  of  practice,  and  size  of  com- 
munity of  that  practice.  This  information  was  cross- 
tabulated  to  identify  significant  variations  among  physi- 
cian sub-groups;  the  demographic  data  from  the  survey 
were  compared  with  the  Texas  physician  population  and 
found  to  represent  a reasonable  cross  section. 

The  survey  also  sought  information  on  physician  prefer- 
ences by  dividing  CME  activities  into  12  formats  and 
measuring:  the  frequency  of  participation;  a subjective 
effectiveness  rating  of  each  activity;  the  amount  and  type 
of  professional  reading  by  physicians;  the  importance  of 
potential  barriers  to  the  pursuit  of  CME;  the  value  of 
various  sources  of  information  concerning  CME  activities; 
and  the  accessibility  of  regularly  scheduled  CME 
activities. 

George  B.  Vaughan,  PhD,  Director;  Gerald  T.  McCarthy,  MA,  Associate, 
Office  of  Continuing  Education;  The  University  of  Texas  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284;  Joel 
Saegert,  PhD,  Associate  Professor  of  Marketing,  The  University  of  Texas 
at  San  Antonio. 


Finally,  surveyors  tried  to  discern  which  organizations 
and  agencies  physicians  considered  qualified  to  plan, 
coordinate,  and  evaluate  CME  activities  in  Texas;  which 
organizations  appropriately  could  be  responsible  for 
documenting  CME,  should  it  become  mandatory;  the 
number  of  hours  of  CME  believed  to  be  an  acceptable 
minimum  required  documentation;  and  a subjective  mea- 
sure of  attitudes  toward  present  CME  approaches. 

The  Survey 

The  survey  was  mailed  to  a random  sample  of  2,500  Texas 
physicians  in  the  Texas  Medical  Association.  A total  of  537 
replies  were  received,  accounting  for  an  adjusted  response 
rate  of  24%. 

Results 

Of  the  TMA  members  responding,  62%  are  also  members 
of  AMA,  4%  are  AAFP  members,  and  10%  are  AMA  and 
AAFP  members.  The  remaining  24%  gave  no  indication  of 
membership.  Other  demographic  information  is  sum- 
marized in  Fig  1. 

The  survey  asked  physicians  to  estimate  the  average 
amount  of  time  they  spent  each  month  in  CME  activities 
and  to  evaluate  the  effectiveness  of  each  activity  (Fig  2). 

The  data  indicate  that  physicians  in  Texas  participate  in 
approximately  21.7  hours  each  month  (median)  of  CME 
activities.  This  total  represents  all  activities  listed  on  the 
survey  and  is  broken  down  by  each  activity.  For  instance, 
formal  courses  and  hospital  rounds  and  conferences,  the 
most  frequently  reported  forms  of  AMA  Category  I activity, 
account  for  five  to  six  hours  per  month. 

There  was  no  significant  difference  in  the  number  (me- 
dian) of  CME  hours  reported  by  general  and  family  prac- 
titioners (22.1  hours  per  month)  and  other  specialists  (21.6 
hours  per  month). 

The  responses  also  indicated  that  formal  courses,  pro- 
fessional society  meetings,  and  journal  readings  are  the 
preferred  and  most  effective  forms  of  CME  (Fig  2). 
Preceptorships  and  patient  care  review,  methods  deemed 
by  educators  to  be  effective,  received  relatively  low  rank- 
ings by  CME  participants.  Furthermore,  there  was  a posit- 
ive correlation  between  time  spent  in  a given  activity  and 
the  perceived  effectiveness  of  that  activity. 

Mason  and  Kappelman^  reported  similar  data,  based  on 
responses  by  65%  of  the  US  medical  school  CME  offices  in 
1977.  The  results  of  that  survey  related  CME  effectiveness 
to  the  relevance  of  subject  matter,  the  fulfillment  of  physi- 
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1.  Demographics  of  responding  physicians. 


SEX 

% 

SPECIALTY 

% 

Male 

87 

Family/General 

20 

Female 

6 

Internal  Medicine 

8 

No  Response 

7 

Pediatrics 

9 

General  Surgery 

9 

Ob-Gyn 

7 

Psychiatry 

5 

Other 

42 

Year  graduated 

Estimated  age 

%of 

Community  size 

from  medical  school 

(Assuming  Avg.  of 

Total 

of  practice 

26  when  grad.) 

1966-present 

Less  than  38 

15 

Less  10,000 

6% 

1951-1965 

39-53 

46 

10,000-100,000 

29% 

1941-1950 

54-63 

24 

100,000-500,000 

21% 

Prior  to  1940 

64  & older 

15 

Over  500,000 

43% 

2.  CME  activity  preferences. 

ACTIVITY 

(Ranked  in  order  of  usage%) 

Time  Spent  in  Each  Activity 

Hours/Month  Percent  (%) 

(Mean  Value) 

Not 

Effective 

Rating  of  Effectiveness 

Moderate  Very 

No 

Response 

Ranked  order  of 

Effectiveness  by 

Those  Who  Use 

Reading  professional  journals.  Literature 

4.6 

21 

2 

54 

40 

3 

2 

Hospital  Rounds  & Conferences 

3.0 

14 

8 

51 

25 

4 

4 

Professional  Society  Meetings 

3.0 

14 

3 

52 

39 

5 

2 

Formal  Courses,  Symposiums 

2.6 

12 

1 

30 

57 

5 

1 

Colleague  Consultation 

2.6 

12 

5 

55 

29 

6 

3 

Contact  with  Detail  Men 

1.3 

6 

37 

34 

1 

6 

8 

Audio  Tapes 

1.3 

6 

3 

37 

17 

7 

4 

Self-Assessment  Programs 

1.3 

6 

9 

36 

15 

7 

5 

Patient  Care  Review  (audit) 

1.1 

5 

28 

20 

4 

9 

9 

Television,  Videotapes 

0.4 

2 

4 

20 

5 

10 

6 

Teleconferences 

0.3 

1 

6 

16 

2 

12 

7 

Preceptorships 

0.2 

1 

3 

8 

4 

13 

5 

Total 

21 .7  hrs/mo 

100% 

’Order  Based  on  Survey  Results.  Physician's  Desk  Reference  was  cited  by  89%  responding  as  a moderately  effective  CME  resource. 
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cian  needs  and  interests,  the  offering  of  medical  informa- 
tion reviews  and  updates,  the  accessibility  of  programs, 
and  the  quality  of  faculty. 

Survey  respondents  received  an  average  of  nine  profes- 
sional journals  (Fig  4),  five  by  virtue  of  memberships  in 
professional  organizations.  A study  of  Iowa  physicians^ 
showed  that  the  number  of  hours  of  professional  reading 
was  directly  proportional  to  the  amount  of  time  spent  daily 
in  the  hospital  and  to  the  number  of  years  of  formal 
graduate  education.  The  study  also  showed  that  family 
physicians  received  less  than  the  average  number  of 
journals. 

Of  the  537  respondents,  94%  agreed  that  regularly 
scheduled  CME  activities  with  accredited  sponsorship 
were  available,  but  41  % said  program  arrangements  were 
inconvenient.  Seventy-three  percent  stated  that  their  pres- 
ent CME  activities  were  satisfactory.  Percentages  and  re- 
sponses of  physicians  citing  reasons  for  not  participating  in 
CME  included:  patient-load  time  constraints  (71%);  travel 
to  and  from  programs  (60%);  programs  too  expensive  for 
benefit  (55%);  poor  programs  (46%);  irrelevant  programs 
(40%);  personal  health,  fatigue  (18%). 

To  determine  physician  preference  for  sources  of  in- 
formation about  CME,  the  survey  employed  a scale  from  1 
(least  preferred)  to  10.  Physicians  ranked  brochures  as 
their  favorite  source  of  information  (an  average  rating  of 
5.7).  Listings  in  Texas  Medicine  received  a 4.5  ranking,  and 
annual  supplements  to  The  Journal  of  the  American  Medi- 
cal Association  and  Texas  Medicine  and  recom- 


mendations by  colleagues  were  ranked  at  3.5. 

Documentation  and  Coordination 

Of  the  physicians  surveyed,  54%  believe  some  form  of 
required  documentation  of  CME  is  inevitable  in  Texas.  If  it 
does  become  a requirement,  71  % of  physicians  respond- 
ing believe  that  at  least  40  to  50  hours  of  all  categories  of 
CME  should  be  required  annually.  Such  a requirement 
would  approximate  those  of  the  AMA  Physician's  Recogni- 
tion Award,  and  standards  being  established  in  many 
states  and  societies. 

The  survey  listed  organizations  and  groups  traditionally 
identified  with  CME  activities.  Physicians  were  asked  to 
evaluate  each  as  acceptable,  or  not  acceptable,  in  being 
responsible  for  needs  assessment,  coordination,  planning, 
and  evaluation  of  CME  activities  and,  secondly,  for  docu- 
menting records  of  CME  activities,  should  documentation 
become  required  (Fig  6). 

When  asked  to  select  the  group  or  organization  preferred 
for  these  responsibilities,  physicians  in  each  case  preferred 
specialty  societies.  Specialty  boards  were  a strong  second 
preference.  More  than  75%  of  the  physicians  responding 
would  agree  to  a voluntary  program  of  centralized  storing  of 
CME  records — if  such  information  were  released  only  with 
written  permission  from  the  physician.  This  data  may  reflect 
the  fact  that  half  the  physicians  already  are  participating  in 
such  a program  under  the  sponsorship  of  AAFP  or  AMA. 

When  asked  if  some  documentation  of  CME  should  be 
required  for  certain  professional  privileges,  physicians 


3.  Number  of  hours  Imonth  spent  in  pursuit  of  CME  by  Texas  physicians. 


Range  of  CME 

Hours/Month 

% of  all 

Physicians 

% of  General  Practitioners 

& Specialists  in  Family  Practice 

% of  all 

Other 

Specialists 

None 

2 

1 

2 

1-10 

3 

3 

3 

11-15 

5 

7 

4 

16-20 

28 

25 

29 

21-25 

41 

46 

40 

26-30 

14 

11 

15 

31-35 

6 

6 

6 

over  35 

1 

1 

1 

Medium  Values 

21 .7  hrs/mo 

22.1  hrs/mo 

21 .6  hrs/mo 
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4 Journal  reading  by  Texas  physicians 


agreed  as  follows:  for  recertification  (49%);  for  relicensure 
(28%);  for  professional  society  memberships  (94%);  for 
hospital  staff  appointments  (39%). 

Significant  Cross  Tabulations 

Demographic  data  were  cross-tabulated  with  all  responses 
pertinent  to  CME  activities  in  order  to  discuss  significant 
associations.  (Significance  was  assessed  in  terms  of  the 
chi-square  statistic  for  the  p<,05  level.) 

To  simplify  the  interpretations,  we  separate  the  re- 
sponses into  general  and  family  practitioners  (Group  A) 
versus  all  other  specialists  (Group  B).  Some  of  the  im- 
portant relationships  are;  (1)  Group  B spends  slightly  more 
time  reading  professional  journals  and  literature  than 
Group  A;  (2)  Group  A uses  more  self-assessment  pro- 
grams than  Group  B;  (3)  Group  B is  less  satisfied  with  CME 
activities  in  Texas  (Thirty-one  percent  of  Group  B ex- 
pressed some  dissatisfaction,  compared  to  15%  of  Group 
A);  and  (4)  Group  A spends  more  time  with  pharmaceutical 
detail  men  than  does  Group  B. 

Cross-tabulations  of  these  data  showed  that  the  “incon- 
venience” factor  was  a reflection  of  three  subgroups:  (1) 
physicians  in  solo  practice;  (2)  those  practicing  in  com- 
munities with  populations  of  less  than  100,000;  and  (3) 
those  practicing  in  counties  other  than  Bexar,  Dallas,  Gal- 
veston, Harris,  and  Tarrant. 

Physicians  in  the  latter  subgroup  were  found  to  be  more 
satisfied  with  their  cluster  of  CME  activities  in  Texas,  more 
satisfied  with  availability  and  convenience  of  regularly 


Number  of 
Journals/Month 

Physicians  {%) 
Scanning 
Journals  at 

Libraries 

Physicians  (%) 
Studying 
Articles 
in  Depth 

Physicians  (%) 
Using 

Monographs, 
Digest  & 

Self-Assessment 

Programs 

None 

57 

2 

20 

1 

10 

5 

31 

2-4 

22 

26 

35 

5-7 

5 

20 

8 

8-10 

3 

17 

2 

more  than  10 

3 

30 

4 

100% 

100% 

100% 

5.  Physician  preferences  on  minimum  amounts  of  documented  CME 
each  year  should  documentation  become  required ^ 


Hours  of  Documented  CME  Physicians  Agreeing  (%) 


10-20 

9 

20-40 

20 

40-50 

36 

50-70 

21 

70-100 

10 

more  than  100 

4 

100% 

6 Adjusted  percent  of  physicians  responding  "Acceptable 


Organization 

Identifying,  Planning, 
Evaluating  CME  Activities 

Responsible  Agency  for 
Documenting  Required 
CME  Activities 

Medical  Schools 

81 

58 

State  Board  of  Licensure 

32 

40 

Government  Agency 

7 

6 

Local  Hospital  Staff 

68 

50 

County  Medical  Society 

73 

64 

State  Medical  Society 

78 

71 

American  Medical  Association  (AMA) 

71 

62 

Specialty  Board 

88 

81 

Specialty  Society 

91 

87 

Specialty  Council  of  Representatives  from  above 

75 

65 
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scheduled  CME  activities  with  accredited  sponsorship, 
readers  of  more  professional  literature,  and  more  likely  to 
agree  that  some  form  of  required  CME  is  inevitable  in 
Texas. 

The  physician’s  acceptance  of  videotapes,  audiotapes, 
and  teleconferences  increased  with  the  number  of  years 
since  his  or  her  medical  school  graduation,  but  the  survey 
showed  no  direct  relationship  between  the  use  of  these 
media  and  type  of  practice  or  size  of  the  community  of 
practice.  These  results  concur  with  the  findings  of  Whit- 
ney,3  which  related  physician  age  to  instructional  prefer- 
ences. Physicians  55  years  of  age  and  older  showed  less 
inclination  for  leaving  their  practices  to  attend  courses  than 
did  their  younger  colleagues. 

It  is  significant  that  54%  of  the  physicians  surveyed  in 
Texas  expect  some  sort  of  CME  documentation  to  be  re- 
quired. If  that  expectation  materialized,  providers  face  an 
increasing  challenge  to  assure  high-quality  education  that 
responds  to  locally  identified  needs,  plus  a satisfactory 
reporting  system  for  documentation.  The  survey  results 
show  that  of  the  total  CME  activities  recorded  annually  by 
Texas  physicians,  only  about  12%  are  formal  courses  or 
symposia.  Assuming  that  50  hours  of  CME  were  required 
annually,  more  provider  institutions  would  have  to  be  ac- 
credited and  alternatives  to  traditional  "documentable” 
learning  formats  recognized.  For  example,  teleconfer- 
ences, self-assessment  programs,  audiotapes,  and  tele- 
vision account  for  only  15%  of  the  CME  in  Texas. 

Subjective  responses,  offered  by  185  of  the  respondents, 
can  be  categorized  as  follows: 

(1)  Many  respondents  thought  that  CME  expenses,  par- 
ticularly tuition  costs,  have  become  increasingly  exorbitant 
in  the  past  ten  years.  Some  resentment  was  apparent  in 
such  comments,  and  seemed  directed  at  those  who  could 
profit  from  the  increased  emphasis  on  CME. 

(2) ,  Some  private  practitioners  complained  that  the  pros- 
pect of  required  documentation  discriminated  against  them 
because  it  costs  them  income  and  the  expense  of  attending 
CME  programs. 

(3)  Many  cited  the  need  for  more  flexible  formats  which 
carry  AMA  Category  I and  AAFP-prescribed  accreditation. 
Alternative  CME  formats  mentioned  included  library  re- 
source programs  such  as  journal  reading  and  audio- 
digests. 

(4)  CME  program  content  is  too  general;  programs  for 
specialists  are  considerably  more  expensive  and  generally 
less  available. 


(5)  The  prospect  of  required  documentation  of  CME  was 
viewed  by  some  as  an  insult  to  the  professional  integrity  of 
Texas  physicians.  Many  commented  that  undocumentable 
forms  are  the  most  effective  and  popular  CME  formats.  The 
paperwork  associated  with  required  documentation  is  op- 
pressive and  distracting  from  a more  valuable  use  of  time. 

(6)  Without  demonstrable  proof  that  CME  improves  the 
delivery  of  patient  care,  increased  emphasis  on  CME  is  an 
arbitrary  imposition  of  will.  Current  CME  practice  does  not, 
in  most  cases,  require  demonstrable  improvement  of  skills. 

(7)  CME  creates  a hardship  on  rural  and  older  doctors 
and  generally  consumes  too  much  time  and  energy. 

Because  only  34.5%  of  the  physicians  answering  the 
survey  offered  such  opinions  in  response  to  an  open-ended 
question,  it  may  have  served  as  an  “escape  valve”  for 
frustrations  experienced  in  pursuit  of  CME.  The  tenor  of 
these  comments  was  generally  more  negative  than  would 
seem  justified  by  the  entire  range  of  responses  to  the 
survey  as  a whole.  Some  respondents  were  generally 
laudatory  about  the  quality  of  CME  provided  at  various 
institutions  in  Texas. 
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Clinical  experiences  in  a rural  residency 
training  program 

Virginia  C.  Kennedy,  PhD 


Findings  are  presented  from  a study  of  patient  encounters 
in  a rural  training  program  for  undergraduate  medical  stu- 
dents and  family  practice  residents.  Patients  in  the  program 
were  representative  of  patients  considered  typical  in  a pri- 
vate medical  practice,  and  the  types  of  health  problems 
encountered  in  the  program  resembled  those  typically  seen 
by  practicing  family  physicians.  The  study  has  implications 
for  medical  school  involvement  in  rural  health  care  delivery. 


Improved  access  to  medical  care  has  become  a central 
health  concern  in  the  United  States  in  recent  years.  In 
response  to  this  concern  many  medical  schools  have  in- 
itiated programs  designed  to  alter  the  future  supply,  com- 
position, and  distribution  of  medical  manpower.  A number 
of  educational  programs  emphasizing  rural  clinical  expedi- 
ence have  been  developed  to  encourage  future  physiciaps 
to  select  a rural  practice  location.  The  issues  of  rural  hearth 
care  delivery  in  Texas,  and  medical  school  efforts  to^ad- 
dress  these  issues,  have  been  reviewed.^-^  jeld:  '.s 
Since  its  establishment  Texas  Tech  University^hool  of 
Medicine  (TTUSM)  has  been  interested  in  hea|th.:(?are  de- 
livery in  the  vast,  medically  underserved  rural  a/eas  of  West 
Texas.  West  Texas’  problems  with  supply  and- distribution 
of  medical  care  are  rooted  in  the  distinctive-geographic  and 
demographic  characteristics  of  the  regiortijLess  than  20% 
of  Texas’  population,  and  about  12%  of  jts-,aptive  physician 
manpower,  resides  in  the  western  halh^fih%state.  In  1975, 
nine  of  the  region’s  107  counties  contained  60% -of  its 
population  and  75%  of  its  active  physjpij^s.ai^g-, 

As  one  component  of  the  schooj’scf#^  hearth  program,  a 
family  practice  clinic  was  estabyahedHh  December  1976  to 
provide  education  and  clinical  experience  in  rural  health 
care  for  undergraduate  medigatigtu^^^nts  and  famijy  ptac- 
tice  residents.  The  clinic  was>'i9eaied  in  a small  n,^^ral  com- 
munity (population  2,000)9i(fiitlT^9aortheast  corner  of  tub- 
bock  County  to  serve  that^grea  gfid  rpral  portions  of  thp- 
surrounding  counties.jFHiefitPfl^TJponing  of  the  clinic,^ 
there  were  no  physicians  Ip  p^tipe  in  the  target  rural  area- 
During  the  first  ypaf^!htha#linle-’s, operation,  a-study  of 
patient  encounte^-iWasii^apdtJCted  to  docurrjent-GlinicaJ,, 
experiences  of  fan[igy^:p^C(tiee  residents  and-faoulty  and,_rto 
furnish  data  forreyajpat^  certain  h^sioedwcatior^al.o;:?’ 
uboi  on<«&2  ciniiO  ertl  ni  g.r'!oitQeo>:e  eldBlo^'l 

Virginia  C.  KerW4(^n^dr^tir^i'rtat6^t)f?fe9ltlvSy'sfetTipFfes6af6fiv  and 
Assistant  Pratrtsa5>ri0^wtnaBnt.ot  Preygnjive-Wedrcine'drict  Qojnrnonity 
Health,  U4hhoSk'Tg.,l 


parameters  of  the’programpThis  fep"ortpresenfdthe  results  CJ^ 
of  the  Ambulatory  FhcdunterStudy:  -O  eoilaiietosisdO 
.,;inf1Js  -SQS  ,x9c  bebuloni  rtoitEfmolni  Jneiteq 
Background  andiMethodSioa  bns  .tieiv  oinilo  isiiini  to  eteb 
The  rural  farhHy  practice  dlfnlc  was  developed 'as  ¥ jolnth 
project  by  ShailoWafer,  Tex  ahd'TTUSM,-and''\vlth  the' as- 
sistance of  a’Tteifftif  PrdfessIdhs- Special  Project  Grant. -A 
commuiflfy  hohp'rotrf 'dorporation  was  established  to  s^re 
the  fuhdifig^O'r^aCcjuisFtfeh^hd  renovation  of  an  exfefihg" 
buildrhg.  UndeTcontraCtdat  agreement?  the'schodl 
medicine,  through  its  depdHrnent  of  family"^ jractiee,  pfO-"^ 
vides  medical  servides  for  the' community  cH hie.’  Initial  ft5nd- 
ing  for  dinre  operations  t/vas  provided  through  the  Speeial 
'moject  grant.  ’’C-  ncasei  io  noitibnoo  iB}"sm£bn!j1 

A family  ftractiee  faculty  thember  with' mdr§ thin  20  yeafe 
private'practice  experience  in  rural  West  Texas  Was  desig- 
nated as  full-time  medical  director  of  the  clinic.  Other  de- 
partment faculty  practice  regularly  in  the  clinic  to  familiarize 
themselves  with  the  program,  to  provide  varied  on-site^^-' 
supervision  for  family  practice  residents  and  students,  and 
to  enable  the  medical  director  to  participate  fully  in  other 
departmental  activities.  'Rasic  lahomtnry  and  x-ray  ser- 
vices for  routine  procedures  are  conducted  in  the  clinic-' ' 
itself;  specialty  consultative  services,  more  cornple/jdiaigj 
nostic  procedures,  other  ancillary  services,  and  inp>atienb 
care  are  provided  through  the  appropriate  medicaf  schobl 
departments,  private  physicians  serving  as  clinicpl  f^plfy, 
and  affiliated  teaching  hospitals  in  Lubbock.  stssa 

The  Shallowater  clinic%fan  integral  part  Of  the  Fafritly^ 

Practice  Residency  TrauamglPrograrruj-esidents  specttr 

progressively  longer  periods  Of  time  in  the  clirtl'c'itf  ePdi*^ 
successive  year  of  training.  Duration  and  frequency  of  rota- 
tions are  arranged  to  optimize  continuity  of  care,  residency 
responsibility,  and  teaching  contact  by  ensuring  adequate 
time  for  interchange  between  resident,  patient,  and  faculty. 

Some  undergraduate  medical  students  participate  in  elec- 
tive rotations  at  the  clinic.  Distinctive  educational  empha- 
ses include  the  special  problems  associated  with  appro- 
priate management  of  particular  health  conditions  in  the 
rural  setting,  with  reducing  professional  isolation,  and  with 
the  economics  of  rural  medical  practice. 

During  the  first  year  of  clinic  operation,  an  ambulatory 
encounter  form  was  completed  for  each  patient  visit.  The 
information  recorded  on  this  form  was  taken  from  the  medi- 
cal record  by  a graduate  student  trained  for  the  research 
project  by  the  TTUSM  medical  records  office.  Data  were 
coded  and  keypunched  for  processing;  statistical  sum- 
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maries  were  tabulated  at  three-month  intervals. 

Characteristics  of  patients  and  patient  visits  were  noted: 
patient  information  included  sex,  age,  ethnicity,  residence, 
date  of  initial  clinic  visit,  and  source  of  referral  (if  any).  Visit 
data  included  the  date  and  initial  or  follow-up  status  of  the 
appointment,  tests  or  treatments  ordered,  referrals,  and 
return  visit  scheduling.  Medical  and  other  health  care  pro- 
viders attending  the  patient  on  the  visit  were  listed;  the 
"primary"  provider  was  identified  as  the  individual  primarily 
responsible  for  the  patient's  care.  Patients'  conditions  or 
health  problems  were  listed  according  to  the  International 
Classification  of  Health  Problems  in  Primary  Care 
(ICHPPC):  the  “primary"  diagnosis  was  defined  as  the 
fundamental  condition  or  reason  for  which  the  patient  was 
seen.  Diagnostic  and  minor  surgical  procedures  performed 
during  the  visit  were  coded  by  the  International  Classifica- 


1 . Clinic  population  and  area  population  with  physician  contact,  by  sex. 
age.  and  racial /ethnic  group 


Rural  area  population 
with  doctor  visit(s) 
from  6 75-6,  76“ 

Rural  clinic 
population 

Male 

47  4% 

47.0% 

Female 

52,6% 

53.0% 

Less  than  6 years 

10.6% 

13.8% 

6-16  years 

23.1% 

26.2% 

1 7-44  years 

40.1% 

38.2% 

45-64  years 

17.8% 

14.7% 

Over  64  years 

8 4% 

7.1% 

Black 

2.6% 

1 8% 

Spanish-surnamed 

23.2% 

13.7% 

Anglo 

74.2% 

84.5% 

^based  on  area  household  survey  (see  text) 


tion  of  Diseases — Adapted  (ICDA-8).  The  patient’s  medi- 
cal record  number  linked  the  patient  and  visit  data  which 
were  processed  in  a computer  program  of  descriptive  and 
analytic  statistics. 

The  study  provided  detailed  documentation  of  the  pro- 
gram’s clinical  content  and  furnished  information  about  the 
clinic's  viability  as  a family  practice  teaching  setting.  The 
information  was  used  to  determine  whether  the  clinic  ex- 
perience provided  an  accurate  reflection  of  the  clinical  con- 
tent of  family  practice  and  whether  the  patient  population 
was  similar  to  what  typically  would  be  encountered  in  a 
private  medical  practice  in  the  same  geographic  location. 
To  resolve  these  questions,  selected  clinic  data  were  com- 
pared with  data  from  a household  survey  of  the  rural  popu- 
lation in  the  geographic  area  surrounding  the  clinic"*-^  and 
from  the  National  Ambulatory  Medical  Care  Survey.® 

Results 

During  the  12-month  data  collection  period,  the  3,310  clinic 
appointments  listed  involved  1,474  patients.  Twelve  family 
practice  residents  participating  in  the  clinic  program  were 
primary  providers  in  51  % of  the  visits;  a faculty  physician 
was  responsible  for  the  patient  when  a resident  was  not 
available.  Because  residents'  rotation  periods  varied  in 
length,  the  number  of  patient  visits  per  resident  ranged 
widely,  from  less  than  25  to  more  than  350.  More  than  95% 
of  the  health  problems  encountered  were  managed  locally; 
the  remainder  were  referred  to  medical  specialists  or  in- 
patient facilities.  Referral  to  an  affiliated  teaching  hospital 
enabled  the  family  practice  resident  to  provide  continuous 
care.  Diagnostic  and  minor  surgical  procedures  classifiable 
by  ICDA-8  were  performed  on  less  than  4%  of  all  visits.  The 
procedures  most  frequently  performed  included  applica- 
tion and  removal  of  casts  and/or  sutures,  and  local  excision 
or  incision  of  the  skin  and  subcutaneous  tissue. 

In  order  to  determine  whether  the  clinic  patient  popula- 
tion was  similar  to  that  of  a hypothetical  practicing  physi- 
cian in  the  same  geographic  location,  the  demographic 
characteristics  of  clinic  patients  were  compared  with  those 
of  area  residents  who  reported  visiting  a doctor  at  least 
once  during  the  year  prior  to  the  clinic’s  establishment.  Fig  1 
shows  the  results  of  this  comparison.  The  two  populations 
were  quite  similar  in  terms  of  sex  and  age.  They  were 
generally  comparable,  although  less  closely  matched,  in 
terms  of  racial/ethnic  composition. 

The  relationship  between  the  clinical  content  of  the  rural 
program  and  the  content  of  family  practice  in  general  was 
examined  by  another  comparison.  Fig  2 shows  the  primary 
health  problems  encountered  in  the  rural  clinic  and  those 
encountered  by  a national  sample  of  general  and  family 
practitioners  in  1975.®  The  overall  distribution  of  conditions 
seen  in  the  clinic  compares  rather  well  with  the  national 
survey  and  other  distributions  reported  in  the  literature.^  ® 
Notable  exceptions  in  the  clinic  setting  include  a lower 
incidence  of  cardiovascular  problems  and  higher  inci- 
dences of  trauma  cases  and  visits  for  preventive  care.  The 
trauma  rate  is  consistent  with  the  rural  setting,  but  expla- 
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nations  for  the  other  findings  are  not  immediately  apparent. 
Discussion 

As  a method  for  generating  interest  in  rural  medical  practice 
among  medical  students  and  residents,  the  rural  training 
experience  has  attracted  considerable  professional  and 
public  attention.  The  medical  school  is  obligated  to  ensure 
that  the  rural  training  program  is  educationally  valid: 
thorough  documentation  of  the  experience  provides  a 
basis  for  evaluation  and  restructuring,  where  appropriate, 
to  achieve  specific  objectives.  The  study  reported  here,  for 
example,  produced  evidence  that  the  rural  clinic  population 
closely  resembled  the  patient  population  that  would  be 
seen  in  a private  medical  practice  in  the  same  geographic 
location.  The  types  of  health  problems  encountered  in  the 
clinic,  furthermore,  were  broadly  representative  of  condi- 
tions typically  encountered  in  the  office  of  the  practicing 
family  physician.  Thus  it  may  be  concluded  that  this  particu- 
lar educational  setting  did  provide  an  accurate  reflection  of 
the  type  of  medical  practice  it  was  intended  to  reflect. 

It  is  apparent  from  the  limited  scope  of  this  study  that 
many  important  evaluative  questions  about  the  rural  train- 
ing experience  remain  to  be  addressed.  Foremost  among 
these  is  the  program’s  ultimate  impact  in  terms  of  influenc- 
ing medical  students  and  residents  to  enter  rural  practice. 
Until  significant  numbers  of  students  and  residents  have 
entered  practice,  there  can  be  no  satisfactory  examination 
of  this  question.  Meanwhile,  preliminary  assessments  of 
program  activities  and  effects  are  underway. 

Despite  their  limitations,  the  study  results  suggest  that  it 
is  entirely  feasible  to  operate  sound  academic  programs  in 
locations  away  from  the  university  complex  and  sophisti- 
cated medical  centers  which  traditionally  have  been  the 
focal  points  of  medical  education.  They  also  suggest  that 
with  careful  planning,  medical  schools,  in  a manner  con- 
sistent with  their  own  academic  objectives,  can  address  the 
needs  of  medically  underserved  areas.  Herein  lies  a major 
incentive  for  medical  school  involvement  in  the  problems  of 
rural  health  care  delivery. 
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2 Per  cent  of  office  visits  to  rural  clinic  and  to  US  general  and  family 
practitioners,  by  primary  health  problem  or  condition^. 


ICHPPC  Principal  Problem  Category 

Rural 

Clinic 

USGP 
and  FP 

Infective  and  Parasitic  Diseases 

7.1 

4,6 

Neoplasms 

3.1 

12 

Endocrine,  Metabolic,  and  Nutritional  Diseases 

2.4 

5.8 

Mental  Disorders 

0.8 

3.0 

Diseases  of  Nervous  System  and  Sense  Organs 

6.0 

4.7 

Diseases  of  Circulatory  System 

4.1 

12.1 

Diseases  of  Respiratory  System 

20.2 

18  5 

Diseases  of  Digestive  System 

2.3 

3.9 

Diseases  of  Genitourinary  System 

4.7 

6.4 

Diseases  of  Skin  and  Subcutaneous  Tissue 

3.7 

4.6 

Diseases  of  Musculoskeletal  System 

5.1 

7.1 

Signs,  Symptoms  and  Ill-defined  Conditions 

4.2 

3.9 

Accidents,  Poisonings,  and  Violence 

13.1 

8 6 

Supplementary  Classification:  Special  Conditions 
and  Examinations  Without  Sickness" 

22.3 

12.9 

Other  diagnoses' 

0.9 

1.5 

“Source  for  US  data,  based  on  234.7  million  office  visits,  is  the  National 
Ambulatory  Medical  Care  Survey,  1975.  Total  number  of  rural  clinic 
visits  is  3,310. 

'’Includes  preventive  medicine,  family  planning,  maternal  and  child 
health,  and  social,  marital,  and  family  problems. 

'Includes  diseases  of  the  blood  and  blood-forming  organs:  complica- 
tions of  pregnancy,  childbirth,  and  the  puerperium;  congenital  anoma- 
lies; and  certain  causes  of  perinatal  morbidity  and  mortality. 
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The  still-functioning  geriatric  can  benefit 
from  Hydergine  treatment 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded— the 
ability  to  function  can  be  maintained. 

Oral  Hydergine  tablets  promote 
better  patient  compliance 

Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 

© 1979  Sandoz,  Inc. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  ol  unknown  etiotogy,  careful  diagnosis  shook 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  etfects  have  not  been  found.  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublinn 
gual  tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500. 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg,j 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine. 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg;  packages  of  100,  500,  and  1000.  Hydergine  sublingual  tablets  0.5  mg,  contain-| 
ing  dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg,  and  di-  I 
hydroergocryptine  (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryf" 
in  the  proportion  of  2:1)  mesylate  0.167  mg,  representing  a total  of  0.5  mg; 
packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  lor  full  product  Information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936 
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They’re  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


HYDERGENEIi: 

Each  1 mg  Hydergine  tablet  contains  dihydroergocornine  mesylate  0.333  mg,  dihydro- 
ergocristine mesylate  0.333  mg,  and  dihydroergocryptine  [dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 


Liability  Insurance ; 

Texas  Doctors  are  Taking 
Care  of  Each  Other. 

TMA  created  a nonprofit 
Trust  eliminating  the  need 
for  an  expensive  sales  force 
and  high  commercial 
operating  expenses.  All  of 
what  would  be  "profits"  ac- 
crue to  the  Trust's  policy- 
holders. This  means  lower 
premiums.  Physician- 
owned  TMLT  has  grown  to 
more  than  1,000  partici- 
pants since  the  first  of  this 
year  and  more  are  join- 
ing every  day. 

Professionalism — 

A Key  Word . 

TMLT's  executive  staff 
of  insurance  profes- 
sionals has  been  re- 
cruited from  across  the 
nation.  They're  known 
as  TMLT's  medical  lia- 
bility insurance  experts 
for  Texas.  The  staff  is 
available  to  all  Texas 
Medical  Association  mem- 
bers for  consultation  on  risk 
management — patient 
safety — or  any  of  your  liabil- 
ity insurance  needs.  The 
staff  knows  the  insurance 
business  and  can  provide 
the  most  for  every  premium 


CUT 
OUT 
THE 
FAT. 


dollar.  This  means  "Quality 
through  sound  manage- 
ment and  administration." 

TMLT  delivers — It  gives 
the  word  "Trust”  new 
meaning. 

Fiduciary  responsibility, 
sound  investment  policies 
and  discretionary  man- 
agement preserve  and 
safeguard  the  Trust's  funds. 
These  funds,  with  the  Trust's 
other  services,  are  building 
toward  future  stabilization 
of  professional  liability  in- 
surance providing  Texas 
physicians  with  coverage 
at  the  lowest  possible  cost. 

For  medical  liability  consul- 
tation call  our  offices  today. 
512/472-3322.  Or  simply 
drop  the  attached  reply  card 
in  the  mail. 

liilT 

TEXAS  MEDICAL 
LIABILITY  TRUST 

"A  health  care  liability  claim  trust 
created  by  the  Texas  Medical 
Association.” 

211  East  Seventh  Street 
Austin,  Texas  78701 


with 

A double-blind,  con- 
trolled study  of  28 
patients  employing 
maximal  treadmill 
exercise  stress  tests. 


1.  Antianginal  efficacy  of  oral  therapy 
with  isosorbide  dinitrate  capsules. 
Lee  G.  Mason  DT,  Amsterdam  EA, 
Miller  RR.  and  DeMaria,  AN. 

Chest  73:327-333, 1978. 
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TEMBID 


CAPSULES 


(ISOSORBIDE  DINITRATE)  SUSTAINED-ACTION  capsules,  40  niB 


gradual  release  provides  up  to  ten  hours  of  sustained  prophylaxis  against  angina 
pectoris  attacks 

^ bid  dosage  is  frequently  satisfactory  to  prevent  angina  attacks... dosage  range  1 capsule 
bid  to  qid 

stable... retains  potency  without  significant  loss  or  variation  under  normal  conditions 
(room  temperature,  c 73  F) 


^Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective:  When  taken  by  the  oral  route.  Isordil  is  indicated  for 
the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is  not  in- 
tended to  abort  the  acute  anginal  episode,  but  is  widely  regarded  as 
useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than -effective  indications  requires  further 
investigation. 


Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites  and 
nitrates  may  occur. 


Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is  com- 
mon and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness  and 
weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug  rash 
and/or  exfoliative  dermatitis  may  occasionally  occur. 

Cmsu/t  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/or  professional  samples? 

IVES  laboratories  INC. 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  UFE  THROUGH  MEDICINE® 


© 1979  Ives  Laboratories  Inc. 


TEMBIDS*- TRADEMARK  FOR  SUSTAINED-ACTION  CAPSULES 


DEATHS 


M.  Abolafia 

Max  Abolafia,  MD,  61,  a Houston  family  physician  and 
member  of  Harris  County  Medical  Society,  died  June  11, 
1979. 

A native  of  New  York,  Dr  Abolafia  was  a 1948  graduate  of 
the  Facultad  de  Medicina  de  la  Universidad  de  la  Habana, 
Cuba.  He  interned  at  Santa  Rosa  Medical  Center,  San 
Antonio,  and  completed  residencies  in  internal  medicine 
and  general  practice  at  Memorial  Hospital,  Houston.  He 
began  his  practice  in  Houston  in  1952. 

Surviving  Dr  Abolafia  are  his  wife,  M.  Dora  Valdez 
Abolafia;  daughters,  Eleanor  Kennedy  and  Mary  Denena; 
all  of  Sugar  Land;  sisters,  Rachel  Levy  and  Esther  Halfon, 
both  of  Houston;  and  five  grandchildren. 

A.  B.  Cairns 

Arthur  Buell  Cairns,  MD,  75,  an  honorary  member  of  Dallas 
County  Medical  Society  and  Texas  Medical  Association, 
died  June  4,  1979.  A retired  Dallas  pathologist,  Dr  Cairns 
had  lived  in  Rockdale,  Tex,  since  1967. 

He  was  born  in  Winfield,  Kan,  and  was  graduated  from 
Southwestern  College  there  in  1925.  During  the  next  three 
years,  he  completed  postgraduate  study  at  The  University 
of  Texas  before  entering  Baylor  University  College  of 
Medicine.  After  receiving  his  MD  degree  in  1934,  Dr  Cairns 
interned  at  Jefferson  Davis  Hospital,  Houston.  In  1937  he 
moved  to  Dallas  where  he  later  served  as  director  of  la- 
boratories at  Parkland  Memorial  Hospital.  During  World 
War  II,  he  served  in  the  US  Navy,  and  retired  after  the  war 
as  commander. 

Dr  Cairns  is  survived  by  his  wife,  Beatrice  Clark  Cairns, 
Rockdale;  brother,  E.  A.  Cairns,  Tulsa,  Okla;  and  sister, 
Margaret  Armstrong,  Winfield,  Kan. 

N.  M.  DeVore 

Neal  McLeod  DeVore,  MD,  74,  an  honorary  member  of 
Texas  Medical  Association  and  Harris  County  Medical  So- 
ciety, died  June  14,  1979. 

Dr  DeVore  was  a lifelong  resident  of  Houston.  He  at- 
tended The  University  of  Texas  at  Austin  and  was  a 1932 
graduate  of  Baylor  University  College  of  Medicine.  He 
completed  an  internship  at  St  Paul  Hospital,  Dallas,  before 
returning  to  Houston  in  1933  to  begin  his  practice  as  physi- 
cian and  surgeon. 

Survivors  include  his  wife.  Hazel  Turner  DeVore,  Hous- 
ton; daughter.  Mavis  Hampton,  and  two  grandchildren,  all 
of  El  Paso;  brother,  Marion  S.  DeVore,  Sr,  MD,  Houston; 


and  several  nieces  and  nephews. 

E.  A.  Johnson 

Edwin  August  Johnson,  MD,  66,  a Pasadena  family  physi- 
cian and  member  of  Harris  County  Medical  Society,  died 
July  3,  1979. 

Dr  Johnson  was  born  in  Plum,  Penn,  earned  BS  and  MS 
degrees  from  Michigan  State  University  at  East  Lansing, 
and  a PhD  degree  from  Yale  University,  before  entering 
UT  Medical  Branch.  After  receiving  his  MD  degree.  Dr 
Johnson  interned  at  Edward  W.  Sparrow  Hospital  in  Lans- 
ing, Mich.  He  practiced  at  Howell,  Mich,  before  moving  to 
Houston  in  1958. 

Survivors  include  his  wife,  Peggy  McCollum  Johnson, 
Pasadena;  daughters,  Ellen  Bankston  and  Jana  Creel, 
both  of  Houston,  and  Mary  Briggs,  Spring,  Tex;  son,  Darrell 
Prestage,  Huntsville;  and  three  grandsons. 

S.  F.  Moore 

S.  Foster  Moore,  MD,  San  Antonio,  died  June  18,  1979.  A 
member  of  Bexar  County  Medical  Society,  Dr  Moore,  69, 
was  a past  president  of  the  Texas  Association  of  Obstetri- 
cians and  Gynecologists  and  professor  of  clinical  obstetrics 
and  gynecology  at  UT  Health  Science  Center  at  San  An- 
tonio. 

Born  in  Galveston,  Dr  Moore  was  a 1929  graduate  of 
Baylor  University,  Waco,  and  a 1933  graduate  of  UT  Medi- 
cal Branch.  After  an  internship  and  residency  at  Cleveland 
(Ohio)  City  Hospital,  he  held  residencies  in  obstetrics  and 
gynecology  at  the  University  Hospitals  of  Cleveland,  and 
John  Sealy  Hospital,  Galveston.  In  1937  he  moved  to  San 
Antonio. 

Survivors  include  his  daughter,  Patricia  Archer,  Houston; 
sister,  Mrs  J.  Allen  Bean,  San  Antonio;  and  five  grand- 
children. 

E.  C.  Nunnelley,  Jr 

Emmett  Crook  Nunnelley,  MD,  61,  a member  of  Dallas 
County  Medical  Society,  died  June  21,  1979. 

A native  of  Ashland,  Ala,  Dr  Nunnelley  attended  the  Uni- 
versity of  Arizona  at  Tucson  and  Louisiana  State  University 
at  Baton  Rouge.  He  was  graduated  from  Louisiana  State 
University  Medical  Center,  New  Orleans,  in  1945  and  then 
held  an  internship  at  Hotel  Dieu  Hospital,  New  Orleans. 
During  1946-1950,  Dr  Nunnelley  served  in  the  US  Air  Force 
as  a flight  surgeon,  attaining  the  rank  of  captain.  In  1950  he 
began  his  private  general  practice  in  Wichita  Falls,  Tex, 
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and  six  years  later  he  relocated  to  Dallas. 

Survivors  include  his  wife,  Justine  Rohman  Nunnelley, 
Dallas;  son,  Gurney  Nunnelley,  San  Francisco;  daughter, 
Jill  Sumpter,  Seneca,  NY;  mother,  Lela  Nunnelley,  Tucson; 
brother.  Gene  Nunnelley,  Cal;  and  one  granddaughter, 
Vanessa  Sumpter. 


DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you  or  a doctor  friend  need 
counseling  or  treatment,  won't  you  give  us  an 
opportunity  to  help?  (Strictly  confidential  contacts 
can  be  made  through  our  HOTLINE.  Call  us  collect, 
anytime.) 


HOTLINE— 512  477-5575 


TMA  Committee  on 

Physician  Health  & Rehabilitation. 


TEXAS  MEDICINE 


RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


M.  ABOLAFIA 
Houston,  1917-1979 

A.  B.  CAIRNS 
Dallas,  1903-1979 

N.  M.  DEVORE 
Houston,  1904-1979 


E.  A.  JOHNSON 
Houston,  1913-1979 

S.  F.  MOORE 

San  Antonio,  1910-1979 

E.  C.  NUNNELLEY,  JR 
Dallas,  1917-1979 


N MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME 

ADDRESS 

CITY  AND  STATE 


NAME 

ADDRESS 

CITY  AND  STATE 
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WHEN CAN 
$40jOOO 

COSTONiy 

$46,000? 


Find  out  from  your  free  computerized  analysis 
comparing  the  after-tax  cost  of  a sale/leaseback 
with  a bank  loan. 

This  information  is  custom-tailored  to  your 
individual  financial  profile.  You’ll  learn  how  to 
convert  your  office  equipment  into  immediate 
cash— up  to  $100,000.  Since  leaseback 
payments  are  tax-deductible,  many  health 


professionals  in  your  tax  bracket  prefer  this 
confidential  transaction  to  a bank  loan.  To  put 
our  computer  to  work  for  you,  call  collect  in 
California  (213)  475-0304.  Or  use  the  toll-free 
number  below.  , jn-vr*! 

HEMPEL 

FINANCIAL  CORPORATION 


18001 421-7177 


10880  Wilshire  Blvd. 
Los  Angeles,  CA  90024 


United  Way 

'^KS....i«iiuofus 


The 
finest 
chess 
device 
money 
can  buy 
is  only 
$34.95 


Amazing  new  CYBERCHESS.  "The  most  inge- 
nious concept  in  chess,"  say  the  experts.  Far 
superior  to  splashy-priced  computers  that  won  t 
grade  or  evaluate  your  moves.  Programmed  by 
DSCF-rated  chess  masters,  CYBERCHESS  plays 
and  teaches  at  any  of  8 levels  you  select  — from 
novice  to  pro. 

It  rewards  brilliant  moves,  penalizes  lax  play, 
and  tells  you  exactly  why  your  move  is  either 
sparking  orsour.  Framed  in  brushed  aluminum 
and  covered  in  handsome  rich  leatherlike  vinyl, 
CYBERCHESS  comes  complete  with  full  12- 
game  programming.  If  it  doesn't  illuminate  your 
game  within  10  days,  return  it  for  full  prompt 
refund. 

CVBEH  ENTERPRISES 

17517  Fabrica  Way,  Box  2066,  Cerritos,  CA  90701 
CREDIT  CARD  CUSTOMERS  MAY  CALL  714-523-8382 


Mall  to:  CYBER  Enterprises,  Dept  S26, 17517  Fabrica  Way 
Box  2066,  Cerritos,  CA  90701 

YES,  please  send  me  CYBERCHESS  I enclose  my  check 
for  $34  95,  plus  $2  00  for  postage  and  handling 
Calif  deliveries,  please  add  $2  1 0 tax 

n Charge  BA,  MC  acct  # 

exp 

Name 

Address  


City State Zip 
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Doctor... 

beware  the  noiseless  foot  of  time. 


...the  thief  that  can  steal  away  those  hopes  <|nd 
dreamli^that  made  you  become  a physician,  intakes  < 
so  lc^s|.  Years  of  hard  study.  Internship.  Resld^cy. 
Your  costly  investment  can  and  should  pay  hand- 
sc^ff^  dividends  in  satisfaction.  Material  rewards. If 
Is  an  enemy,  let  LIFEMARK  be  your  friend.  Ouf 
^ community  hospitals  In  Sun  Belt  cities  offer  any 
/lifestyle  you  and  your  family  prefer.  Let  us  help  you 
istablish  your  private  practice  in  the  one  of  your 
choice.  Then  time  can  work  for  you. 

Call  collect  for  complete  Information  about  our  con- 
fidential service.  Address  your  Curriculum  Vitae  to: 
Director  Physician  Relations. 


UFEMARK. 


Hospitals,  Inc. 


P.O.  Box  3448  Houston,  Texas  77001 
(713)621-8131 

An  Equal  Opportunity  Employer 
Male/Female/Handicapped 


^ The  art  of  the  heart... 

“Greek  Heart”.  19th  century' 
Greek  ex-voto  heart  from 
Mykonos. 


Persantine  is  a non-nitrate 
coronary  vasodilator,  with 
no  known  contraindications 
for  the  long-term  therapy 
of  chronic  angina  pectoris'_ 
The  key  to  Persantine  efficac 
give  enough. . .long  enough 


(dcvrdamde) 


‘INDICATIONS— Based  on  a review  of  this 
drug  by  the  National  Academy  of  Science- 
National  Research  Council  and/or  other  in- 
formation. FDA  has  classified  the  indication 
as  follows: 

"Possibly " effective:  For  long-term  therapy 
of  chronic  angina  pectoris.  Prolonged 
therapy  may  reduce  the  frequency  or  elim- 
inate anginal  episodes,  improve  exercise 
tolerance,  and  reduce  nitroglycerin  require- 
ments. The  drug  is  not  intended  to  abort  the 
acute  anginal  attack. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 


CONTRAINDICATIONS-No  specific  contra- 
indications are  known 

PRECAUTIONS— Since  excessive  doses  can 
produce  peripheral  vasodilation,  the  drug 
should  be  used  cautiously  in  patients  with 
hypotension. 

ADVERSE  REACTIONS— Adverse  reactions 
are  minimal  and  transient  at  recommended 
dosages.  Instances  of  headache,  dizziness, 
nausea,  flushing,  weakness  or  syncope,  mild 
gastrointestinal  distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases  of  what 
appeared  to  be  an  aggravation  of  angina  pec- 
toris have  been  reported,  usually  at  the  initia- 
tion of  therapy.  On  those  uncommon  occasions 
when  adverse  reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medication  has 
been  followed  promptly  by  cessation  of  unde- 
sirable symptoms 

DOSAGE  AND  ADMINISTRATION-The  rec- 
ommended dosage  is  50  mg  (2  tablets)  three 
times  a day,  taken  at  least  one  hour  before 
meals.  In  some  cases  higher  doses  may  be  nec- 
essary but  a significantly  increased  incidence 
of  side  effects  is  associated  with  increased  dos- 
age. Clinical  response  may  not  be  evident 
before  the  second  or  third  month  of  continuous 
therapy. 

Tablets  of  25  mg 

For  complete  details,  please  see  the  full  pre- 
scribing information. 


Boehringer  Ingeiheim 

Boehrlnger  Ingeiheim  Ltd 
Ridgefield,  CT  06877 


Friday  and  Saturday 
October  j9  and  20, 1979 
St  Elizabeth  Hospital 
i Beaumont,  Texas 


Purpose 

To  review  recent  advances  in  diagnostic  and  therapeutic 
techniques  in  cardiology  in  sufficient  depth  to  aid  the 
physician’s  management  of  coronary  heart  disease. 

Objectives 

By  participating  in  this  course,  the  participants  will  be 
given  the  opportunity  to: 

1 . Update  their  knowledge  and  skills  in  the  diagnosis  and 
treatment  of  coronary  heart  disease,  especially  angina 
pectoris  and  myocardial  infarction. 

2.  Review  present  day  management  of  hypertension, 
pacemakers,  cerebrovascular  insufficiency  and  peri- 
pheral vascular  insufficiency. 

Charles  H.  Moore,  M.D. 

T.  A.  Lombardo,  M.D. 
Co-Directors 

Faculty 

James  A.  Allums,  M.D.  Fallon  T.  Gordon,  M.D. 
George  W.  Barclay,  M.D.  James  B.  Ivers,  M.D. 

A.  B.  Brady,  M.D.  T.  Joseph  Reeves,  M.D, 

John  I.  Davis,  M.D.  R.  Leldon  Sweet,  M.D. 

Registration  Fee  — $125.00 
Registration  is  limited 

For  further  information  call 
1-713-892-7171  ext.  4704 

Or  write: 

Attention:  Dr.  T.  A.  Lombardo 
St.  Elizabeth  Hospital 
P.  O.  Box  5405 
Beaumont,  Texas  77702 
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Reich  PR:  Hematology:  Physiopathologic  Basis  for  Clini- 
cal Practice.  Boston,  Little,  Brown  and  Company,  1978. 
Stewart  WD,  Danto  JL,  Maddin  S:  Dermatology:  Diag- 
nosis and  Treatment  of  Cutaneous  Disorders,  ed  4.  Saint 
Louis,  The  C.  V.  Mosby  Company,  1978. 

Swazey  JP,  Reeds  K:  Today’s  Medicine,  Tomorrow’s  Sci- 
ence: Essays  on  Paths  of  Discovery  in  the  Biomedical 
Sciences.  US  Department  of  Health,  Education,  and  Wel- 


fare, DHEW  Publication  No  (NIH)  78-244,  Public  Health 
Service,  National  Institutes  of  Health,  1978. 

Wolberg  LR:  The  Technique  of  Psychotherapy , ed  3.  New 
York,  Grune  & Stratton,  1977,  parts  1 & 2. 

In  the  Audiovisuals  Collection 

Ammann  AJ:  Clinical  Immunology:  Basic  Immunology: 
B-Cell  Immunity,  New  York,  Medcom,  69  slides,  1 audio- 
cassette, 41  minutes,  and  study  guide,  1978,  part  1. 
Ammann  AJ:  Clinical  Immunology:  Basic  Immunology: 
T-Cell  Immunity,  Phagocytosis  and  Complement.  New 
York,  Medcom,  52  slides,  1 audiocassette,  36  minutes, 
and  study  guide,  1978,  part  2. 

Bowie  EJW,  Owen  CA:  The  Bleeding  Diseases:  History, 
Physical  Examination,  and  Platelet  Diseases.  New  York, 
Medcom,  49  slides,  1 audiocassette,  40  minutes,  and 
study  guide,  1978,  part  1. 

Bowie  EJW,  Owen  CA:  The  Bleeding  Diseases:  Blood 
Coagulation.  New  York,  Medcom,  51  slides,  1 audio- 
cassette, 45  minutes,  and  study  guide,  1978,  part  2. 
Chung  EK;  Clinical  Electrocardiography:  Hotter  Monitor 
Electrocardiography.  New  York,  Medcom,  46  slides,  2 
audiocassettes,  48  minutes,  and  study  guide,  1978, 
part  10. 

Chung  EK:  Clinical  Electrocardiography:  Exercise  Elec- 
trocardiography. New  York,  Medcom,  52  slides,  2 audio- 
cassettes, 57  minutes,  and  study  guide,  1978,  part  9. 
Cooper  T,  Newman  E:  The  Consequences  of  Stress:  The 
Medical  and  Social  Implications  of  Prescribing  Tran- 
quilizers. Health  Learning  Systems,  Inc,  1 audiocassette, 
36  minutes,  1978. 


TEXAS  MEDICINE 


Continuing  Medical  Education  Programs 


■ Credit;  A.MA  Category  I,  A.A.F.P.,  A.C.E.P.* 

■ Faculty:  Conduaed  by  nationally-renowned  cardiologists 

■ Place:  2'/?  day  weekend  seminars  held  in  over  thirty  metropolitan 
and  resort  locations  throughout  the  U S. 


W 


*Cardiac  Ischemia 
& Arrhythmlas- 
Cument  Concepts 


Coronary  Disease,  Cardiac 

Exercise  Testing  & Rehabilitation 

Cardiac  Rehabilitation 


*ECG  Interpretation 
& Arrhythmia 
Management 


November  2-4 
San  Francisco,  CA 

December  7-9 
Atlanta.  GA 


November  2-4 
New  Orleans,  LA 

December  7-9 
Las  Vegas,  NV 


December  7-9 
Dallas,  TX 


1980 


November  2-4 
St.  Petersburg,  FL 

November  30-December  2 
Cincinnati,  OH 


1980 


1980 


January  25-27  December  7-9 

New  Orleans,  LA  Phoenix,  AZ 


February  I -3 

January  25-27 

December  7-9 

San  Diego.  CA 

Miami,  FL 

Chicago,  IL 

March  21-23 

February  8-10 

Las  Vegas.  NV 

Scottsdale.  AZ 

1980 

February  22-24 

January  25-27 

Las  Vegas,  NV 

Las  Vegas,  NV 

March  21-23 

February  29-March  2 

Chicago.  IL 

Ft.  Lauderdale,  FL 

■ For  information  on  these  and  other  courses,  contact 

Direaor  of  CME.  Dept  7,  International  Medical  Education  Corporation 

64  Inverness  Dnve  East  Englewood,  Colorado  80112 

Telephone:  (303)  773-1 144  or  Toll  Free  (800)  525-8646,  ext  236 


March  21-23 
San  Francisco,  CA 

March  21-23 
New  Orleans,  LA 


s. 


(ized 


eruice 


in 

PROFESSIONAL  LIABILITY  INSURANCE 

Li^L  marL  distinction 


iS  a 


Since  1899 


Professional  Protection  Exclusively  since  1899 

TEXAS  REPRESENTATIVE 

Arthur  F.  Ennis,  Jr.,  Bruce  C.  Crim,  Keith  H.  Prince  and  Charles  F.  Curtice,  Suite  415  Medical  Tower, 

712  N.  Washington,  Dallas  75246  Telephone  (214)  821-4640 

L.  Wayne  Kirk,  7887  Katy  Freeway,  Suite  255,  Houston  77024  Telephone  (713)  682-8024 

Michael  C.  Rollans,  Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216  Telephone  (512)  344-5901 
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MEETINGS  AND  CONTINUING 
EDUCATION  COURSES 


CURRENT  MEETINGS 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS.  “A  Special  Decade, 
1969-1979,”  is  the  theme  of  the  31st  annual  scientific  assembly  of  the 
American  Academy  of  Family  Physicians  scheduled  for  Oct  8-11, 1979,  in 
I Atlanta.  The  Academy  will  be  observing  its  10th  anniversary  noting  the 
establishment  of  family  practice  as  a recognized  medical  specialty.  The 
assembly  will  feature  19  renowned  physicians  which  will  address  such 
topics  as,  “Prevention  of  Sports  Injuries,”  “Exercise  Stress  Testing:  An 
Overview,”  and  “The  Business  Side  of  Medicine.”  The  program  will  also 
j include  clinical  seminars,  continuing  education  courses,  live  teaching 
j demonstrations,  fracture  demonstrations,  and  scientific  and  technical  ex- 
1 hibits.  Contact:  Roger  Tusken,  1740  W 92  St,  Kansas  City,  MO  64114. 

AMERICAN  ACADEMY  OF  PEDIATRICS.  Drug  abuse,  infant  nutrition, 

I sports  medicine,  adolescent  homosexuality,  child  development,  and  learn- 
I ing  disorders  will  be  among  the  topics  discussed  at  the  48th  annual  meet- 
ing of  the  American  Academy  of  Pediatrics  Oct  13-18,  1979,  in  San 
j Francisco.  The  scientific  program  will  open  with  a series  of  seminars  on 
I such  subjects  as  infectious  diseases,  congenital  heart  disease,  and 
! pediatric  orthopedics.  The  plenary  session  will  feature  a series  of 
presentations  on  child  health  care  around  the  world.  Other  activities  in- 
clude round  table  discussions,  practice  workshops,  and  panel  discussions. 
Contact:  R G Frazier,  MD,  1801  Hinman  Ave,  Evanston,  IL  60204. 

INTERNATIONAL  CONFERENCE  ON  LEGAL  ASPECTS  OF  HEALTH 
CARE  FOR  CHILDREN.  The  American  Society  of  Law  & Medicine,  Cana- 
dian Institute  for  Law  & Medicine,  and  the  Northwest  Institute  of  Ethics  and 
Life  Sciences  will  sponsor,  during  the  International  Year  of  the  Child,  an 
unprecedented  international  conference  entitled,  “Legal  Aspects  of  Health 
Care  for  Children.”  The  conference  is  scheduled  for  Oct  25-27  in  Toronto 
and  will  address  a variety  of  timely  and  perplexing  legal  and  ethical  issues 
impacting  the  delivery  of  health  care  services  for  children.  Among  the 
major  issues  to  be  discussed  are  child  abuse  and  neglect,  experimentation 
with  children,  sterilization  of  the  incompetent  minor,  euthanasia  and  the 
defective  newborn,  and  the  pregnant  minor:  abortion  and  contraception.  In 
addition  the  conference  will  include  a variety  of  workshop  sessions.  Con- 
tact: 520  Commonwealth  Ave,  Suite  211,  Boston,  MA  02215. 


1 


CALENDAR  OF  MEETINGS 

■ Denotes  Texas  Meetings 

OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY 

PHYSICIANS 

Atlanta.  Oct  8-11,  1979 

Roger  Tusken.  1740  West  92  Street,  Kansas 

City,  MO  64114 

■ AMERICAN  ACADEMY  OF 
OTOLARYNGOLOGY 
Dallas,  Oct  7-11, 1979 

C M Koss,  MD,  15  Second  Street  SW, 
Rochester,  MN  55901 

AMERICAN  ACADEMY  OF  PEDIATRICS 
San  Francisco,  Oct  13-18, 1979 
R G Frazier,  MD,  1801  Hinman  Ave,  Evanston. 
I L 60204 

AMERICAN  COLLEGE  OF 

GASTROENTEROLOGY 

Anaheim,  Ca,  Oct  22-27,  1979 

Daniel  Weiss,  299  Broadway,  New  York.  NY 

AMERICAN  COLLEGE  OF  SURGEONS 
Chicago,  Oct  21-26,  1979 
C Rollins  Hanlon.  MD,  55  East  Erie  Street. 
Chicago,  IL  60611 

■ AMERICAN  DENTAL  ASSOCIATION 
Dallas,  Oct  21-25,  1979 

John  M,  Coady,  MD,  211  E Chicago  Ave, 
Chicago,  IL  60611 

AMERICAN  DIETETIC  ASSOCIATION 
Las  Vegas,  Oct  22-26,  1979 
Clara  Zempel,  RD,  430  North  Michigan  Ave, 
Chicago,  IL  6061 1 

AMERICAN  GROUP  PRACTICE 
ASSOCIATION 

New  Orleans.  Oct  28-Nov  2,  1979 

W G Davis,  MD,  20  S Quaker,  Alexandria,  VA 

22314 

AMERICAN  HUMANE  ASSOCIATION 
Milwaukee,  Wis,  Oct  17-20, 1979 
Kathern  Bond,  5351  S Roslyn  St,  Englewood, 
CO  80110 

AMERICAN  MEDICAL  RECORD 
ASSOCIATION 

Washington,  DC.  Oct  21-26,  1979 

Mary  Waterstraat,  875  N Michigan  Ave  #1850, 

Chicago.  IL  6061 1 

AMERICAN  SCHOOL  HEALTH 

ASSOCIATION 

San  Diego,  Oct  17-21, 1979 

S J derrick,  MD,  Box  708,  Kent,  OH  44240 

AMERICAN  SOCIETY  OF  CLINICAL 

PATHOLOGISTS 

Las  Vegas,  Oct  25-Nov  2, 1979 

Patrick  Raleigh,  Convention  Mgr,  ASCP,  2100 

W Harrison  St.  Chicago,  IL  60612 

AMERICAN  SOCIETY  OF  CYTOLOGY 
San  Francisco,  Oct  30-Nov  3,  1979 
Warren  Lang,  MD,  130  S 9th  St  Suite  1006, 
Philadelphia,  PA  19107 
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AMERICAN  SOCIETY  OF  MAXILLOFACIAL 

SURGEONS 

Toronto,  Oct  9-14,  1979 

Chas  A Janda,  120  Oakbrook  Center  Mall, 

Oakbrook,  IL  94301 

AMERICAN  SOCIETY  OF  PLASTIC  AND 
RECONSTRUCTIVE  SURGEONS 
Toronto,  Oct  9-14,  1979 
Dallas  F Whaley,  CAE,  29  E Madison, 
Chicago,  IL  60602 

COLLEGE  OF  AMERICAN  PATHOLOGISTS 
Las  Vegas,  Oct  25-Nov  2, 1979 
Howard  E Cartwright,  7400  N Skokie  Blvd, 
Skokie,  IL  60077 

INTERNATIONAL  CONFERENCE  ON  LEGAL 
ASPECTS  OF  HEALTH  CARE  FOR  CHILDREN 
Toronto,  Oct  25-27,  1979 
520  Commonwealth  Ave,  Suite  211,  Boston, 
MA  02215 

LEUKEMIA  SOCIETY  OF  AMERICA 

Atlanta,  Oct  18-20,  1979 

Meade  P Brown,  21 1 E 43rd  St,  New  York,  NY 

10017 

SOCIETY  FOR  CLINICAL  & EXPERIMENTAL 
HYPNOSIS 

Denver,  Oct  23-28,  1979 

Marion  Kenn,  129-A  Kings  Park  Dr,  Liverpool, 

NY  13088 


NOVEMBER 

AMERICAN  ACADEMY  OF 

OPHTHALMOLOGY 

San  Francisco.  Nov  5-9. 1979 

Faye  Anderson,  15  Second  St,  SW,  Rochester, 

MN  55901 

AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  & REHABILITATION 
Honolulu.  Nov  11-16,  1979 
Creston  C Herold,  30  N Michigan,  Suite  922.- 
Chlcago,  IL  60602 

AMERICAN  ASSOCIATION  OF  BLOOD 
BANKS 

Las  Vegas,  Nov  3-8,  1979 

William  Samuels.  1828  L St,  NW.  Washington, 

DC  20036 

AMERICAN  ASSOCIATION  FOR  CANCER 
EDUCATION 

Newark,  NJ,  Nov  29-Dec  1. 1979 
John  Horton,  MB.  ChB,  Albany  Medical 
College.  Albany,  NY 

AMERICAN  ASSOCIATION  FOR  THE  STUDY 
OF  LIVER  DISEASES 
Chicago,  Nov  5-8, 1979 
Marcus  Rothschild,  MD,  VA  Medical  Center, 
New  York,  NY  10010 

AMERICAN  CANCER  SOCIETY 

New  York.  Nov  8-10, 1979 

Lane  W Adams,  777  Third  Ave.  New  York,  NY 

10017 

AMERICAN  COLLEGE  OF  CHEMOSURGERY 
Chicago,  Nov  29-30,  1979 
Gerald  Bernstein.  MD,  5420  Barnes  Ave  NW. 
Seattle,  WA  98107 

■ AMERICAN  COLLEGE  OE  CHEST 
PHYSICIANS 

Houston.  Nov  4-8,  1979 

Dale  Brady,  91 1 Busse  Highway,  Park  Ridge. 

I L 60068 

AMERICAN  CONGRESS  OF 
REHABILITATION  MEDICINE 
Honolulu,  Nov  11-16,  1979 
Creston  C Herold,  30  N Michigan  Ave, 
Chicago,  IL  60602 

■ AMERICAN  MEDICAL  ASSOCIATION,  Risk 
Control  in  Patient  Care 

San  Antonio,  Nov  9-10.  1979 

AMA,  535  North  Dearborn.  Chicago,  IL  60610 

AMERICAN  MEDICAL  WOMEN'S 
ASSOCIATION,  INC, 

Albuquerque,  Nov  7-11,  1979 

Lorraine  Loesel,  1740  Broadway,  New  York, 

NY  10019 


AMERICAN  PUBLIC  HEALTH  ASSOCIATION 
New  York.  Nov  4-8.  1979 
John  H,  Romani.  PhD,  1015  15th  St,  NW, 
Washington.  DC  20005 

ASSOCIATION  FOR  ACADEMIC  SURGERY 
Great  Gorge,  NJ.  Nov  5-7,  1979 
Everett  Sugarbaker,  MD,  Dept  of  Surgery, 
University  of  Miami  School  of  Medicine, 

Box  016310,  Miami,  FL  33101 

ASSOCIATION  OF  AMERICAN  MEDICAL 
COLLEGES 

Washington,  DC,  Nov  3-8 

AAMC,  One  Dupont  Circle,  NW,  Washington. 

DC  20036 

CENTRAL  SOCIETY  FOR  CLINICAL 
RESEARCH 

Chicago,  Nov  1-3,  1979 

Gilbert  Schiff,  2141  Auburn.  Cincinnati,  OH 

45219 

NATIONAL  FIRE  PROTECTION 

ASSOCIATION 

Phoenix,  Nov  12-14,  1979 

Charles  S Morgan,  470  Atlantic  Ave,  Boston, 

M A 02210 

SOCIETY  FOR  COMPUTER  MEDICINE 
Atlanta.  Nov  8-10,  1979 
M J Miller,  JD,  1901  N Ft  Myer  Drive  #602. 
Arlington.  VA  22209 

SOUTHERN  MEDICAL  ASSOCIATION 
Las  Vegas,  Nov  4-7, 1979 
Robert  F Butts,  2601  Highland  Ave, 
Birmingham,  AL  35205 

■ SOUTHWESTERN  GYNECOLOGIC 
ASSEMBLY 

Dallas,  Nov  29-Dec  1,  1979 

Diane  Averna,  3630  Noble  Ave,  Dallas,  TX 

75204 

■ TEXAS  DISTRICT  BRANCH  AMERICAN 
PSYCHIATRIC  ASSOCIATION 

Austin,  Nov  8-11,  1979 

Ins  Wenzel.  1905  N Lamar  Blvd.  Austin,  TX 

78705 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY 
AND  OTOLARYNGOLOGY 

Austin,  Nov  29-Dec  1,  1979 

John  E Eisenlohr,  MD.  2811  Lemmon,  Dallas, 

TX  75204 

WESTERN  SURGICAL  ASSOCIATION 
Colorado  Springs,  Colo.  Nov  1 1-14,  1979 
Paul  Hodgson.  MD,  University  of  Nebraska 
Medical  Center,  42nd  & Dewey  Streets, 
Omaha.  NE  68105 


DECEMBER 

AMERICAN  ASSOCIATION  FOR 

RESPIRATORY  THERAPY 

Washington,  DC,  Dec  1-4,  1979 

Sandra  Parkison,  741 1 Hines  Place,  Dallas,  TX 

75235 

AMERICAN  MEDICAL  ASSOCIATION 

Honolulu,  Dec  2-5,  1979 

535  N Dearborn  St.  Chicago,  IL  60610 

■ TEXAS  ACADEMY  OF  THE  AMERICAN 
COLLEGE  OF  PHYSICIANS 

San  Antonio,  Dec  6-7,  1979 

Charles  I Biltz,  MD,  Box  841,  Corsicana,  TX 

75110 

■ TEXAS  SOCIETY  OF  INTERNAL  MEDICINE 
San  Antonio,  Dec  7.  1979 

Iris  Wenzel,  1905  N Lamar,  Austin.  TX  78705 


Cards  requesting  information  on  medical 
meetings  are  sent  monthly  to  medical  orga- 
nizations which  are  on  file.  If  your  medical 
organization  is  not  listed,  please  send  meet- 
ing information  to  "Meetings,"  Patricia  Jeter, 
1905  N Lamar  Blvd,  Austin,  TX  78705. 


COURSES 

AMERICAN  MEDICAL  ASSOCIATION, 
Regional  Continuing  Medical  Education 
Program  is  scheduled  in  Honolulu,  Hawaii, 
Oct  8-12.  More  than  30  CME  courses  will  be 
presented  offering  an  opportunity  for 
physicians  to  earn  up  to  25  hours  of  Category 
1 credit  of  the  AMA  Physician's  Recognition 
Award  Courses  are  offered  in  such  specialty 
areas  as  cardiology,  internal  medicine, 
obstetrics-gynecology,  family  practice, 
pediatrics,  and  general  surgery.  In  addition, 
there  will  be  a new  Video  Clinic  featured  each 
day  Contact  AMA  Council  on  Continuing 
Physician  Education,  535  North  Dearborn, 
Chicago,  IL  60610 

OCTOBER 

Basic  Sciences: Microbiology  & 
Immunology 

Title  A Review  of  Clinical  Microbiology  / A 
Review  of  Clinical  Hematology 

Location  of  course  Baylor  University  Medical 
Center,  Dallas 

Date  Oct  14-21,  1979 

Fee  Hematology,  $150;  residents,  $100: 
Microbiology,  $185,  residents.  $125 

Credit  Category  1,  AMA  Physician's 
Recognition  Award,  25  hours 

Contact  Carolyn  Saunders,  PhD,  A Webb 
Roberts  Center  for  Continuing  Education. 
3500  Gaston  Avenue,  Dallas.  TX  75246 


Genera!  Medicine 


Title  Asbestos-Associated  Diseases 

Location  of  course  Jesse  H Jones  Library 
Building  Auditorium.  Houston 

Date  Oct  11-13,  1979 

Contact, Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


Title,  A Workshop  in  Soft  Tissue  Surgery 

Location  of  course  UT  Health  Science  Center 
at  Dallas 

Date  Oct  12-14.  1979 

Fee  $300,  physicians;  $200,  residents 

Credit  Category  1,  AMA  Physician's 
Recognition  Award;  21  hours 

Contact,  George  J Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UTHSC  at  Dallas,  5323 
Harry  Hines  Blvd.  Dallas,  TX  75235 


Title  Basic  Life  Support  for  Physicians 

Location  of  course  UT  Health  Science  Center 
at  San  Antonio 

Date  Oct  16,  1979 

Credit  Category  1,  AMA  Physician's 
Recognition  Award;  4 hours 

Contact  Office  of  Continuing  Education 
Services,  UTHSC  at  San  Antonio.  7703  Floyd 
Curl  Drive,  San  Antonio,  TX  78284 


Title:  Advanced  Life  Support  Course-Provider 
Level 

Location  of  course:  Weiss  Auditorium, 
Methodist  Hospital,  Dallas 

Date:  Oct  19-20,  1979 

Contact  Michael  Laman,  Methodist  Hospital, 
Box  225999,  Dallas,  TX  75265 
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Title  Biofeedback  and  Behavioral 
Medicine:  Annual  Meeting  of  the  Biofeedback 
Society  of  Texas 

Location  of  course : Plaza  Nacional  Hotel,  San 
Antonio 

Date  Oct  19-21,  1979 

Credit: Category  1,  AMA  Physician's 
Recognition  Award:  AAFP:  CEARP;  CEU: 
Category  2D,  AOA 

Contact . Office  of  Continuing  Education 
Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Drive,  San  Antonio,  TX  78284 


Title:  Traffic  Medicine  Seminar 

Location  of  course:  Bexar  County  Medical 
Association  Headquarters,  202  W.  French  PI, 
San  Antonio 

Date:  Oct  31,  1979 

Fee:  $20 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award 

Contact:  Lee  N Hames,  AMA,  535  N Dearborn 
St,  Chicago,  IL  60610 


Obstetrics  & Gynecology 

Title:  What's  New  & Important  in 
Obstetrics  / Gynecology 

Location  of  course  :Zale  Lecture  Hall,  UT 
Health  Science  Center  at  Dallas 

Date:  Oct  16-20,  1979 

Credit  Category  1,  AMA  Physician's 
Recognition  Award,  36  hours:  ACOG, 
Complete,  36  Cognates:  Basic,  30  Cognates: 
Gynecologic  pathology,  6 Cognates 

Contact: Office  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 


Title: Second  Annual  Comprehensive  Review 
of  Obstetrics  and  Gynecology 

Location  of  course: Marriott  Hotel  at  the 
Astrodome,  Houston 

Date  Oct  26-31,  1979 

Contact : Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


Radiology  & Radioisotopes 

Title.  Computed  Tomography  and 
Ultrasound — Current  Applications 

Location  of  course  . Room  3001,  UT  Medical 
School,  Houston 

Date  Oct  10-12,  1979 

Fee:$100,  physicians:  $50,  interns,  residents, 
and  fellows  with  letter  from  department  head 

Credit  Category  1,  AMA  Physician's 
Recognition  Award 

Contact  Joanne  Marshall,  UT  Medical 
School,  Office  of  Continuing  Education,  Box 
20708,  Houston,  TX  77025 


Title  Neuroradiology  and  CT  Scanning  for  the 
Practicing  Radiologist 

Location  of  course: Fairmont  Hotel,  Dallas 

Date  , Oct  2^-28,  1979 

Fee : $290 


Credit  Category  1,  AMA  Physician's 
Recognition  Award:  18  hours 

Contact: Carolyn  Kirk,  Dir,  Postgraduate 
Education,  Dept  of  Radiology,  UT 
Southwestern  Medical  School,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235 


NOVEMBER 


General  Medicine 


Title:  Traffic  Medicine  Seminar 

Location  of  course:  Texas  Medical 
Association  Headquarters,  1801  N Lamar 
Blvd,  Austin 

Date:  Nov  1,  1979 

Fee:  $20 

Credit.  Category  1,  AMA  Physician's 
Recognition  Award 

Contact:  Lee  N Hames,  AMA,  535  N Dearborn 
St,  Chicago,  IL  60610 


Title:  BAY-CAP  IV — Physiology  and 
Pharmacology  of  the  Perioperative  Period 

Location  of  course:  Marriott  Hotel  at  the 
Astrodome,  Houston 

Date:  Nov  8-9,  1979 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


Title:  Musculoskeletal  Trauma  for  the  Primary 
Care  Physician 

Location  of  course:  McAllen  Civic  Center, 
McAllen 

Date:  Nov  8-10,  1979 

Fee:  $150  course  alone:  $175  includes 
optional  basic  life  support  course 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award:  AAFP  Prescribed:  AOA 
Category  2D,  13  hours:  Basic  Life  Support 
Course:  17  hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


Title:  Status  of  Curability  of  Childhood 
Cancers 

Location  of  course:  Shamrock  Hilton  Hotel, 
Houston 

Date:  Nov  8-10,  1979 

Contact:  Stephen  C.  Stuyck,  Information 
Coordinator.  MD  Anderson  Hospital  and 
Tumor  Institute.  Houston,  TX  77030 


Title:  Maxillofacial  Trauma  Workshop — A 
Multidiscipline  Approach  to  Diagnosis  and 
Management  of  T rauma  to  the  Head  and  Neck 
Region 

Location  of  course:  UT  Health  Science  Center 
at  San  Antonio,  7703  Floyd  Curl  Dr.  San 
Antonio 

Date:  Nov  9-11,  1979 

Fee  $250,  nonmember  AAFPRS:  $200, 
member  AAFPRS:  $125,  resident-in-training 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award:  20  hours:  AGD 
participation  credit  for  dentists:  20  hours 


Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio.  7703  Floyd  Curl  Dr,  San  Antonio.  TX 
78284 


Title:  Introductory  and  Intermediate 
Hypnotherapy 

Location  of  course  Marriott  Hotel  at  the 
Astrodome,  Houston 

Date:  Nov  16-17,  1979 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


Title:  Basic  Life  Support  for  Physicians 

Location  of  course:  Room  N201,  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio 

Date:  Nov  20,  1979 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award:  AAFP  Prescribed:  4 
hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr.  San  Antonio,  TX 
78284 


Neurology 


Title:  Current  Therapy  of  Common 
Neurological  Disorders 

Location  of  course:  UT  Health  Science  Center 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas 

Date:  Nov  2-3,  1979 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award,  14  hours 

Contact:  George  J.  Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas.  TX  75235 


Obstetrics  & Gynecology 


Title:  Update  on  Obstetrics  and  Gynecology 
for  Family  and  General  Practitioners 

Location  of  course:  Stouffer's  Greenway  Plaza 
Hotel,  Houston 

Date:  Nov  1-2,  1979 

Contact:  Office  of  Continuing  Education. 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


Title  The  Female  Breast:  What  the 
Gynecologist  Should  Know 

Location  of  course:  Sheraton-Dallas  Hotel, 
Southland  Center.  Dallas 

Date:  Nov  29-Dec  1,  1979 

Fee:  $150:  $50  lor  first  60  residents 

Credit:  ACOG.  25  Cognates:  Category  1,  AMA 
Physician's  Recognition  Award:  15  hours 

Contact:  Hanwin  B.  Jamison,  MD,  3630  Noble 
Ave,  Dallas,  TX  75204 


TEXAS  MEDICINE 


Ophthalmology 

General  Medicine 

Title;  Contact  Lens  Technology  Course 

Title:  Basic  Life  Support  for  Physicians 

Location  of  course:  Baylor  College  ol 

Medicine,  Houston 

Date:  Nov  30-Dec  2.  1979 

Locafion  of  course:  Auditorium,  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio 

Date:  Dec  18,  1979 

Fee:  $200 

Credit:  Category  1,  AMA  Physician's 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award;  4 hours 

Recognition  Award:  20  hours 

Contact:  Office  of  Continuing  Education, 

Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 

Contact:  Office  of  Confinuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 

Pathology 

Pathology 

Title:  Clinical  Laboratory  Improvement 

Seminar 

Title:  Tumors  of  Soft  Tissues 

Location  of  course:  Galleria  Plaza,  Houston 

Location  of  course:  Auditorium,  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio 

Date:  Nov  30,  1979 

Fee:  $150 

Date:  Dec  8,  1979 

Fee:  $40 

Credit:  Category  1,  AMA  Physician's 

Recognition  Award;  5 hours 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award,  6 hours 

Contact:  Frances  Ryan,  Department  of 

Inspection  and  Accreditation,  College  of 
American  Pathologists,  7400  N Skokie  Blvd, 
Skokie,  IL  60077 

Contact:  Office  of  Confinuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 

Psychiatry 

Psychiatry 

Title:  Phenomenology  and  Treatment  of 
Psychophysiological  Disorders 

Location  of  course:  Marriott  Hotel  at  the 

Title;  Phenomenology  and  Treatment  of 
Sexual  Disorders 

Astrodome,  Houston 

Date:  Nov  29-30,  1979 

Location  of  course:  Baylor  College  of 
Medicine,  Houslon 

Date:  Dec  13-14,  1979 

Contact:  Office  of  Continuing  Education, 

Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 

Credit  AAFP  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award;  16  hours 

Surgery 

Title:  2nd  Annual  Seminar  in  Surgery — The 
Nutritional  Support  of  the  Surgical  Patient 

Location  of  course:  3001  Medical  School  Main 
Bldg,  UT  Medical  School,  Houslon 

Date:  Nov  29-Dec  1,  1979 

Fee:  $225,  practicing  physicians;  $100, 
residents 

Credit:  Category  1,  AMA  Physician's 

Recognition  Award;  17  hours 

Contact:  Joanne  Marshall,  Office  of 

Continuing  Education,  UT  Medical  School, 

Box  20708,  Houston,  TX  77025 

DECEMBER 

Cardiovascular  Disease 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 

Title:  Selected  Topic  in  Cardiology 

Location  of  course:  St  Joseph  Hospital  and 
Methodist  Hospital,  Houston 

Date;  Dec  5-6,  1979 

Credit:  Category  1.  AMA  Physician's 

Recognition  Award 

Contact:  Office  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston.  Box 

20367.  Houston.  TX  77025 

The  "Meetings  and  Continuing  Education 
Courses"  section  is  prepared  by  Ms  Patricia 
Jeter,  administrative  assistant  for  confinuing 
medical  education,  Texas  Medicine  De- 
partment. 
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THE  AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS 
ANNOUNCES  THE 

45TH  ANNUAL  SCIENTIFIC  ASSEMBLY 


HOUSTON,  TEXAS  NOVEMBER  4-8,  1979 


Hyatt  Regency  Hotel  and  the  Albert  Thomas  Convention  Center 


ASSEMBLY  HIGHLIGHTS 


SEVEN  MAJOR  SYMPOSIA 

• Isotopic  Imaging 

• Chronic  Obstructive 
Lung  Disease 

• New  Drugs  and  Treatment 
of  Cardiac  Arrhythmias 


• Thoracic  Surgery 

• Viral  and  Mycoplasmal 
Infections  of  the  Chest 

• The  Modern  Management  of 
Lung  Cancer 

• Cardiac  Rehabilitation 


OTHER  PROGRAM  EEATURES 

• Monday  evening  Forum  Programs  • Fireside  Conferences  and  Controversies  • Interactive  Sessions  • Over 
40  Clinical  Colloquia  Sessions  • Original  Investigations  ♦ Special  Research  Session  • Luncheon  Panels 

• Sunrise  Sessions  • Motion  Picture  Clinics  • Technical  and  Scientific  Exhibits  • Multi-Media  Learning 
Center  • Three  Postgraduate  Courses  • Conference  for  Directors  of  Pulmonary  Training  Programs  • 30 
hours  Credit,  AMA  Category  1. 

For  further  information  write,  the  American  College  of  Chest  Physicians,  911  Busse  Highway,  Park  Ridge, 
Illinois  60068.  (312)  698-2200. 


TMA  Auxiliary  Insignia  Jewelry 

The  TMA  Auxiliary's  official  insignia,  adopted  in  1978,  is  now  available  as  a piece  of 
jewelry,  and  can  be  ordered  as  either  a 1"  diameter  pin  or  charm,  in  either  gold  or  silver. 
Prices  are  shown  on  the  order  form  below, 

A check  made  payable  to  Haltom  Industries,  Inc.  must  accompany  the  order  form;  send 
both  to  TMAA,  1801  North  Lamar,  Austin,  Texas  78701 , 

(Allow  three  weeks  for  delivery.) 


TO;  Haltom  Industries,  Inc.  c/oTMA  Auxiliary,  1801  North  Lamar,  Austin,  Texas  78701 

Send  to:  NAME  

ADDRESS  

CITY  STATE ZIP 


Please  send 14-K  pin/charm  @ $68.75  $ 

10-K  pin/charm  @ $55.25  

Gold-filled  pin/charm  @$16.50 

Sterling  silver  pin/charm  @ $13.25 

Sub  total $ 

5%  tax 

TOTAL  $ 
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I When  painful  spasm 

■^0'  is  the  presenting 

symptom . . . 


..in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


‘‘The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


♦This  drug  has  been  classified  "probably  " effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 


Merrell 
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Bentyr 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets.  Syrup,  Iniectlon 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion. FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (Irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE,  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-ettective  Indications 
requires  further  investigation 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatIc  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage:  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis,  myasthenia  gravis  WARNINGS,  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heaf  sfroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  In  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  In  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  w4h  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with  Autonomic  neuropathy  Hepatic  or  renal 
disease.  Ulcerative  colitis  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
foxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia:  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia:  palpitations; 
mydriasis:  cycloplegia,  increased  ocular  tension:  loss  of  taste, 
headache,  nervousness:  drowsiness;  weakness,  dizziness:  insom- 
nia: nausea,  vomiting:  impotence;  suppression  of  lactation,  con- 
stipation, bloated  feeling,  severe  allergic  reaction  or  drug 
idiosyncrasies  Including  anaphylaxis;  urticaria  and  other  dermal 
manifestations,  some  degree  of  menfal  confusion  and/or  excite- 
menf,  especially  in  elderly  persons,  and  decreased  sweating  With 
the  iniectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation,  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage  Bentyl  10  mg  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonluls  syrup  three  or  tour  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  lour  times  daily.  Infants  Vi 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water ) Bentyl  20  mg  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Injection.  Adults:  2 ml  (20  mg.)  every  (our  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  In  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  it  Bentyl 
with  Phenobarbital  has  been  ingested.  It  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1978 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC  , Swlftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES.  Division  of  Richardson-Merrell  Inc.,  Cincinnati, 
Ohio  45215,  U S A. 
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Starlite  Village 
Hospital 


Center  Point,  Texas 

Ph.  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 


physical,  mental  and  spiritual  treatment 


of  men  and  women  suffering  from 


alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  R.  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
James  T.  Lee.  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons.  M.D. 

Richard  H.  Moore,  M.D. 

Dalton  R.  Carpenter,  M.D. 

ORAL  SURGE'RY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D,S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
K.  Thomas  Bose,  M.D. 

Allison  S.  Yee,  M.D. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D.,  F.A.C.P, 

Preston  McCall,  M.D. 

Julian  C.  Sleeper.  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

Lowell  L.  Harvey,  M.D.,  Pulmonary 
John  A.  Caras,  M.D.,  Endocrinology 
Rick  Y.  Ho.,  M.D.,  Gastroenterology 
J.  Michael  Hilburn,  M.D.,  Neurology 
Samuel  C.  Waters,  M.D.,  Cardiology 

FAMILY  PRACTICE 
J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

Madeleine  Kent,  M.D. 

UROLOGY 

John  C.  Wurster.  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati.  Ohio  45215,  USA 


TEXAS  MEDICINE 


Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $17.50  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
I 5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Allergy 


HOUSTON  ALLERGY  CUNIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter.  MD,  FACA.  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA,  FAAA,  FAACIA* 
Warren  J,  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W,  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  ol  Pediatrics) 

*Diplomate  American  Board  ol  Allergy  & Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


McGovern  allergy  clinic 

Diagnosis  cmd  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Judith  H.  Marston,  PhD 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 

Theodore  J.  Hayv^ood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K,  Venugopalan,  MD 
Robert  E.  Smith,  MD 
James  A.  Ayers,  MD 
Eunice  W.  Chou,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Calvin  J.  McLerran,  PhD 
Michael  A.  McCormick,  PhD 
Glenna  M.  Kyle,  MS 
Iting  May  Lu,  MS 


IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

Herbert  C.  McKee,  PhD 
Richard  K.  Severs,  PhD 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
ALLIED  HEALTH  SCIENCES 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


FREDERICK  W.  GROVER.  MD  & ASSOCIATES 

Diplomate  of  the  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


PETER  B.  KAMIN.  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


ALLERGY  AND  IMMUNOLOGY  ASSOCIATES 
OF  TEXAS 

Thomas  R.  Woehler,  MD,  FAAA 

Diplomate  American  Board  Allergy  and  Immunology 
Zev  M.  Munk,  MD,  FRCP  (C) 

Royal  College  of  Physicians-Allergy  and  Immunology 
Diplomates  American  Board  of  Internal  Medicine 
3400  South  Gessner,  #105,  Houston,  Texas  77063 


Clinics 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  Allergy-Dermatology 
W.  A.  Crozier,  MD,  FACA,  Allergy-Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  MD,  PA  or  C.  David  Meadows,  MD,  PA 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012;  817  277-1161 


THE  FORT  WORTH  CUNIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE 
Kendra  J.  Belfi,  MD 
John  M.  Church,  MD 
Thomas  J.  Coleman,  MD 
Robert  R.  Dickey,  MD 
Ferd  E.  Garrison,  Jr,  MD 
Cortell  K.  Holsapple,  MD 
John  E.  Johnson,  Jr,  MD 
O.  M.  (Jack)  Phillips,  MD 


GENERAL  SURGERY 
John  H.  Sewell,  MD 
Robert  L.  Sewell,  MD 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  MD 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  MD 
Dixon  Presnall,  MD 
Harry  H.  Whipp,  MD 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


Baffled  by  medical-religious  beliefs? 

Find  answers  free  in  TMA's  handy  book 
"Faith  of  Our  Patients." 

Write:  Religion,  TMA,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 
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FIFTH  AVENUE  CLINIC 

G50  Fifth  Avenue,  Fort  Worth,  Texas 


Colon  & Rectal  Surgery 


MEDICINE 
Sidney  E.  Stout.  MD 
Frank  L.  Bynum.  MD 
Ed  Etier.  Jr.  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs.  MD 

RADIOLOGY 
Otto  H.  Grunow,  MD 


MALONE  AND  HOGAN  CUNIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-63G1 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
J.  W.  Tipton,  MD 


GENERAL  AND 
VASCULAR  SURGERY 
J.  E.  Mathews,  MD,  FACS 
N.  Rao,  MD,  FACS 


INTERNAL  MEDICINE 
I.  H.  Burnett,  Jr,  MD 
W.  A.  Riley,  MD 
R.  S.  Grillin,  MD 
V.  T.  Smith,  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
I.  W.  Kuykendall.  MD 


FAMILY  PRACTICE 
Brian  I.  Caplan,  MD 


PEDIATRICS 
J.  M.  Woodall,  MD 
B.  R.  Owen,  MD,  FAAP 
R.  Marc  Schwarz,  MD 


PSYCHOLOGY 
Ron  Cohorn,  PhD 

DERMATOLOGY 
Merrill  M.  Cooper,  MD 

RADIOLOGY  <S  NUCLEAR 
MEDICINE 
Buerk  Williams,  MD 
lohn  L.  Rhodes.  MD 

UROLOGY 

J.  W.  Cowan,  MD 

PODIATRY 
Bradford  Glass,  DPM 

PATHOLOGY 
Robert  R.  Rember,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M,  L.  Proler,  MD 

ADMINISTRATION 

R.  L.  Heith,  Administrator 


ALVIN  BALDWIN,  JR,  MD 

Diplomate  American  Board  oi  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  oi  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue.  Dallas.  Texas  75246 
Telephone  824*2573 


HUGH  C .WELSH,  MD 
Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


FT.  WORTH  PROCTOLOGIC  CUNIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas.  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


Dermatology 


RUGELEY  AND  BLASINGAME  CUNIC 

2100  North  Fulton  Street,  Wharton,  Texas 


Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  “Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little.  MD 

D.  W.  Samuelson,  MD 
lanet  L.  Strickland,  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 
C.  E.  Woodson,  MD 

PEDIATRICS 
F.  W.  Kolle,  MD 
F.  F.  Regueira,  MD 

GENERAL  SURGERY 
R.  B.  Caraway.  Jr.  MD 
W.  C.  Yankowsky,  MD 

UROLOGY 

H.  Z.  Fretz,  MD 
GYNECOLOGY 
J.  A.  Wall,  MD 


OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  MD 

H.  E.  Secor,  MD 
C.  I.  Landivar,  MD 

OPHTHALMOLOGY 
V.  A.  Black,  MD 
OTOLARYNGOLOGY 

I.  L.  Holcomb.  MD 
ORTHOPEDIC  SURGERY 

E.  T.  Smith,  MD 
ANESTHESIOLOGY 
C.  G.  Spears,  MD 
DENTISTRY 

J.  R.  Kieler,  Jr,  DDS 
PATHOLOGY— CONSULTANT 
H.  M.  Perches,  MD 
RADIOLOGY— CONSULTANT 
L.  D.  O'Gorman.  MD 


DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


GERALD  A.  CASID,  MD,  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd..  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas.  Texas  75230;  Telephone  214  661-7661 


HOUSTON  HEADACHE  CUNIC  WILLIS  I.  COTTEL,  MD 

Park  Plaza  Professional  Building,  1213  Hermann  Drive,  Practice  Limited  to  Skin  Cancer 

Suite  855,  Houston,  Texas  77004  Mohs'  Chemosurgery 

Telephone  713  528-1916 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
NEUROLOGY  Suite  1154,  Dallas,  Texas  75246;  214  827-5960 

Ninan  T.  Mathew,  MD,  FRCP(C) 


TEXAS  MEDICINE 


LUCIUS  P.  COOK.  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 

Medical  City  II,  Suite  2218,  7777  Forest  Lane 
Dallas,  Texas  75230;  214  G61-7G55 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin.  MD  Gene  P.  Ream.  MD  Mary  Jo  Montgomery.  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.), 

Downtown  "Overlooking  the  Alamo".  705  E.  Houston  St.. 

San  Antonio.  Texas  78205;  telephone  512  222-8651.  512  222-2001 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD.  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Doriman,  MD.  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive.  Dallas,  Texas  75231;  214  363-5535 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology.  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 
J.  Craig  Billinghurst.  MD 


NISAR  AHMED,  MD 

Gastroenterology,  Gastrointestinal  Endoscopy, 
Gastrointestinal  Oncology 

Twelve  Oaks  Tower,  Suite  930,  412G  Southwest  Freeway, 
Houston,  Texas  77027;  713  9G1-0115 


ZAVEN  H.  CHAKMAKIIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  <S  Metabolism 

3500  Gaston  Avenue.  Dallas.  Texas  75246 
Telephone  214  820-2216 

SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 

DONALD  H.  PEREZ.  MD 
Endocrinology 

Rosa  Verde  Towers.  Suite  1004.  San  Antonio,  Texas  78205; 
Telephone  512  226-9161;  226-9170 


SHERWYN  L.  SCHWARTZ,  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420,  San  Antonio,  Texas  78229 
512  690-8612 

ERIC  A.  ORZECK,  MD 

Diplomate.  American  Board  of  Internal  Medicine 

Internal  Medicine  & Endocrinology 

7800  Fannin,  Suite  508,  Houston,  Texas  77054;  713  797-9922 


Family  & General  Practice 


General  Surgery 

BURT  B.  SMITH,  MD,  FACS 
Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025;  523-8323 


BRYAN  V.  WILLIAMS,  MD.  FACS 

Diplomate  American  Board  of  Surgery 

General  Surgery 

150G  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002;  227-5505 


LeROY  J.  KLEINSASSER,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas.  Texas  75246;  821-2356 


ROBERT  J.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104;  335-8311 


ROBERT  M.  STECKLER,  MD 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3G00  Gaston  Avenue, 
Dallas,  Texas  7524G;  214  827-9880 


SAMUEL  SILVA.  MD 
Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas;  817  923-7374 


HOUSTON  SURGICAL  CONSULTANTS 

Robert  Davis,  MD,  FACS,  FRCS,  FICS 
Gail  E.  Burbridge.  MD 

Diplomates  of  the  American  Board  of  Surgery 

General  and  Vascular  Surgery 

430  Park  Plaza  Professional  Building, 

1213  Hermann  Drive.  Houston,  Texas  77004;  713  528-0597 
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Gynecology 


Neurology 


RAYMOND  H.  ABRAMS.  MD.  FACOG 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology- — Medical  and  Surgical 
Microsurgery 

Breast  Analysis  and  Therapy 

3434  Swiss  Avenue^  Suite  401,  Dallas,  Texas  75204 
Telephone  214  823-1063 


Hand  Surgery 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

William  H.  Fleming,  III,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J.  Kim,  MD 
Kasturi  A.  Kumar,  MD 
Lorenzo  Lorente,  MD 


L.  Lee  Lankford,  MD  and  Peter  R.  Carter,  MD 
HAND  SURGERY  ASSOCIATION 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3G00  Gaston  Avenue 
Dallas,  Texas  75246;  214  823-5351 


ROBERT  E.  BUNATA,  MD,  PA 
B.  I.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4516 
427  West  20th-  Suite  BlOO,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 
Adult  and  Pediatric  Neurology 
Electroencephalography,  Electromyography 

John  W.  Conwell,  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Presbyterian  Professional  Building  irSOO 

8210  Walnut  Hill  Lane.  Dallas,  Texas  75231;  214  361-9148 


Neurological  Surgery 


Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy  <S  Hypnotherapy 

G300  Hillcroft,  Suite  315,  Houston,  Texas  77081;  713  771-5809 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  W,  Robert  Hudgins,  MD 

Morris  Sanders,  MD  James  A.  Moody,  MD 

Ira  C.  Denton,  Jr,  MD  Jack  Woolf,  MD,  Consultant 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  G20, 
Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805,  Dallas,  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal.  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD.  Neurology  and  Electroencephalography 


Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 


Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Raymond  A.  LeBlanc,  MD 
Jack  E.  McCallum,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 


TEXAS  MEDICINE 


TEXAS  NEUROLOGICAL  INSTITUTE 
AT  DALLAS,  PA 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Neurological  Surgery 

James  E.  Bland,  MD 
Martin  L.  Lazar.  MD 

Medical  Neurology 
Electroencephalography 
and  Electromyography 

Ralph  G.  Greenlee,  Jr.,  MD 
Allan  L.  Naarden,  MD 
Richard  R.  North,  MD 
William  S.  Woodiin,  MD 

Neuro-Ophthalmology 

Peter  R.  Bringewald,  MD 


Director,  Pain  Relief  Centei 
and  Neuroanesthesiologist 

P.  Prithvi  Raj.  MD 

Consultant  in  Speech 

Josephine  Simonson,  MA 


Richard  S.  Ruiz.  MD.  FACS 
Charles  E.  Russo,  MD.  FACS 
Malcolm  L.  Mazow,  MD.  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins.  MD,  FACS 


Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD 
Richard  L.  Kimbrough,  MD 
Charles  A.  Garcia,  MD 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 
WEINBERGER 


7777  Forest  Lane.  MCD-2,  Suite  2420,  Dallas,  Texas  75230;  214  601-7656 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 
3600  Gaston  Avenue — Dallas,  Texas  75246 
Telephone  214  826-7060 


PASADENA  NEUROLOGICAL  GROUP 

4004  Woodlawn,  Pasadena,  Texas  77504;  713  944-1131 


Ophthalmology 

John  J.  Alpar,  MD  Hugh  B.  Currie,  MD 

Coleman  Taylor,  MD  Bruce  L.  Weinberger,  MD 

J.  Franklin  Howell,  Jr,  MD 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo.  Texas 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton.  MD 
Dwain  G.  Fuller.  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692*6941 


Neurology,  Neurosurgery,  Physical  Medicine 
and  Rehabilitation 

Federico  Angel,  MD,  PA,  Neurosurgery 
Jorge  Angel,  MD.  PA,  Neurosurgery 
Hugo  Orellana,  MD,  PA,  Neurology 

Jairo  Puentes,  MD,  PA,  Physical  Medicine  and  Rehabilitation 

Computed  Tomography,  Doppler  Sonography, 
Echoencephalography,  Electroencephalography, 
Electromyography,  Physical  Medicine, 

Rehabilitation,  Speech  Therapy 


Nuclear  Medicine 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521*1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  MD 
Robert  A.  Moura,  MD 
Arthur  W.  Willis.  MD 
Robert  W.  Butner,  MD 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  916.  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 
John  W.  Lewis,  MD 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston.  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Need  national  or  state  legislative 
information? 


Call  Mr.  Kim  Ross  in  TMA's  new  Legislative 
Affairs  Office,  512  477-6704. 


RETINA  LIMITED  OF  SAN  ANTONIO 
Diseases  and  Surgery  of  the  Retina  and  Vitreous 

John  Y.  Harper,  Jr.  MD 
Darrell  Willerson,  Jr,  MD 

311  Camden.  Suite  601,  San  Antonio,  Texas  78215;  512  226-2446 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 


Volume  75  October  1979 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  oi  Orthopaedic  Surgery 
*Emphasizing  Surgery  oi  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


LOUIS  M.  ALPERN,  MD,  MPH 

Diplomate  American  Board  oi  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd,  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue.  Suite  303.  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas.  Texas  75230;  214  661-7010 


PETER  R.  BRINGEWALD,  MD 
Neuro-Ophthalmology 

Texas  Neurological  Institute  at  Dallas,  PA 
7777  Forest  Lane,  MCD-2,  Suite  2420, 
Dallas,  Texas  75230;  214  661-7676 

By  appointment  only 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503.  Fort  Worth.  Texas  76104;  817  338-4183 


ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten.  MD 

7777  Forest  Lane.  Dallas.  Texas  75230 
Telephone  214  661-7874 


Orthopedic  Surgery 


Otolaryngology 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CUNIC 

A Proiessional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


EL  PASO  EAR,  NOSE  AND  THROAT  ASSOCIATES 
Otolaryngology,  Audiology  and 
Electronyslagmography 

Mark  I.  Wegleitner.  MD 

Lyle  D.  Weeks.  MD 

Sarah  Daniel.  MA-Audiologist 

First  American  Title  Bldg..  Suite  160.  5959  Gateway  West 
El  Paso.  Texas  79925;  915  779-5866 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth.  Texas 

Louis  J.  Levy,  MD 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  ol  Orthopedic  Surgery 
1133  N.  19th  St..  Abilene.  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77076;  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 

G.  S.  Gill,  MD 
Dilip  K.  Pal,  MD,  PA 
Prem  K.  Das,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomates,  American  Board  oi  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin.  Texas  75901;  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wiltstruck.  MD.  FCAP 
Waller  Krohn.  MD.  FCAP 
Robert  Wayne  Walter,  MD,  FACP 

Dane  Barber,  MD,  Diplomate  American  Board  of  Pathology 
Clinical  Pathology,  Surgical  Pathology,  Exfoliative  Cytology,  Medico- 
legal Consultation 
Mailing  Containers  dn  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707;  756-7226 

J.  S.  WILKENFELD,  MD.  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld.  MD  Ena  E.  Mocega,  MD 

Diplomates  oi  the  American  Board  oi  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston.  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Oiiice  Pickup  Service  in  Houston 


TEXAS  MEDICINE 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 

George  V.  Miller,  MD 

Walter  G.  Olin,  Jr,  MD 

John  R,  Thomas,  MD 

S.  Joseph  Skinner,  MD 

Joe  B.  Haden,  MD 

Enrique  van  Santen,  MD 

Elaine  V.  Shalek,  MD 

Robert  H.  McNeely,  MD 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 

220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 

Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

VALENTIN  GRACIA,  MD,  PA, 

FACS.  FICS,  DAB 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 

PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 

ARTHUR  L.  RAINES,  MD  AND  ASSOCIATES 
Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181,  Ext.  360 

Mailing  Containers  on  Request 

WILLIAM  E.  BARNES.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 

Physical  Medicine  & Rehabilitation 

JOHN  E.  CARTER,  MD.  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

WARM  SPRINGS  REHABIUTATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales.  Texas  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 

JOSEPH  C.  FORD,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215;  224-5509 

BROMLEY  S.  FREEMAN,  MD,  FACS 

D.  ROBERT  WIEMER,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

ROBERTO  G.  ROEHNI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W,  Houston  Street 

San  Antonio,  Texas  78205;  Telephone  226-2424 

Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77030 

713  795-5584 

Thomas  D.  Cronin,  MD.  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 

JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1.  Corpus  Christ!,  Texas;  855-7359 

JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth.  Texas;  336-0356 

PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 

Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 

HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 

Jonothan  J.  Dora,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

1103  Medical  Tower,  Houston,  Texas  77030;  795-5575 

STEPHEN  C.  LESAUVAGE.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 

DAVID  A.  GRANT.  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 

817  335-4752 

JOSEPH  P.  FLEMING.  MD,  FRCS(C).  FACS 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 

Houston,  Texas  77004;  713  524-7545 
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JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston.  Texas  77004;  713  52G-6161 


Psychiatry 


Psychiatry  & Neurology 

STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 
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Perry  C.  Talkington.  MD 
Howard  M.  Burkett,  MD 
Jerry  M.  Lewis,  MD 
James  K.  Peden.  MD 
Dode  M.  Hanke,  MD 
Doyle  I.  Carson,  MD 
Joe  W.  King,  MD 
Keith  H.  Johansen,  MD 
Charles  G.  Markward,  MD 


Larry  E.  Tripp,  MD 
Gregory  G.  Dimijian,  MD 
Linda  R.  Hughes,  MD 
Roy  H.  Fanoni,  MD 
Byron  Howard,  MD 
Madeline  W.  Harford,  MD 
John  G.  Looney,  MD 
Carol  A.  Lewis,  MD 
Mark  J.  Blotcky,  MD 


Practice  limited  to 

PSYCHIATRY 

4G45  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4G00  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


HAUSER  CUNIC 
Psychiatry  and  Neurology 

PSYCHIATRY 
Robert  I.  Hauser.  MD 
Javier  A.  Zapata,  MD 
H.  James  Stuart,  MD 
Susan  B.  Darsey,  MD 
Harvey  A.  Rosenstock.  MD 
Cal  K.  Cohn,  MD 
Gerald  Ratinov,  MD 

NEUROLOGY,  ENCEPHALOGRAPHY  & ELECTROMYOGRAPHY 
Diane  S.  Geliand,  MD 
Josephine  W.  Session.  MD 

PSYCHIATRIC  SOCIAL  WORKERS 
M.  Papademetriou,  ACSW 
Wendy  Smolins,  ACSW 
Cheryl  Verlander,  ACSW 
Rochelle  Rosenthal,  ACSW 

ADMINISTRATOR 
Walter  C.  Pool 

7777  Southwest  Freeway,  Suite  103G,  Houston,  Texas  77074 
Telephone  713  77G-8G00 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 

Frank  H.  Chesky,  MD 
Jose  A.  Gutierrez.  MD 
Harris  M.  Hauser,  MD 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004. 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315.  Houston,  Texas  77008;  713  772-4600 


Radiology 

Harvey  M.  Lowry,  MD,  FACR  James  P.  Wills,  MD,  DABR 

James  R.  Gish,  MD,  DABR  Robert  Jacobs,  MD,  DABR 

Edward  A.  Sheldon,  MD,  DABR  Daniel  Karnicki,  MD,  DABR 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hosoital,  833-6421 

Beaumont  Neurological  Center,  835-4921 

Beaumont  Medical  and  Surgical  Hospital,  838-1411 

Beaumont,  Texas 


Rheumatology 


CHARLES  B.  COVERT,  MD,  PA 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

General  Psychiatry 

1900  Yorktown,  Suite  314 
Houston,  Texas  77056;  713  627-9988 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumotology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


ALCOHOLISM  TREATMENT  PROGRAM 

Comprehensive  Inpatient/Outpatient  Rehabilitation 

Department  of  Psychiatry 

Texas  Tech  University  School  of  Medicine, 

Lubbock,  Texas  79430;  806  743-2804 


JOEL  E.  RUTSTEIN,  MD 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 
Arthritis  Diagnostic  and  Treatment  Center 

8042  Wurzbach,  Suite  440,  San  Antonio,  Texas  78229;  512  690-8067 


BARRY  M.  BROWN,  MD 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood,  Suite  187A,  Houston,  Texas  77024;  713-461-6160 


Texas  Medical  Liability  Trust 

. . . Another  service  of  your  association 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 


Thoracic  Surgery  Urology 


Harold  C.  Urschel,  Jr,  MD 

Marui  A.  Razzuk,  MD 

DRS.  URSCHEL,  RAZZUK  AND  ASSOCIATES 

Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3G00  Gaston  Avenue,  Dallas,  Texas  75246;  824-2503 

ELGIN  W.  WARE,  JR,  MD 

GEORGE  E.  HURT,  JR,  MD 

L.  MICHAEL  GOLDSTEIN,  MD 

KING  SCOTT  COFFIELD,  MD 

Urology 

3600  Gaston  Avenue,  Dallas.  Texas  75246 

JOHN  L.  KEE,  JR,  MD 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  7524S;  826-5184 

THE  UROLOGY  CUNIC 

Dolphus  E.  Compere,  MD,  FACS 

Grant  F.  Begley,  MD,  FACS 

Hugh  Lamensdorf,  MD,  FACS 

Sidney  A.  Worsham,  III,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

817  336-5711 

ALLAN  L.  GRAHAM,  MD,  FACS 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY,  MD 

Diplomate  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626.  Fort  Worth,  Texas  76104;  332-7878 

H.  M.  GIBSON,  JR,  MD,  FACS 

ABEL  GARDUNO,  MD 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 

HECTOR  O.  YANES,  MD,  PA,  FACS,  FACC 

DONALD  J.  NEESE,  MD 

Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 

American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104;  332-1947 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

400  Medical  Center  Blvd.,  Suite  207,  Webster,  Texas  77598;  713  332-2466 

RICHARD  E.  WOOD,  MD 

ROBERT  E.  RAWITSCHER,  MD 

THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 

EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 

Fellow  of  the  American  College  of  Surgeons 

Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 

Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 

DONALD  L.  PAULSON,  MD,  FACS 

Thoracic  Surgery 

653  Wadley  Tower,  Dallas.  Texas;  824-3660 

DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman.  MD 

Donald  J.  Logan.  MD 

Donald  L.  McKay.  MD 

Christopher  D.  Fetner,  MD 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230.  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 

Do  patients  understand  your  fees? 

Avoid  possible  misunderstandings  about  your  fees  and 
services  by  inviting  open  discussion  with  your  patients. 
This  attractive  plaque,  when  prominently  displayed  in 
your  reception  area,  serves  as  an  open  invitation  to  your 
patients  and  shows  that  you  care.  Suitable  for  wall  or 
desk  display,  it  is  6x9  inches.  Available  at  $5.50  each. 
Send  check  and  request  for  OP  033  to  Order  Unit,  Ameri- 
can Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


Volume  75  October  1979 


Classified  Advertising 


102 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 

lacilities  for  doing  all  types  ol  surgery  in  new  hospital  well  as  o lice 
in  new  clinic  building.  Taylor  Smith,  MD  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 

come  into  a growing  multispecialty  chnic  Many  benefits  that 
group  practice  can  provide,  Taylor  Smith  MD,  Malone  and  Hogan 

Chnic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361.  

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  joiri  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic,  laylor 
Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361, 

WANTED-  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  1°, 

Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clime,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS— general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $35,100  to  $42,600  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with  ex- 
cellent facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Taylor  Smith, 
MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  915-267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon  do- 
ing GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  with  salary  of  $45,000  per  year  negotiable.  City 
has  population  of  9,000  with  trade  area  of  25,000  to  30,000.  Contact 
Chris  S,  Cruzcosa,  MD,  300  S.  Sth  Street,  Carrizo  Springs,  Texas  78834, 
512-876-5236. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  in  obstetrics,  pediatrics 
and  family  practice.  Enjoy  practicing  medicine  with  our  28-man 
multispecialty  group  located  in  a friendly  city  of  100,000  people 
in  north  central  Texas.  Close  to  everything,  but  away  from  big  city 
problems.  If  you  want  to  know  more  about  this  long  established 

?roup  (1919)  whose  city  has  a booming  economy,  call  collect  Dr.  David 
ogue  at  817-766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302. 


LOCUM  TENENS— EMERGENCY  MEDICINE— available  in  our  Dallas 
area  hospitals;  monthly  scheduling  is  flexible  and  according  to  your 
preferences;  malpractice  is  paid,  excellent  hourly  income  according  to 
your  flexibility  and  hours  worked  Call  214-522-5481  for  details. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Pediatrician, 
internist,  psychiatrist,  family  practitioner,  solo  practice.  Home  Exxon, 
US  Steel,  Gulf.  H^h  income.  Bay  area  near  Houston.  Outstanding 
schools,  colleges.  Contact  Administrator,  1101  Decker  Drive,  Baytown, 
Texas  77520;  713-422-3405. 


EMERGENCY  MEDICINE  OR  FAMILY  PRACTICE  opportunities  available 
in  Texas.  Emergency  medicine  positions  offer  flexible  scheduling,  at- 
tractive salaries,  and  malpractice  coverage.  Family  practice  positions 
located  in  growing  communities  with  varied  geographic  locations. 
Background  in  surgery  preferred.  For  additional  information  contact 
Vicki  Hay,  P.  O.  Box  45148,  Dallas,  Texas  75245  or  call  collect  214- 
350-4991  or  214-358-4486. 


TEXAS  PHYSICIAN  PLACEMENT.  We  are  a physician  management  firm 
searching  for  associates  for  our  management  clients  and  other  clients 
in  Texas.  Group,  associate  and  solo  practices  in  many  fields.  We  will 
help  you  select  the  right  practice  and  community  for  you  and  your 
family.  Fee  paid  by  our  clients.  Please  send  C.V.  and  lifestyle  prefer- 
ences to  W.  Sanford  Smith,  Professional  Practice  Management,  Inc., 
1102  Kingwood  Drive,  Humble,  Texas  77339. 


WANTED:  GP,  FP  NEEDED  to  join  4 man  group  to  do  general  practice 
and  OB.  Population  5,000;  trade  area  15,000  plus.  Old  established  clinic 

group  of  3 GPs  and  1 board  surgeon.  Lovett  Meredith  Clinic,  Box  487, 
4ney,  Texas  76374;  817-564-5543. 


PHYSICIANS  WANTED — progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647.  Telephone  214-845-2281. 


EMERGENCY  DEPARTMENT — part-time  opportunities  in  the  Dallas, 
Texas  area.  Scheduling  flexible,  paid  malpractice,  weekdays,  nights, 
and  or  weekends.  Contact  Texas  Emergency  Room  Services,  PA,  3603 
Hall  Street,  Suite  102,  Dallas,  TX  75219,  or  call  214-522-5481. 


NORTH  DALLAS — Collin  County  Hospital  Ememency  Department.  Phy- 
sician needed  tor  weekday/evening  staffing.  Flexible  scheduling;  out- 
standing malpractice  insurance  coverage.  Contact  Texas  Emergency 
Room  Services,  P.A.,  3603  Hall  Street,  Dallas,  Texas  75219,  or  call 
214-522-5481. 


EMERGENCY  DEPARTMENT  STAFF  PHYSICIAN  position  available  at 
50(1  bed  teaching  hospital,  Dallas,  Texas.  Flexible  scheduling;  $57,000- 
$60,000  minimum  guarantee;  paid  professional  liability  insurance.  Con- 
tact Texas  Emergency  Room  Services,  PA,  3606  Hall  Street,  #102,  Dal- 
las, Texas;  214-522-5481. 


FAMILY  PRACTICE-GENERAL  MEDICINE  WANTED  now  to  join  a multi- 
specialty group  practice  on  the  Texas  Gulf  Coast.  Excellent  chance  for 
a good  practice  with  fringe  benefits,  will  have  opportunity  to  enter  as 
a stockholder  in  the  association.  Great  place  to  live.  Fantastic  outdoor 
activities  possible  year  around.  Contact  Gene  Hybner,  1533  South 
Brownlee,  Corpus  Christi,  Texas  78404;  512-883-7411. 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


GENERAL  SURGEON — Board  certified,  needed  for  seven  doctor  group 
that  consists  of  one  general  practitioner,  five  board  certified  family 
practitioners,  one  internist.  Must  be  willing  to  do  some  general  prac- 
tice. Our  two  year  old  clinic  has  full  lab  and  x-ray  facilities,  and  is 
located  next  to  a new  65  bed  hospital.  Located  30  miles  E/NE  ol 
Austin,  Texas.  Send  resume  to  Johns  Clinic,  P.O.  Box  1010,  Taylor, 
Texas,  76574,  attention  C.  J,  Daniel,  MD. 


OTOLARYNGOLOGIST  WANTED  in  large  multispecialty  clinic  in  Texas 
associated  with  medical  school.  Require  board-certification  or  recently 
board-eligible  person  with  an  interest  in  clinical  ENT,  surgery,  and  in 
some  undergraduate  teaching.  Prefer  native  Texan  or  Southwesterner. 
Salary  negotiable.  Full  fringe  benefits.  Call  817-774-2111,  ext.  2996. 


WANTED:  A board  certified  or  eligible  thoracic  surgeon  to  associate 
with  busy  board  certified  general  surgeon.  This  is  an  ideal  opportunity 
to  be  busy  while  building  a practice  in  thoracic  surgery.  Please  reply 
to  Ad-927,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


GENERAL  SURGEON  AND  GENERAL  PRACTITIONER  NEEDED  for  solo 
or  group  practice  in  Kermit,  Texas.  Well  equipped  85  bed  hospital. 
Large  referral  area.  Contact  Harper  Peddicord,  MD,  Chief  of  Staff  or 
Doug  Schoenewolf,  Administrator,  Memorial  Hospital,  821  Jeffee,  Ker- 
mit, Texas  79745.  Call  collect  915-586-2511. 


WANTED:  NEUROSURGEON  to  join  with  two  established  neurosurgeons 
in  the  general  practice  of  neurosurgery.  Excellent  facilities  available. 
Must  be  board  certified  or  board  eligible.  Excellent  opportunity.  Cor- 
poration benefits  available,  including  profit  sharing  plan.  Population 
area,  about  125,000,  with  significant  drawing  area.  Please  reply  to 
Ad-932,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIANS— Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


TEXAS:  SAN  ANTONIO  BASED  EMERGENCY  PHYSICIAN  group  ex- 
panding. Immediate  openings  for  career-oriented  emergency  johysiciari 
in  several  communities.  V/ill  consider  part-time,  flexible  schedule.  Cali 
or  write-  Emergency  Physicians  Associates,  730  N.  Main  Avenue,  Suite 
624,  San  Antonio,  TX  78205;  512-222-0746  or  512-224-9067. 


WANTED:  YOUNG  FAMILY  PRACTITIONER  to  join  two  man  group. 
Duties  involve  assisting  in  surgery,  obstetrics  and  family  practice. 
Excellent  benefits  for  one  year  and  then  full  paUnership  Gulf  coast 
area  with  new  hospital.  Write  P.O.  Box  666,  El  Campo,  Texas  7743/; 
telephone  713-543-9711,  at  night  only.  


PHYSICIAN  NEEDED:  GENERAL  PRACTICE  OR  FAMILY  PRACTICE: 
Waller  area,  35  miles  northwest  of  Houston.  Clinic  available,  9°°d 
clean  country  living,  town  population  3,500.  Excellent  opportunity.  Call 
713-372-2191  or  713-346-1017  or  write  to  Waller  Medical  Association, 
P.O.  Box  437,  Waller,  Te^as  77484. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $15.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  MEDICINE 


FAMILY/GENERAL  PRACTITIONER — Solo  or  associate,  progressive  com- 
munity, new  clinic,  43-bed  hospital,  excellent  churches,  new  schools, 
outdoor  recreation,  large  or  medium  load.  Contact  Paul  C.  Roberts, 
Administrator,  806-256-2114,  806-256-2774,  Shamrock,  Texas. 


GENERAL  PRACTITIONERS,  INTERNISTS,  PEDIATRICIANS,  orthopedic 
surgeons,  occupational  medicine,  and  ENT  openings  available  in  large 
and  small  towns  throughout  the  state.  Multi-specialty  groups  and  solo 
openings  available.  Guaranteed  salaries  and  other  attractive  bonuses 
lor  the  right  individual.  Please  send  your  CV  or  contact  Wellington 
Smith,  The  Texas  Doctors  Group,  P.O.  Box  177,  815  Brazos,  Austin, 
Texas  78767;  512-476-7129. 


NORTH  DALLAS  EMERGENCY  PHYSICIAN  GROUP  stalling  a busy 
emergency  department  and  a minor  emergency  center  seeks  physicians 
with  emergency  medicine,  family  practice  or  pediatrics  background  for 
a full-time  association.  P.A.  partnership  option  available.  Primacare 
Physicians,  P.A.,  14434  Midway  Road,  Dallas,  Texas  75234;  214-980-1875. 


A PHYSICIAN  WITH  TEXAS  LICENSE  IS  WANTED  to  practice  general 
medicine  at  the  North  Texas  State  University  Student  Health  Center, 
Forty  hour  week  Monday-Friday  with  minimal  call  duty.  Salary  is 
negotiable.  Good  fringe  benefits.  Please  contact  Sheila  Meyer,  Ad- 
ministrative Officer,  NTSU  Student  Health  Center,  P.O.  Box  5158,  Den- 
ton, Texas  76203;  telephone  817-788-2331.  We  are  an  equal  opportunity/ 
affirmative  action  employer. 


WANTED:  WEST  MEMORIAL-KATY  AREA,  family  practitioner,  GP,  or 
internist.  713-467-4191,  465-1910. 


PART-TIME  MEDICAL  CONSULTANT  positions  available  from  Social 
Security  Disability  Insurance  for:  infernal  medicine,  surgery,  ortho- 
pedics, psychiatry,  pediatrics.  Involves  review  of  medical  evidence  in 
disabilify  claims  af  cenfral  location  in  Dallas.  No  patient  contact. 
5-20  hours  per  week,  depending  on  specialty.  For  further  information 
contact:  Weldon  McNeely,  Social  Security  Disability  Insurance,  Dept, 
of  Health,  Education,  and  Welfare,  1200  Main  Tower  Building,  Dallas, 
Texas  75202;  phone  214-767-3447. 


PART-TIME  POSITION  AVAILABLE  for  psychiatrist  as  consultant  to 
Social  Security  Disability  Program.  Involves  case  review  of  psychiatric 
disability  claims.  5-10  hours  per  week  at  central  location,  downtown 
Dallas.  For  further  information  call  Weldon  McNeely  at  214-767-3447  or 
write  Social  Security  Disability  Insurance,  Dept,  of  Health,  Education, 
and  Welfare,  1200  Main  Tower  Building,  Dallas,  Texas  75202. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  faken  before  or  after  Adult 
Psychiatry  training.  Academic  program  in  child  development,  family 
therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology,  and  ethology.  Basic  clinical  orientation 
in  child  development  and  intensive  individual  supervision  iti  psycho- 
analytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  child  development, 
linguistic  anthropology,  community  services  and  other  fields.  Excellent 
opportunities  in  teaching,  administration,  inpatient  and  outpatient 
clinical  programs.  New  60-bed  inpatient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  com.munity  programs.  Stipends 
range  from  $17,867  to  $22,071  with  additional  fringe  benefits.  Contact 
Anthony  P.  Rousos,  MD,  Director  of  Residency  Training,  Austin  State 
Hospital,  4110  Guadalupe,  Austin,  Texas  78751. 


PSYCHIATRIC  RESIDENCY  in  approved  three-year  program.  Effective 
connections  with  universities,  medical  schools,  private  clinics  and  com- 
munity centers.  Outstanding  faculty  and  programs.  Stipends  range  from 
$17,867  to  $22,071  with  additional  fringe  benefits.  For  full  information 
write  to:  Anthony  P.  Rousos,  MD,  Director  of  Residency  Training, 
Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78751. 


IN  NEED  OF  YOUNG  GENERAL  PRACTITIONER  to  join  me  in  my  fully 
equipped  clinic  in  community  of  approximafely  30,000  within  a five 
mile  radius.  Location:  Northeastern  San  Antonio-Randolph  area  Retir- 
ing within  the  next  five  years  and  need  a compefent  associate  to 
assume  my  very  active  practice.  For  further  details  call  collect  Dr.  A. 
W.  Mays,  Schertz,  Texas,  512-658-3542. 


CARDIO-THORACIC  FELLOWSHIP  AVAILABLE:  Six  months  to  one  year 
balanced  program  with  experience  in  adult  cardiac,  pulmonary,  eso- 
phageal and  vascular  surgery.  Large  southwest  medical  center, 
academic  affiliation.  Reply  with  curriculum  vitae.  Ad-949,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd  , Austin,  Texas  78701. 


DIRECTOR-ADOLESCENT  UNIT:  Psychiatrist  with  extensive  experience 
in  treatment  of  adolescents  in  a 52-bed  unit.  Board  eligible  or  prefer- 
ably board  certified  in  general  psychiatry  or  child  psychiatry.  Some 
administrative  experience  reauired.  Salary  $42,500  plus  $1,000  for  board 
certification  and  up  to  $3,000  of  additional  compensation  according  to 
qualifications.  Please  submit  resume  including  at  least  three  references 
to:  LaDair  Wright,  Personnel  Director,  Austin  State  Hospital,  4110 
Guadalupe,  Austin,  Texas  78751. 


GENERAL  PRACTITIONER,  OB/GYN,  PEDIATRICIAN  NEEDED  in  Kil- 
gore, Texas,  America's  number  one  small  city.  Capital  of  the  East 
Texas  oilfield.  Population  16,000,  60-bed  ICAH  approved  hospital.  Con- 
tact Bob  LeDuc,  Roy  H,  Laird  Memorial  Hospital,  1612  S.  Henderson 
Blvd.,  Kilgore,  Texas  75662;  214-984-3505. 


PHYSICIAN  WANTED — board  certified  family  pracfice  MD  or  resident. 
Large  practice.  Professional  association.  Many  fringe  benefifs  for  well- 
qualified  individual.  Located  between  Dallas/Fort  Worth.  Excellent  hos- 
pital association.  Write  Ad-951,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701, 


GENERAL  PRACTITIONER  NEEDED  for  Rockport,  Texas,  a rapidly 
growing  resort  town  on  Gulf  Coast.  Write  or  call  for  complefe  details. 
G.  M.  Pattillo,  MD,  P,0.  Box  309,  Fulton,  Texas  78358,  512-729-2291. 


DALLAS/FORT  WORTH  PRIMARY  CARE  opportunity  for  GP,  FP  or  gen- 
eral internist  in  community  hospital-based  clinic  and  satellite  family 
care  center.  Guaranteed  base  plus  percentage.  Overhead,  office,  in- 
surance, and  other  support  provided.  Send  CV  to  Ad-953,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  'Texas  78701. 


WANTED:  GENERAL  INTERNIST/GASTROENTEROLOGIST.  Position 
available  with  14-doctor  multi-specialty  group  located  in  the  new 
Medical  City  Dallas  complex  in  North  Dallas,  located  within  a 15 
minute  drive  of  all  physicians  residences  in  Dallas.  All  benefits  paid 
for  by  the  group,  afternoon  off,  rotating  call  schedule,  no  buy  in  agree- 
ment, Contact  Jay  K.  Lockhart,  Administrator,  7777  Forest  Lane,  Suite 
240,  Dallas,  Texas  75230;  phone  214-661-7707. 


PSYCHIATRIST  NEEDED  to  assume  clinical  practice  of  25  years  dura- 
tion in  rapidly  growing  mid-West  Texas  city  of  over  100,000.  Healthy 
environment  with  modern  school  system,  rapidly  expanding  health  care 
facilities  and  low  taxes.  Sale  of  rights  and  records  negotiable.  Contact 
Dorris  D,  Grice,  3316  Monclair,  Odessa,  Texas  79762;  915-362-1046. 

ASSISTANT  SUPERINTENDENT  FOR  ADMINISTRATION.  Rusk  State 
Hospital,  Rusk,  Texas.  Administers  the  non-program  activities  of  the 
Rusk  State  Hospital.  Responsible  for  the  fiscal  management  of  the 
hospital,  personnel  management,  and  physical  plant  management.  Mas- 
ter's Degree  in  Health  Care  Administration  or  Hospital  Administration, 
plus  two  years  experience  in  hospital  administration.  Should  have 
thorough  knowledge  of  hospital  administration  theories,  principles  and 
practices  and  knowledge  of  slate  and  federal  laws  pertaining  to 
administration  of  a Texas  sfafe  hospital.  Usual  state  benefits  include 
two  weeks  vacation,  one  day  per  month  sick  leave — accumulated,  and 
partial  state  contribution  for  medical  insurance  and  social  security. 
House  and  utilities  furnished.  Send  resume  (including  references)  to: 
Dr.  J.  R.  Clemons,  Texas  Department  of  Mental  Health  and  Mental 
Retardation,  P.O.  Box  12668,  Austin,  Texas  78711.  An  equal  opportunity/ 
affirmative  action  employer. 

CLINICAL  DIRECTOR — Rusk  State  Hospital,  Rusk,  Texas.  MD  or  DO 
licensed  to  practice  in  Texas.  Board  certified  or  eligible  in  psychiatry. 
Experience  in  program  administration  and  knowledge  of  forensic 
psychiatry  preferred.  Salary — $42,500  per  year  plus  $1000  for  board 
certification,  plus  $3000  per  year  additional  compensation.  House  and 
utilities  furnished.  Usual  state  benefits  include  two  weeks  vacation, 
one  day  per  month  sick  leave — accumulated,  partial  state  contribution 
for  medical  insurance  and  social  security  and  liability  coverage 
provided  by  State  law.  Send  resume  (including  references)  to:  Dr. 
J.  R.  Clemons,  Texas  Department  of  Mental  Health  and  Mental  Retarda- 
tion, P.O.  Box  12668,  Austin,  Texas  78711,  An  equal  opportunity/ 
affirmative  action  employer. 

MD-GP  well  introduced  to  industry,  preferably  as  ex-medical  director 
to  a medium  to  large  corporation,  with  strong  motivation  to  promote 
the  services  of  a mobile  health  screening  company.  Please  reply  with 
detailed  resume  to  Mobile  Health  Services  of  Houston,  Inc.,  803  Judi- 
wood.  Suite  100,  Houston,  Texas  77090. 


Situations  Wanted 


USA  UNIVERSITY  TRAINED  INTERNIST — Boston  trained  gastroenter- 
ologist, 30.  Seeking  practice  opportunity  as  gastroenterologist,  prefer- 
ably solo  with  minimum  income  guarantee;  group  or  partnership. 
Proficient  in  endoscopy,  liver  BX,  PTC.  Had  elective  rotations  studying 
echo  and  esophageal  manometry.  Please  reply  to  Ad-910,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  DIAGNOSTIC  RADIOLOGIST  for  locum  tenens.  Available 
any  time  January  1 to  April  30,  1980.  Office  practice  or  small  hospital. 
No  training  in  ultra-sound,  nuclear  medicine  or  angiography.  Board 
certified  1956.  Extensive  experience  in  general  work  but  not  newer 
procedures.  Excellent  references.  Prefer  Gulf  Coast.  Contact 
AD-913,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN:  46  year  old  board  certified  OB~GYN  seeks  relocation  in  Texas. 
^^1®,  ^roup  practice  desired.  Trained  in  laparoscopy,  colposcopy  and 
urethroscopy  and  using  these  modalities  in  practice.  Excellent  health 
Available  this  surnmer  Wife  anesthesiologist;  seeking  suitable  position 
Please  reply  fo  Ad-924,  TEXAS  MEDICINE,  1801  North  LamaV  Blvd  ' 
Austin,  Texas  78701. 

SUNBELT  PHYSICIAN  PLACEMENT  SERVICE — Professional  search 

evaluation  and  screening  to  supplement  your  own  independent  recruit- 
ing. (We  never  require  deposit,  retainer  or  exclusion.)  Full  information 
^ physicians  and  healA  care  administrators.  Please  direct  request  to 
M Sunbelt  Physician  Placement  Service, 

N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


P^SIC^ANS-— General  and  specialty.  Inquire  through  Sun- 
Tlias  Y70%,°713-72?-?^^^^  B-eswcod,  No.  177,  ifousfon, 

FAMILY  PRACTITIONER,  33.  Fellowship  in  family 
therapy.  Desire  salaried  position  in  associateship  or  group.  Please 
j^Fly  ^EXAS  MEDICINE,  1801  North  Lamar  olvd.,  Austin, 


CERTIFIED  BY  THE  AMERICAN  COLLEGE  OF  ANESTHESIOLOGISTS 
many  years  of  practice,  wishes  to  relocate  in  Texas.  Group  or  solo 
practice.  Please  reply  to  Ad-933,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST:  49  years  old.  Board  Certified  AP-CP.  Experienced, 
aggressive  laboratory  director  and  manager.  Also  Board  Certified 
Ob-Gyn.  Clinically  oriented.  Married— 3 children.  Seeks  return  to  the 
Southwest.  Please  reply  to  Ad-938,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

INTERESTED  IN  WORKING  HOUSTON  or  suburban  areas.  FP  board 
Graduated  1964;  post  graduate  training  at  UCLA  (MPH 
1971);  University  Nebraska  Medical  Center  (1975-1977  in  FP,  700  credit 
hours).  Prefer  first  year  salary  (easy  condition).  Available  any  time 
Licensed  in  Texas,  Florida  and  Nebraska,  Call  T.  Q.  Vingh,  308-772- 
3264  or  write  Oshkosh  Medical  Center,  Oshkosh,  Nebraska  69154. 

^GREIGN  MEDICAL  GRADUATE  WITH  RECENT  Texas  license  (with 
ECFMG  and  FLEX).  Interested  in  working  in  metro  Houston  as  a phy- 
sician s assistant  preferably  in  the  fields  of  either  internal  medicine 
family  practice  or  pediatrics.  Available  September  1979.  Call  713-445- 
5674  or  write  Ad-947,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

DIAGNOSTIC  RADIOLOGIST,  board  certified,  now  available  for  occa- 
sional weekly  locum  tenens.  Baylor  graduate  with  a Texas  license. 
Available  for  permanent  position  July  1980.  Now  obtaining  additional 
training  in  nuclea'  medicine,  CT,  and  ultrasound.  Walton  S.  Launey, 
Jr.,  PhD,  MD,  Radiology  Department,  Arizona  Health  Science  Center, 
Tucson,  Arizona  85724 

DIAGNOSTIC  RADIOLOGIST:  34  years  old,  American  born,  university 
trained,  board  certified  (1974).  Currently  practicing  in  university  hos- 
pital. Extensive  experience  in  ultrasound,  computed  tomography, 
angiography  and  general  radiology.  Desires  private  practice  position 
beginning  on  or  about  July  1,  1980.  Please  reply  to  Ad-948,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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GENERAL  INTERNIST  SEEKING  POSITION  with  a group  in  large  city  or 
suburbs.  Texas  license,  27  years  old  and  available  in  December  1979. 
Contact  Ad-943,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

OPHTHALMOLOGIST — 26,  married,  completing  university  residency  July 
1980.  lOL  and  phacoemulsification  experience,  looking  for  community 
hospital  desiring  a complete  consultative  and  emergency  eye  program. 
Please  reply  to  Ad-950,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

ANESTHESIOLOGIST — relocating — all  types  of  anesthesia  including  ob- 
stetrics, open  heart.  Prefer  group,  can  work  with  CRNAS.  Available 
immediately.  Subbarao  Narepalem,  MD,  5219  West  52nd  Street,  Cleve- 
land, Ohio  44134. 

BOARD  CERTIFIED  NEUROLOGIST,  separate  boards  in  EEG  and  EMG. 
Board  eligible  in  psychiatry.  Seeking  practice  in  Texas;  all  areas  con- 
sidered. Please  contact  Ad-952,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

GENERAL  SURGEON/COLON  RECTAL  SURGEON.  Age  30,  both  boards 
quaiilied,  county  hospital  trained.  Seeking  opportunities  for  practice  in 
Texas.  Prefer  group  or  solo.  Terms  negotiable.  Please  reply  to  Ad-954, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BOARD  CERTIFIED  INTERNIST  with  one  year  of  cardiology.  FMG, 
holding  Texas  license.  Seeking  practice  opportunities  as  solo  or  group 
or  hospital  based.  Available  November  1979.  Please  reply  to  Ad-95S. 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

CARDIOLOGIST — Board  certified  internist  in  cardiology  fellowship. 
Well  trained  in  invasive  and  non-invasive  cardiology.  Extensive  clinical 
experience.  Available  July  1980.  Call  313-549-4791  or  write  K.  Mohan, 
MD,  4016  W.  13  Mile  Road,  #15,  Royal  Oak,  Michigan  48072. 

ANESTHESIOLOGIST — Board  eligible.  Available  January  1980.  Univer- 
sity trained.  Experienced  in  all  kinds  of  anesthesia  including  anesthesia 
for  cardiovascular  surgery.  Wishing  to  relocate  in  Texas.  Please  reply 
to  Ad-957,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

DIAGNOSTIC  RADIOLOGIST — 37,  board  certified,  university  trained, 
seeking  solo  or  group  practice.  Seven  years  experience  in  general 
areas  with  special  interest  in  special  procedures  and  ultrasound.  Any 
location;  available  immediately.  Please  reply  to  Ad-956,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Laboratory  in  building.  Generous  allowance 
for  office  improvements.  Planning  and  layout  available  without  cost. 
Contact  Ike  H.  Silver,  214-328-3W8,  or  write  P.O.  Box  18237,  Dallas, 
Texas  75218. 


DALLAS— WELL  ESTABLISHED  PROFESSIONAL  LOCATION.  Newly  re- 
decorated, 1200  sq.  ft.  furnished  space.  Five  minutes  Baylor  Hospital. 
Immediate  occupancy.  Lab  and  x-ray  in  building.  Free  parking  for 
physicians,  patients  and  employees.  Janitorial  service  and  all  bills  paid. 
Excellent  location  for  primary  care  physicians  (family  practitioner,  in- 
ternist, pediatrician,  obstetrician-gynecologist,  dermatologist,  etc.). 
Contact  Lakewood  Medical  Building  214-821-9161. 


HOUSTON — New  45,000  sq.  ft.  atrium  office  building  in  rapidly  expand- 
ing Spring  Branch-Memorial  area.  On  major  thoroughfare  near  two 
hospitals.  Space  available  for  new  or  established  physicians  and  health 
care  professionals.  Call  or  write  Dr.  Vincent  Bash,  8945  Long  Point  Road, 
Houston,  Texas  77055;  713-468-7911. 


PHYSICIAN  OFFICE  AVAILABLE  IN  NORTHWEST  MEDICAL  CENTER 
at  8020  Shoalcreek  Blvd.,  Austin.  Space  includes  reception  room,  doc- 
tor's office,  five  examining  rooms,  some  with  built-in  storage  space 
and  baths.  Ample  parking  in  front  and  back.  In  large  building  next  to 
pharmacy.  Owner  could  make  minor  adjustments  to  suit  lessee.  Ex- 
cellent price.  Call  Bill  Kemp,  512-454-7629,  Bill  Kemp  Properties,  8235 
Shoalcreek,  Austin,  Texas  78'758. 


MEDICAL  CLINIC  BUILDING  FOR  LEASE.  2,200  sq.  ft.,  partially  fur- 
nished. Ample  off-street  parking.  Will  remodel  to  suit  one  or  two 
physicians.  Very  reasonable.  4015  Guadalupe,  Austin,  Texas;  512-459- 
5588. 


HOUSTON— PROFESSIONAL  OFFICE  SPACE  AVAILABLE.  Most  suitable 
for  GP,  internist,  or  psychiatrist.  Good  parking.  Excellent  location  in 
the  Rice  University  area.  713-526-2328. 


LEISEGANG  COLPOSCOPE,  mint  condition,  for  sale.  Moving.  Will 
sacrifice.  Contact  C.  Lopas,  MD,  713-644-1305. 


GREAT  RANCH  $250  PER  ACRE.  2,600  acres,  south  central  Texas.  Home, 
barns,  pens,  hunter  cabins.  Dry  weather  creek.  Trees  include  live  oak, 
shinoak,  pinon  pine,  deer  hunting.  Contact  Billie  Sue  Palmer,  Fox 
Real  Estate,  Star  Route  Box  512-L,  Burnet,  Texas  78611;  512-793-2271. 
Will  answer  after  5 p.m.  if  not  during  the  day. 


400  ACRES  NEAR  AUSTIN.  Good  grass,  deer,  turkey,  strong  creek. 
Ranches  all  sizes.  Prices  range  from  $250  and  higher.  I can  find  you 
a place.  Contact  Billie  Sue  Palmer,  Fox  Real  Estate,  Star  Route  Box 
512-L,  Burnet,  Texas  78611,  512-793-2271.  Will  answer  after  5 p.m.  if 
not  during  day. 


FOR  SALE — X-ray  film  processor  (Picker  Diplomat)  Series  530.  Price 
$1,000  (original  price  $5,000).  Contact  David  Reynolds,  McKeever 
Orthopedic  Clinic,  902  Frostwood,  Suite  309,  Houston,  Texas  77079; 
phone  713-932-3480. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD.  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


Oeneral/Fandly 

Practitioners 

Fed  up  with  the  stresses  of  city  living? 
Relax  & enjoy  life  on  the  Gulf  Coast. 


Hospital  Affiliates,  one  of  the  woricf’s  largest 
hospital  management  companies,  is  seek- 
ing physicians  for  excellent  private  practice 
opportunities  at  a brancf  new  60  bed  full 
service  hospital  facility — that  includes  nu- 
clear medicine. 

Texas  Gulf  Coast  location,  approximately 
60  miles  from  Houston,  offers  a unique  life- 
style opportunity  to  practice  medicine  in  a 
setting  that  provides  personal  interaction 
with  patients  and  their  families,  together 


with  a high  degree  of  community  involve- 
ment, recognition,  and  a direct  impact  on 
the  health  care  system  in  that  community. 

We  offer  guarantees,  travel  & relocation 
expenses.  If  you  are  interested  in  practicing 
in  this  type  of  environment,  please  send 
your  curriculum  vitae  or  call  collect,  attn: 
Jean  Walker,  HOSPITAL  AFFILIATES 
MANAGEMENT  COMPANY,  6225  U.S. 
Highway  290  East,  Austin,  Texas  78723. 
(512)  458-4291 


Hospital  Affiliates 

International  An  INA  Company 

The  Hospital  Management  Professionals 


TEXAS  MEDICINE 


^ An  Emergency  Room 
has  Many  Lives 


To  patients,  it  can  provide  primary  health 
care  readily.  To  community  physicians,  it  is  a 
partner,  giving  expert  coverage  when 
needed.  To  the  new  physician,  it  is  a chance 
to  practice  whiie  evaluating  a community. 


We  have  over  20  Emergency  Departments  for 
which  we  provide  round-the-ciock  coverage. 
We're  responsible  and  organized  to  deiiver. 

If  you  would  like  to  be  involved  in  the 
exciting  world  of  the  E.R.  . . . call  us. 


Flexible  scheduling,  health  benefits,  liability 
insurance,  CME  . . . ali  while  taking  a close 
look  at  the  community  and  evaluating  your 
long  range  practice  pians. 

The  President  will  respond  if  you  send  your 
C.V.  or  call  him.  It  could  be  a new  life  for 
you,  too. 

Medical  Search  Consultants,  Inc. 

12605  East  Freeway,  Suite  620 
Houston,  Texas  77015 
M 800  / 231-7888 

713  / 451-2222  (if  within  Texas] 

i ^ ^ 

'J.  /MEDSECO 


HOWTO 
GET  BETTER 
MILEAGE  FROM 
YOUR  CAR... 


For  a free  booklet  with  more  easy 
energy-saving  tips,  write  "Energy,” 
Box  62,  Oak  Ridge,  TN  37830. 

ENBtGY. 

We  can't  afford  to  waste  it. 


U S.  Department  of  Energy 
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EDITORIAL 


Leadership  in  1980s  will  test  unity, 
strength  of  numbers,  and  friendship 

Leadership  in  the  1980s — will  it  be  so  different  from 
leadership  in  any  other  decade? 

The  major  issues  may  vary,  but  successful  leaders  in 
every  age  are  attuned  to  the  times,  cultivate  friendships, 
and  use  the  transitional  forces  within  government,  society, 
economy,  and  institutions.  Leadership  cannot  prevent 
change,  but  exerts  a powerful  influence  over  its  direction 
and  the  methods  by  which  it  is  accomplished. 

In  the  1980s,  leadership  in  medicine  and  in  all  segments 
of  society  will  face  problems  involving  inflation,  frustration 
with  government,  high  technology,  scarcities,  and  indi- 
vidual conceptions  and  concerns  related  to  “the  quality  of 
life.” 

For  medicine  there  will  be  another  factor:  The  patients 
come  first.  What  is  good  for  medical  leaders  has  to  be 
good  for  physicians,  but  what  is  good  for  physicians  has  to 
be  good  for  patients,  too. 

With  that  in  mind,  the  people  who  shape  medicine's 
future  will  equip  themselves  with  a broad  knowledge  of 
what  goes  on  inside  and  outside  the  medical  world.  They 
will  understand  clearly  that  the  fate  of  the  medical  profes- 
sion is  intricately  bound  up  with  that  of  their  friends  and 
allies  in  other  professions,  the  free  press,  education,  busi- 
ness and  industry,  organized  labor,  government,  and  the 
fortunes  of  the  hard-working  wage  earner  who  usually 
breaks  even  but  can't  see  any  way  to  “get  ahead.” 

Even  now,  effective  leadership  demands  skills  such  as 
effective  public  speaking  in  a variety  of  situations,  negoti- 
ating, long-range  planning,  working  with  large  and  small 
groups,  and  working  with  nonphysicians  as  well  as  medi- 
cal colleagues.  The  knack  for  “coming  across  well”  on  TV 
helps. 

Recognizing  this  need,  medicine  is  increasing  its  efforts 
to  train  new  leaders,  and  to  teach  old  leaders  new  skills. 
During  the  summer  the  Texas  Medical  Association  held  a 
negotiations  seminar  for  physicians  and  staff.  The  Ameri- 
can Medical  Association  regularly  offers  courses  in  public 
speaking,  handling  questions  from  friendly  and  hostile  au- 
diences, and  making  the  most  of  television  appearances. 

During  the  Texas  Medical  Association’s  leadership  con- 
ference, “The  1980s:  Challenge  of  Change,”  held  in  Austin 
last  month,  many  current  and  future  leaders  heard  speak- 
ers ask  whether  medicine  in  the  future  would  be  a profes- 
sion or  a function,  and  discuss  how  to  protect  the  patient’s 


right  of  privacy,  the  impact  of  the  1980s  on  the  physician’s 
practice,  the  courage  to  change,  health  education,  and  the 
outlook  for  legislative  matters. 

For  some  aspects  of  medicine,  the  1980s  will  be  a time 
of  reaping  the  harvests  of  careful  planning  and  hard  work 
in  the  1970s.  Developing  programs  to  insure  access  to 
health  care  and  adequate  numbers  of  physicians  will 
come  to  fruition.  With  continuing  effort  and  a little  luck, 
there  will  be  funds  to  support  Texas’  medical  schools  in 
the  next  decade  when  increasing  inflation  may  prompt 
governments  to  cut  back  their  support  of  such  institutions. 

Legislation  will  continue  to  be  a major  element  in  the 
design  of  medical  practice.  Physicians  will  need  to  de- 
velop even  greater  skills  in  keeping  up  with  legislative  pro- 
posals and  exerting  the  proper  influence  at  the  proper 
time  in  order  to  insure  their  freedom  to  provide  medical 
care  according  to  the  needs  of  the  patient  rather  than  the 
needs  of  the  bureaucracy.  In  this  endeavor,  medicine  will 
need  friends. 

Socioeconomics  is  and  will  continue  to  be  of  great  im- 
portance to  patients  and  physicians  alike.  Medicine’s  deep 
involvement  in  planning  during  the  1970s  will  continue  into 
the  1980s,  and  education  of  the  public  about  socio- 
economic affairs  will  be  a major  need. 

There  is  strength  in  numbers.  To  maintain  a position  of 
leadership,  the  medical  profession  must  increase 
membership  in  its  organizations  in  order  to  increase  their 
effectiveness,  and  it  must  insist  on  unity  of  effort.  The 
medical  profession  also  needs  friends  and  supporters: 
conversely,  it  must  be  a friend  to,  and  support,  other 
groups. 

The  most  important  allies  are  patients.  They  may  need 
us  when  they  are  sick,  but  we  need  them  when  they  are 
well.  In  the  final  analysis,  the  individual  physician  who 
practices  medicine  and  nurtures  his  patients’  respect  and 
friendship  in  his  personal  and  community  life  may  well  be 
the  greatest  leader  in  the  years  ahead. 
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■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC's  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  piease  consuit  compiete  product  informa- 
tion, a summary  of  which  foiiows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  foiiowing  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncompiicated  urinary  tract  infections 
be  treated  with  a singie  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinll  pneumonitis.  To  date,  this  drug  has  been  tested  oniy  in 
patients  9 months  to  1 6 years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  “Intermediate  susceptibility”  also  indicates  a likely  re- 
sponse. "Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  t\wo 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
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peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
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Dosage:  Not  recommended  for  infants  less  than  two 
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Urinary  Tract  Infections:  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b i d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older. 


Weight 

Dose- 

—every  12  hours 

lbs 
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Teaspoonfuls 

Tablets 

20 
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1 teasp.  (5  ml) 

Vz  tablet 

40 
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2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

IV2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazo  e per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 
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next  attack  of  cystitis  ma^equire 

the  Bactrim^ 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resii 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introiti 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinai  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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Improvement  and  implementation  of  school 
health  education  and  patient  education  in  Texas 
is  a TMA  priority.  In  this  month's  "Debate  " 
column,  Texas  physicians  discuss  their  views  of 
treating  minors — without  parental  knowledge — 
who  have  venereal  disease.  Several  physicians 
urge  various  forms  of  sex  education  be  added 


to  the  building  blocks  of  the  youngster's  early 
school  training.  Richard  L.  Plumb,  MD,  chairman 
of  the  TMA  Committee  on  School  Health,  con- 
cludes the  November  Texas  Medicine  with  an 
editorial  calling  for  increased  physician  involve- 
ment in  school  health  education  programs. 


The  best  ideas  are  the  simplest. 
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It’s  as  true  in  providing 
insurance  services  as  it  is  in 
medicine.  The  best  ideas  are 
often  the  simplest. 

It’s  why  Blue  Cross  and  Blue 
Shield  of  Tfexas  continues  to  be 
one  of  the  most  cost-efficient 
insurance  carriers  to  deal  with. 

Paper  work,  for  instance.  We 
keep  it  at  a minimum,  allowing 
your  personnel  more  time  to  do 
your  work. 


We  simplify  claims 
handling,  to  make  sure  they’re 
paid  promptly  and  fairly.  And 
we  have  a simple  system  for 
claims  checking — a cost- 
control  measure. 

We’ve  simplified  our  own 
business,  consolidating  computer 
operations  into  one  central 


physicians  a very  simple 
approach  to  insurance  service,  in 
spite  of  the  growing  complexities 
in  both  our  professions. 

We  know  you’re  doing 
everything  you  can  to  keep  costs 
reasonable.  That’s  why  we’re 
doing  everything  we  can  to  keep 
things  simple. 


location  for  better  efficiency.  1 V 
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Texas  law  and  telephone  prescriptions 

As  a result  of  the  Texas  Legislature’s  enactment  of  HB 
354,  it  is  no  longer  legal  for  a pharmacist  to  accept  tele- 
phone prescriptions,  or  refill  authorizations  for  a controlled 
substance,  unless  the  prescription  is  personally  tele- 
phoned in  by  the  physician.  Telephoned  prescriptions  by 
unauthorized  persons  have  become  widely  used  to  obtain 
controlled  substances  for  illicit  uses.  Hence,  the  revised 
law  does  not  allow  a physician  to  authorize  his  or  her 
nurse  or  office  personnel  to  telephone  prescriptions  for 
controlled  substances.  Additionally,  a pharmacist  may  not 
legally  accept  a telephoned  controlled  substance  prescrip- 
tion from  anyone  other  than  a doctor.  Although  the  law 
was  effective  on  May  2, 1979,  state  regulatory  agencies 
are  allowing  a transition  period  to  promote  compliance 
with  the  act. 

Influenza  immunization 

The  Texas  Department  of  Health  has  advised  Texas 
physicians  that  it  is  supporting  a limited  influenza  immuni- 
zation program  again  this  year.  For  the  1979-1980  flu  sea- 
son, the  vaccine  will  contain  7/xg  each  of  hemagglutinin 
antigen  representative  of  three  influenza  viruses — A/ 
Texas,  A/ Brazil,  and  B/Hong  Kong,  in  each  0.5  ml  dose. 
The  flu  vaccine  is  available  at  no  cost  to  private  physicians 
and  clinics  from  the  local  health  department  or  a regional 
TDH  office.  TDH  reminds  physicians  to  file  form  C-92, 
“Physician  Certification  Form,”  with  the  office  supplying 
the  vaccine.  This  form  provides  assurances  that  patients 
are  counseled  about  the  benefits  and  risks  of  receiving  the 
vaccine.  The  forms  may  be  obtained  from  local  health 
departments  and  regional  offices  when  the  vaccine  is  re- 
quested. 

Researching  spinal  injury  rehabiiitation 

Victims  paralyzed  by  spinal  injuries  may  experience  par- 
tial recovery,  suggests  a Texas  A&M  University  study. 
Researchers  there  have  found  that  oxygen  and  chemical 
treatments  administered  in  a pressure  chamber  have 
helped  laboratory  animals  with  severed  spinal  cords  re- 
gain use  of  their  hind  legs.  John  B.  Gelderd,  MD,  a Texas 
A&M  researcher,  explained  that  hyperbaric  oxygen  appar- 
ently prevented  deterioration  of  tissue  and  allowed  more 
spinal  nerve  fibers  to  regenerate  through  the  severed  part 
of  the  spinal  cord.  At  present,  little  can  be  done  to  return 
normal  functions  to  persons  paralyzed  with  spinal  injuries. 


Clinical  research  center  receives  funds 

A psychiatric  clinical  research  center  will  be  added  to  the 
proposed  psychiatric  hospital  at  The  University  of  Texas 
Medical  Branch.  Construction  of  the  hospital  is  expected 
to  begin  in  the  late  fall  or  early  winter.  A $500,000  grant 
from  the  Moody  Foundation  of  Galveston  will  allow  for  the 
addition  of  a 12,670-sq  ft  fifth  floor  to  the  proposed  four- 
story  hospital. 

Traumatic  coma  data  bank  established 

Researchers  are  studying  computer  data  storage 
possibilities  to  aid  in  traumatic  coma  research  and  treat- 
ment. Joining  efforts  with  four  other  medical  centers,  UT 
Medical  Branch  is  collecting  and  storing  data  about  severe 
head  injuries.  Once  compiled,  the  information  will  be 
available  to  professionals  involved  in  managing  traumatic 
coma.  Data  used  in  the  daily  care  of  a patient,  such  as 
computer  graphs  of  blood  pressure,  intracranial  pressure, 
and  brain  electrical  activity  will  be  compiled,  and  individual 
patients’  progress  will  be  recorded  for  comparison  with 
other  patients.  Information  for  specific  research  questions 
based  upon  the  gathered  data  will  be  available.  Other 
medical  centers  participating  in  the  project  are  the  Univer- 
sity of  California  at  San  Diego,  the  University  of  Virginia, 
and  the  Medical  College  of  Virginia.  The  central  computer 
utilized  in  this  study  is  located  at  Stanford  University.  The 
data  bank  network  is  funded  by  the  National  Institute  of 
Neurological  and  Communicative  Disorders  and  Stroke. 

Indochinese  refugee  funds  terminated 

Physicians  who  treat  Indochinese  refugees  should  know 
that  on  Sept  30,  1979,  federal  funds  for  the  Indochinese 
Refugee  Program  were  terminated.  The  National  Heritage 
Insurance  Company  has  continued  to  process  and  pay 
Indochinese  refugee  claims  having  dates  of  service  on  or 
before  Sept  30, 1979,  but  those  claims  with  dates  of  ser- 
vice after  Sept.  30,  1979  are  no  longer  being  paid.  Indo- 
chinese refugees  who  have  been  determined  categor- 
ically needy  have  been  issued  new  recipient  numbers 
and  will  receive  a regular  Medical  Care  Identification 
Card  each  month,  the  same  as  all  other  Texas  Medicaid 
recipients.  The  Cuban  Refugee  Program  has  not  been 
affected  by  this  termination  of  funds,  so  the  claims  con- 
cerning this  program  should  be  filed  as  usual. 
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Board  considers  priorities; 
House  to  act  in  November 

The  Texas  Medical  Association’s  Executive  Board  ap- 
proved priorities  for  1980  during  its  meeting  in  September. 
These  will  be  submitted  to  the  House  of  Delegates  for 
action  later  this  month.  Heading  the  recommended  priority 
list  for  the  upcoming  decade  are  patient  education,  sup- 
port for  greater  use  of  voluntary  health  insurance,  oppo- 
sition to  compulsory  National  Health  insurance,  physician 
participation  in  the  1980  election  process,  and  TMA  partic- 
ipation in  sunset  hearings  on  the  Texas  State  Board  of 
Medical  Examiners.  The  Board  adopted  the  latter  as  its 
number  one  legislative  priority. 

The  Board  also  heard  reports  updating  the  status  of 
federal  funding  to  Texas  Institute  of  Medical  Assessment 
(TIMA),  the  state’s  sole  Physician  Standards  Review  Or- 
ganization (PSRO).  TIMA  was  recently  notified  that  fed- 
eral funds  for  PSROs  had  been  cut,  and  that  it  would  not 
be  funded  to  begin  its  review  process  until  after  October 
1980.  TIMA  concluded  its  contract  period  in  October  1979. 

The  Board  reiterated  its  opposition  to  mandatory  cost 
containment,  supporting  voluntary  cost  containment  ef- 
forts, and  disapproved  several  proposed  bills  which,  it  felt, 
would  undermine  the  medical  education  process. 

Dates  and  sites  for  the  1982  annual  session  were  ap- 
proved by  the  Board.  That  session  is  scheduled  for  May 
5-9  in  San  Antonio.  This  month,  the  House  will  decide 
whether  to  separate  the  House  of  Delegates  from  scien- 
tific programs  during  annual  session,  thus  no  specific 
hotel  was  designated  as  delegate  headquarters  for  1982. 

The  Executive  Board  also  asked  that  Association  publi- 
cations provide  Texas  physicians  with  information  on  cur- 
rent laws  pertaining  to  premarital  physical  examinations 
and  venereal  disease  tests.  It  called  on  the  Council  on 
Health  Affairs  to  study  the  merits  of  the  law. 

The  Board  expressed  concern  over  requirements  of  the 
Joint  Commission  on  Accreditation  of  Hospitals  for  pe- 
riodic reexamination  of  physicians’  performance,  skill,  and 
health.  The  Board  felt  that  the  need  for  such  requirements 
has  not  been  shown  and  that  appropriate  standards  are 
already  stated  in  medical  staff  bylaws. 

Approval  for  an  in-house  Association  Division  of  Legisla- 
tive Affairs  was  reported  to  the  Executive  Board  by  the 
Board  of  Trustees.  The  new  division  will  comprise  respon- 
sibilities for  state  legislation,  lobbying,  federal  legislation, 
a Council  on  Legislation,  interim  committees  of  the  Legis- 


lature, State  Committee  on  Appointments,  TEXPAC, 
Grassroots  Mobilization  Program,  and  medical  specialty 
societies. 

The  TMA  House  of  Delegates  will  convene  Nov  9-11  at 
the  Austin  Hilton  Inn. 

TMA  adds  10  counties  to  jail 
health  program 

One  year  ago,  TMA  embarked  on  a project  to  improve  the 
health  care  in  county  jails  across  the  state.  Four  jails  par- 
ticipated in  that  effort.  In  September  1979,  TMA  increased 
its  county  jail  participation  by  selecting  ten  additional  jails 
for  the  program.  Participating  are:  Bexar,  Tarrant,  Nueces, 
Brazoria,  Johnson,  Kleberg,  Montgomery,  Scurry,  Webb, 
and  Winkler  county  jails. 

“Texas  physicians  will  begin  inspecting  jails  immediately 
to  help  suggest  ways  sheriffs  can  improve  their  medical 
facilities,”  said  Mike  Young,  director  of  TMA’s  Medical 
Service  Department  which  is  handling  the  jail  health  care 
project. 

TMA  officials  will  visit  the  ten  new  jails,  chosen  with 
regard  to  their  size,  location,  and  status  of  existing  health 
care  services,  to  offer  recommendations  for  health  care 
improvements.  These  recommendations  are  based  upon 
a set  of  69  standards  established  and  tested  over  the  past 
three  years  by  the  American  Medical  Association,  and 
cover  aspects  of  inmates’  physical  care.  This  includes 
screening  for  contagious  diseases,  providing  emergency 
medical  care,  detoxification,  mental  health  care,  and 
dental  care. 

Orange  County  jail,  one  of  the  four  original  jails  to  par- 
ticipate in  the  program,  became  on  June  6 the  first  in 
Texas  to  be  accredited  for  compliance  with  established 
AMA  standards  for  medical  care.  Travis,  Dallas,  and  Har- 
ris county  jails  continue  to  work  toward  their  accreditation. 

The  AMA  project  was  started  three  years  ago  with  30 
jails  in  six  states  participating.  In  June  1979,  the  program 
had  grown  to  include  140  jails  in  15  states  and  the  District 
of  Columbia.  The  AMA  is  now  encouraging  widespread 
implementation  of  the  standards,  and  by  the  end  of  this 
year  it  expects  to  have  expanded  the  program  to  350  jails 
in  22  states  and  Puerto  Rico. 

The  program  is  the  result  of  a 1972  AMA  survey  of  jail 
medical  facilities  throughout  the  country.  The  survey 
showed  that  health  and  medical  services  in  county  jails 
were  inadequate.  For  instance,  it  revealed  that  physicians 
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were  available  on  a regularly  scheduled  basis  in  only  38% 
of  the  jails;  that  first-aid  facilities  existed  in  66%;  and  that 
physicians  were  not  available  to  provide  medical  care  in 
32%  of  the  jails.  The  survey  showed  further  that  most  jails 
utilized  hospital  emergency  rooms  and  physicians’  offices 
to  meet  acute  care  and  emergency  needs. 

Screening  inmates  for  communicable  diseases  has 
proven  to  be  an  important  aspect  of  the  program.  An  AMA 
inmate  patient  profile  completed  in  1977  revealed  that 
many  inmates  tested  positive  for  tuberculosis  and  syphilis. 
Of  the  641  prisoners  tested,  30%  showed  indications  of 
liver  malfunction.  By  screening  and  treating  these  in- 
mates, it  has  been  possible  to  curb  the  spread  of  disease 
to  other  inmates  in  crowded  jail  cells,  and  from  the  jail  to 
the  general  community. 

“In  the  last  three  years,  the  program  has  saved  lives  and 
improved  health  care  for  the  incarcerated,”  declared  Ber- 
nard P.  Harrison,  AMA  group  vice  president,  responsible 
for  the  jail  health  care  project  on  a national  level.  “After 
being  medically  screened  and  examined,  inmates  are  no 
longer  a health  menace  to  the  community  when  they 
leave  the  jail,"  he  said. 

The  TMA  is  conducting  the  program  with  a $43,600  grant 
from  the  federal  Law  Enforcement  Assistance  Administra- 
tion as  part  of  the  LEAA-financed  AMA  program  across 
the  country. 

Mike  Young,  director  of  TMA's  medical  service  department,  announces 

at  a Capitol  press  conference  that  TMA  has  accepted  ten  additional 

Texas  jails  into  its  program  to  improve  inmate's  health  care 

Seated  with  Mr  Young  are  C.  Lincoln  Willlston,  TMA  executive  director, 

Bernard  P.  Harrison,  AMA  group  vice  president;  and 

Harold  T.  Tubbs,  director  of  the  correctional  division  of  the  US 

Law  Enforcement  Assistance  Administration. 


TMA  to  participate  in  sunset 
law  proceedings 

Texas  physicians  may  see  the  state  laws  governing  the 
practice  of  medicine  self-destruct  during  the  67th  Legisla- 
ture, if  no  action  is  taken  to  recreate  these  laws. 

The  Texas  sunset  law,  passed  in  1977,  requires  the  au- 
tomatic termination,  every  12  years,  of  state  agencies  not 
positively  recreated  by  the  Texas  Legislature.  The  idea 
behind  the  law  is  to  review  government  entities  to  deter- 
mine their  viability  and  remove  obsolete  agencies  or  ar- 
chaic wording  in  the  laws  creating  an  agency. 

In  1981,  every  major  Texas  state  health  licensure 
agency  must  undergo  review  and,  subsequently,  be  re- 
created. In  addition  to  the  Board  of  Medical  Examiners, 
the  Legislature  will  review  licensing  laws  for  nurses, 
chiropractors,  optometrists,  pharmacists,  physical 
therapists,  psychologists,  dentists,  veterinarians,  and  so- 
cial psychotherapists. 

The  medical  licensing  laws  will  also  be  subject  to  review 
and  redefinition.  This  series  of  laws  which  has  evolved 
over  a long  period  of  time,  regulates  the  practice  of 
medicine,  limits  that  practice  to  physicians,  creates  the 
Board  of  Medical  Examiners,  and  defines,  in  detail,  the 
scope  of  the  Board’s  operation.  The  laws  spell  out  what 
constitutes  the  practice  of  medicine  and  exclude  by  defini- 
tion, those  who  may  not  practice  medicine.  In  addition,  the 
laws  provide  for  reciprocal  licensing  arrangements  with 
other  US  accredited  medical  schools,  specify  educational 
examination  and  registration  requirements  for  applicants, 
and  afford  a ‘fifth  pathway”  for  graduates  of  foreign 
schools  to  acquire  licenses. 

The  TMA  Executive  Board,  at  its  September  meeting, 
adopted  as  its  first  legislative  priority,  TMA’s  participation 
in  the  sunset  hearings  on  the  Texas  State  Board  of  Medi- 
cal Examiners. 

Hansen’s  disease  increases; 
reporting,  immigration  cited 

Improved  reporting  procedures  for  Hansen’s  disease,  and 
changes  in  immigration  patterns  within  the  state  have  re- 
sulted in  an  apparent  increase  in  the  number  of  cases  in 
Texas.  Twenty-eight  cases  of  Hansen  s disease  were  re- 
ported to  the  Bureau  of  Communicable  Disease  Services 
of  the  Texas  Department  of  Health  during  the  first  seven 
months  of  1979,  the  same  number  as  was  reported  during 
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the  entire  year  of  1978. 

Hansen's  disease,  or  leprosy,  is  an  infectious  disease 
caused  by  a bacterium  (Mycobacterium  leprae).  Symp- 
toms usually  first  appear  as  skin  lesions  which  should  be 
confirmed  by  a biopsy.  There  are  two  basic  forms  of  lep- 
rosy. In  one,  the  skin  becomes  thickened  and  is  covered 
by  patches  and  large  nodules  (lepromatous  type).  The 
second  type  invades  the  nerves  causing  a loss  of  feeling 
in  the  skin,  paralysis,  and  later  deformities  of  the  limbs 
(tuberculoid  type). 

There  have  been  more  than  1,000  cases  of  Hansen’s 
disease  reported  in  Texas  since  1920.  Every  year,  10  to  20 
new  cases  are  reported,  usually  found  in  the  Lower  Rio 
Grande  Valley  and  Southern  Gulf  Coast  areas.  Once  prin- 
cipal foci  for  the  disease,  the  cities  of  Galveston,  Houston, 
and  San  Antonio,  today  yield  few  cases. 

Since  1975,  imported  cases  of  the  disease  among  Mex- 
ican and  Vietnamese  immigrants  have  increased  steadily, 
according  to  a report  by  Raoult  C.  Retard,  MD,  published 
in  Texas  Morbidity  This  Week,  a TDH  newsletter  (see  Fig 
1).  Dr  Retard,  a Hansen's  disease  consultant  with  TDH 
Public  Health  Region  9 in  Uvalde,  carries  out  statewide 
epidemiology  and  education  efforts.  He  noted  in  his  report 
that  these  imported  incidences  of  Hansen’s  disease  have 
not  been  deemed  a major  threat  to  public  health.  Many  of 
the  more  recent  cases  had  already  been  partially  diag- 
nosed and  treated  and  were  not  considered  infectious.  In 
addition,  the  proportion  of  potentially  infectious  cases 
among  immigrants  has  been  low  compared  to  a higher 
rate  of  potentially  infectious  cases  among  Texans. 

Better  awareness  of  the  disease  among  Texas  health 
professionals  has  been  a factor  in  the  notable  increase  in 
reported  cases.  This  was  brought  about  by  continuing 
education  seminars,  articles  concerning  Hansen’s  disease 
control  programs,  and  letters  to  physicians  in  endemic 


7.  Reported  cases  of  Hansen's  disease  by  year  and  patient  origin, 
Texas. 


Year 

Total  No. 
Reported 

Indigenous 
to  Texas 

Immigrant 

Imported 

Other 

1975 

20 

15 

5 

0 

1976 

18 

11 

6 

1 

1977 

26 

13 

9 

4 

1978 

28 

14 

14 

0 

1979* 

28 

12 

9 

7t 

•Through  July  1979 

fCase  investigation  in  progress 

From  Texas  Morbidity  This  Week,  Aug  11,  1979,  week  no.  32,  Texas 
Department  of  Health 


areas.  Dr  Ratard  said  these  activities  may  have  yielded 
a number  of  cases  which  otherwise  may  have  gone  un- 
reported. 

For  consultation  about  the  cases  of  the  disease,  call  the 
Hansen’s  Disease  Control  Program  in  Austin,  or  Dr  Ratard 
in  Uvalde. 

Darvon  patient  leaflet 
subject  of  discussions 

When  evidence  indicated  that  propoxyphene  products 
were  being  associated  with  a number  of  deaths  five  years 
ago,  Eli  Lilly  and  Company  of  Indiana  initiated  a voluntary 
educational  program  directed  at  physicians,  pharmacists, 
and  patients,  explaining  how  propoxyphene  products 
should  be  prescribed  and  used.  This  voluntary  effort  has 
resulted  in  patient  leaflets,  which  the  company  asks 
pharmacists  to  distribute  with  each  Darvon  prescription. 
The  leaflets  give  special  instructions  for  careful  usage, 
explain  possible  side  effects  and  proper  dosage,  and  cau- 
tion the  patient  against  using  the  drug  with  alcohol  or  other 
drugs.  At  this  time,  Eli  Lilly  and  Company  appears  to  be 
the  only  company  issuing  such  a leaflet  for  Darvon. 

Mr  Russ  Durbin,  a spokesman  for  Eli  Lilly  and  Com- 
pany, stated  that  in  general,  patients  should  be  knowl- 
edgeable of  the  drugs  they  are  taking.  He  noted  that  in  the 
past,  patients  had  died  because  they  had  combined  Dar- 
von with  alcohol  or  other  drugs.  The  patient  leaflet  cau- 
tions against  such  usage. 

Texas  Medical  Association  has  stated  its  agreement,  in 
general,  that  patients  need  to  be  informed  about  the  medi- 
cations they  are  taking.  However,  TMA  registered  its  con- 
cern regarding  proposed  rules  for  prescription  drug  prod- 
ucts and  patient  labeling  requirements  (Federal  Register, 
July  6,  1979),  in  recent  comments  to  the  Food  and  Drug 
Administration.  The  proposed  rules  state  that  patient  in- 
serts would  be  based  upon  package  inserts  now  prepared 
for  physicians  by  drug  manufacturers. 

The  TMA  statement  asserted  that  the  person  responsi- 
ble for  material  in  an  insert  should  be  identified  so  that  his 
or  her  qualifications  could  be  evaluated.  The  Association 
noted  that  inserts  intended  for  physicians  are  being  used  in 
court  cases  against  physicians,  and  that  patient  inserts 
could  increase  the  number  of  inappropriate  suits  against 
doctors. 

In  response  to  the  Lilly  request  to  distribute  the  Darvon 
leaflets,  Walgreen  Company  of  Illinois  became  concerned 
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Read  all  about  your  Association’s  new  optional  benefit  on  Page  6 of  the 
T.M.A.  Insurace  Brochure  — the  one  that  looks  like  a package  wrapped  in 
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lest  patients  become  apprehensive  about  the  safety  of  the 
drug  prescribed  by  their  physicians.  Mr  J.B.  Karlin,  director 
of  health  services  for  Walgreen  Company,  suggested  in  a 
letter  to  the  TMA,  that  some  patients  may  aggravate  their 
conditions  by  noncompliance  with  the  prescribed  regimen. 
To  avoid  any  such  apprehension,  Mr  Karlin  suggested  that 
physicians  discuss  the  leaflet  with  their  patients  before 
writing  the  prescription  for  Darvon. 

WSJ  reflects  on  CAT  scanner: 
toy  or  tool? 

“Fugitive  Scanners,”  a recent  editorial  in  The  Wall  Street 
Journal,  took  to  task  HEW's  restrictive  attitude  toward  use 
and  purchase  of  computerized  axial  tomographic  (CAT) 
scanners  by  physicians  and  medical  facilities. 

The  scanner,  says  the  Aug  29  editorial,  is  generally  ac- 
knowledged among  physicians  to  be  one  of  the  most  val- 
uable diagnostic  tools  ever  invented.  Said  the  editorial,  by 
sliding  a patient  into  this  machine,  it  is  possible  to  get  a 
comprehensive  view  of  the  conditions  of  vital  organs,  in- 
cluding the  brain,  and  dangerous  exploratory  surgery  or 
catheterization  can  often  be  avoided  by  using  the  CAT 
scanner.  Further,  the  editorial  noted,  because  the  scanner 
can  often  pinpoint  exactly  where  the  body  is  damaged, 
treatment  may  be  started  immediately,  often  reducing 
brain  damage  or  preventing  death. 

The  editorial  observed  that,  despite  the  obvious  life- 
saving benefits  of  the  CAT  scanner,  physicians  and  hospi- 
tals find  themselves  unable  to  purchase  the  equipment 
because  capital  acquisitions  are  controlled  by  the  federal 
health  planning  act,  as  administered  by  state  and  local 
health  planning  and  health  systems  agencies.  The  Journal 
noted  that  for  an  institution  to  get  a scanner,  it  must  obtain 
a certificate  of  need  (CON)  from  such  an  agency  and  the 
request  may  be  turned  down.  Commented  the  editors, 
“Scanners  cost  up  to  $750,000  and  turning  down  a re- 
quest for  one  allows  bureaucrats  to  pretend  to  be  doing 
something  about  the  cost  of  medical  care.” 

In  turn,  the  article  reported,  physicians  have  banded 
together  to  buy  CAT  scanners  on  their  own,  and  set  them 
up  off  of  hospital  premises,  hoping  to  escape  the  restric- 
tive control  of  HEW.  “Hence,"  says  the  Journal,  “the  ex- 
pression, coined  by  health  planning  bureaucrats,  ‘fugitive 
scanners’!” 

Noting  that  some  states  have  tried  to  close  this  loophole 
by  requiring  physicians,  as  well  as  hospitals,  to  present 


CONs  for  major  capital  needs,  the  article  said  that  exten- 
sion of  the  federal  health  planning  act  also  tightens  this 
loophole. 

That  federal  and  state  agencies  are  going  to  such  trou- 
ble to  restrict  the  use  of  this  equipment,  despite  wishes  of 
physicians,  may  be  “only  one  of  the  many  inevitable  out- 
comes of  the  politicization  of  medical  care  in  the  last  dec- 
ade,” says  the  editorial. 

The  editorial  acknowledges  that  not  every  county  hospi- 
tal can  or  should  be  equipped  to  conduct  the  specialized 
operations  done  at  large  urban  teaching  hospitals  and 
clinics.  It  says,  however,  that  the  dispute  between  physi- 
cians and  regulatory  bureaucrats  is  based  upon  the  physi- 
cians' contention  that  the  scanner  is  not  some  expensive 
toy,  but  a vital  tool.  The  editorial  further  states,  “And  one 
might  reasonably  wonder  if  people  who  practice  medicine 
aren’t  more  qualified  to  judge  than  people  who  do  not.” 

“When  doctors  have  to  resort  to  fugitive  scanners’  to 
save  lives  something  seems  badly  wrong.  And  the  coer- 
cive mindset  of  people  who  coin  expressions  like  ‘fugitive 
scanner’  may  provide  a clue  to  what  it  is.” 

County  society  founds 
diabetes  research  fund 

The  Galveston  County  Medical  Society  has  provided  The 
University  of  Texas  Medical  Branch  with  more  than 
$41,700  to  establish  an  endowment  fund  for  research  in 
diabetes  mellitus. 

Medical  society  spokesman  Cam  Stiernberg,  MD,  said 
the  fund  was  initiated  to  recognize  and  aid  research  efforts 
in  juvenile  onset  diabetes.  He  said  interest  from  the  per- 
manent endowment  will  support  research  projects  nomi- 
nated by  the  dean  of  medicine  at  UTMB. 

Diabetes  mellitus  is  characterized  by  an  abnormal  insu- 
lin secretion  which  is  reflected  in  hyperglycemia,  large 
vessel  disease,  microvascular  disease,  and  neuropathy. 
“This  is  a devastating  disease  that  affects  millions  of  peo- 
ple and  involves  practically  all  medical  specialties,”  said 
Dr  Stiernberg,  “but  it  doesn’t  receive  the  same  publicity  or 
financial  support  as  others  such  as  heart  disease  and 
cancer.  The  Galveston  County  Medical  Society  wanted  to 
bring  attention  to  the  seriousness  of  the  disease  as  well  as 
ongoing  diabetes  research  projects  at  UTMB.” 

UTMB  President,  William  C.  Levin,  MD,  praised  the 
medical  society  for  the  act  of  friendship  and  foresight.  He 
noted  that  the  disease  is  a leading  cause  of  death  in  the 
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US  and  can  result  in  many  complications,  including  blind- 
ness, heart  disease,  and  circulatory  disorders. 

Blue  Cross/Blue  Shield 
celebrates  50th  year 

This  year  Blue  Cross  and  Blue  Shield  of  Texas  marks  its 
50th  anniversary  as  a nonprofit,  prepaid  health  care  plan. 
The  concept  for  such  a plan  originated  in  1929  when  a 
group  of  Dallas  public  school  teachers  each  paid  50  cents 
per  month  into  a common  fund  which  provided  members 
up  to  21  days  of  care  at  the  Baylor  University  Hospital. 
Within  the  next  several  years,  other  individual  hospitals 
across  the  country  were  offering  similar  plans.  In  1934, 
these  local  plans  became  part  of  a national  confederation 
known  as  “Blue  Cross"  with  the  blue  cross  symbol. 

The  early  plans  provided  only  room  and  board  coverage 
for  participating  employees.  In  the  early  1940s,  however,  a 
similar  plan  called  Blue  Shield  was  developed  to  include 
coverage  for  physicians’  services.  Benefits  expanded 
under  this  plan  to  include  additional  features  such  as  cat- 
astrophic, major  medical,  outpatient,  and  dental  care. 


Blue  Cross  attained  a nationwide  enrollment  of  around 
6 million  members  in  56  plans  during  the  early  1940s;  by 
1945,  enrollment  climbed  to  19  million  members  in  80 
plans.  Today,  the  Blue  Cross  and  Blue  Shield  concept  is  a 
nationwide  organization  with  115  plans  serving  approxi- 
mately 112  million  members. 

From  its  early  beginnings,  the  Texas  Blue  Cross  and 
Blue  Shield  plan  has  grown  from  a membership  of  1,000 
school  teachers  in  1929,  to  almost  4 million  members  of 
diverse  industry  in  1978.  The  plan  is  credited  with  provid- 
ing cancer  protection  under  catastrophic  illness  coverage 
and  selling  its  own  companion  life  insurance  before  other 
companies  in  the  state. 

In  celebration  of  the  50th  anniversary.  Blue  Cross  and 
Blue  Shield  of  Texas  sponsored  the  Texas  Conference  on 
Health  Care  in  Dallas.  The  iy2  day  conference  in  October 
featured  speakers  representing  hospitals,  physicians, 
business,  consumers,  and  government  who  spoke  on 
health  care  costs. 


Coming  next  month 

Articles  schedules  for  publication  in  the  December  issue 
of  Texas  Medicine  include  a report  of  a radiologic  evalua- 
tion of  biliary  tract  disorders,  a description  of  the  physi- 
cian’s role  in  evaluating  infertility,  a case  report  of  tracheo- 
esophageal fistula,  and  discussion  of  withdrawal  patterns 
in  the  cross-addicted  patient.  The  December  issue  also 
will  present  a biographical  sketch  of  Joseph  Henry  Reuss, 
Texas  pioneer  and  founding  chairman  of  the  Texas  Surgi- 
cal Society. 


Investment  performance 

for  TMA  Members’  Retirement  Plan  and  Trust 


(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling  in  the  program,  comparative  perfor- 
mances for  investments  are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  news- 
papers list  up-to-the  minute  values  on  mutual  funds.) 


Investment  Media® 

1979 

through 

9/30/79 

3 Years 

Ended 

12/31/78 

5 Years 

Ended 

12/31/78 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+ 17.6 

+39.5 

+ 7.6 

1.8 

Loomis-Sayles  Mutual  Fund 

+ 8.7 

+ 3.1 

- 9.7 

4.7 

Mercantile  Bank  HR-10  Equity  Fund 

+ 5.6 

+24.9 

+ 17.8 

— 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

+ 18.3 

+ 22.9 

+ 28.1 

— 

T.  Rowe  Price  Growth  Stock  Fund 

+ 9.2 

+ 9.1 

- 3.8 

2.3 

T.  Rowe  Price  New  Income  Fund 

- 3.0 

+ 0.2 

- 2.9 

8.2 

Stein,  Roe  & Farnham  Balanced  Fund 

+ 10.8 

+ 3.6 

- 7.4 

3.7 

Standard  & Poor  500  Stock  Average 

+ 13.7 

+ 6.6 

- 1.3 

— 

Dow  Jones  Industrial  Average 

+ 9.1 

- 5.6 

- 5.4 

— 

a.  Mutual  Fund  performances  include  reinvested  capital  gain  distributions. 

b.  Mercantile  HR-10  Equity  and  Fixed  Income  Funds  make  no  distributions.  All  earnings  are  retained  in  the  respective  funds. 
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The  primary 
beneficiaries  of 

ORAL 

HYDERGENE 

Each  1 mg  Hydergine  tablet  containsdihydroergocornine  mesylate  0.333  mg,  dihydro- 
ergocristine  mesylate  0.333  mg,anddihydroergocryptine(dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild  , 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


©TABLETS, 


1 mg 


(1  tab  t.i.d.) 


The  still-hinctioning  geriatric  can  benefit 
from  Hydergine  treatment 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded— the 
ability  to  function  can  be  maintained. 

Oral  Hydergine  tablets  promote 
better  patient  compliance 

Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 


Contraindications:  Hypersensitivity  to  the  drug 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  carelul  diagnosis  should 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  etfects  have  not  been  found.  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin- 
gual tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  tor  3-4  weeks 
How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocomine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg;  packages  of  100, 500,  and  1000  Hydergine  sublingual  tablets  0.5  mg,  contain- 
ing dihydroergocomine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.167  mg,  representing  a total  of  0.5  mg;  A 
packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  lor  lull  product  information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936 


® 1979  Sandoz,  Inc. 


The  Brown  Schools: 
Specialists  in 
Residential  Treatment 

Residential  treatment  has  be- 
come highly  specialized  in  the 
held  of  mental  health.  It  is  a 
specihc  treatment  modality  for 
those  who  need  a totally  planned 
■nd  structured  environment. 

The  Brown  Schools  has  de- 
veloped a wide  range  of  profes- 
sional services  that  can  be 
utilized  to  implement  an  indi- 
vidually planned  residential 
treatment  program.  The  degree 
of  stmcture  and  protection,  the 
intensity  of  therapy,  the  methods 


of  education  and  training  are 
controlled  and  modihed  with  the 
resident's  changing  needs. 

Professionals  in  the  areas  of 
psychiatry,  psychology,  nursing, 
'-ocial  work,  education,  pre- 
vocational  training,  speech 
pathology,  and  recreation  have 
developed  expertise  in  the  spe- 
cihc area  of  residential  treat- 
ment. Each  service  area  is  de- 
signed as  a component  of  an 
integrated  therapeutic  milieu. 

The  three  residential  treatment 
centers  of  The  Brown  Schools 
provide  complete  programming 
for  those  in  need  of  twenty-four 
hour  care.  Services  are  available 


for  children,  adolescents,  and 
adults  with  emotional  distur- 
bance, mental  retardation,  and 
neurological  impairment.  Two 
small  group  homes  in  Austin 
provide  for  reintegration  into  the 
community  and  complement  the 
services  offered  in  the  other 
centers. 

For  information,  write; 

Director  of  Admissions 
Department  K - 1 
The  Brown  Schools 
P.O.  Box  4008, 

Austin,  Texas  78765. 

Toll  Call:  (512)  478-6662 
Out  of  State  Free:  (800)  531-5.505 
From  Texas  Free:  (800)  252-5404 
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TEXAS  REPRESENTATIVE 

Arthur  F.  Ennis,  Jr.,  Bruce  C.  Crim,  Keith  H.  Prince  and  Charles  F.  Curtice,  Suite  415  Medical  Tower, 

712  N.  Washington,  Dallas  75246  Telephone  (214)  821-4640 

L.  Wayne  Kirk,  7887  Katy  Freeway,  Suite  255,  Houston  77024  Telephone  (713)  682-8024 

Michael  C.  Rollans,  Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216  Telephone  (512)  344-5901 
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MEDICAL  NEWSMAKERS 


EUGENE  A.  SPRAGUE,  PhD,  a researcher  at  The  Uni- 
versity of  Texas  Health  Science  Center  at  San  Antonio, 
has  been  selected  to  receive  the  Irvine  H.  Page  Ar- 
teriosclerosis Research  Award  for  Young  Investigators 
presented  by  the  American  Heart  Association  Council  on 
Arteriosclerosis. 


FREDERICK  F,  BECKER.  MD,  head  of  the  department  of 
pathology  at  M.D.  Anderson  Hospital  and  Tumor  Institute, 
has  been  named  vice  president  for  research  at  M.D.  An- 
derson. Named  as  associate  vice  president  for  research 
was  JAMES  M.  BOWEN,  PhD,  acting  head  of  the  depart- 
ment of  molecular  carcinogenesis  and  virology. 


JAMES  G.  HILTON,  PhD,  professor  of  pharmacology  and 
toxicology  at  UT  Medical  Branch,  has  been  named  acting 
chairman  of  that  department.  A member  of  the  pharma- 
cology faculty  since  1961,  Dr  Hilton  also  serves  as  chief  of 
pharmacology  at  the  Shriners  Burns  Institute  in  Galveston. 

JAMES  F.  WITTMER,  MD,  has  been  appointed  acting 
dean  of  the  School  of  Allied  Health  Sciences  at  The  Uni- 
versity of  Texas  Health  Science  Center  at  San  Antonio.  A 
recently  retired  colonel  in  the  US  Air  Force,  Dr  Wittmer 
was  director  of  the  surgeon’s  office  at  the  Air  Force  man- 
power and  personnel  center,  Randolph  Air  Force  Base. 

RAYMOND  T.  MOORE,  MD,  Texas  Commissioner  of 
Health,  has  received  the  Frank  J.  Von  Zuben  Meritorious 
Award  from  the  International  Good  Neighbor  Council 
(IGNC).  Dr  Moore  was  cited  for  his  continuous  support  of 
the  IGNC  Health  Committee  and  for  his  efforts  in  behalf  of 
better  health  for  Texas  and  Mexico. 

GLEN  LANE,  a graduate  student  in  medical  physiology  at 
Texas  A&M  University  College  of  Medicine,  has  received 
the  Harold  Lamport  Foundation  Award  for  the  nation’s 
outstanding  young  cardiovascular  investigator. 

VERT  MOONEY,  MD,  has  been  appointed  W.B.  Carrell 
Professor  of  Orthopedic  Surgery  at  The  University  of 
Texas  Health  Science  Center  at  Dallas.  Dr  Mooney  is  pro- 
fessor of  surgery  and  chairman  of  the  division  of  or- 
thopedic surgery  at  the  health  science  center. 


THOMAS  D.  MOORE,  MD,  Dallas,  has  been  named  as- 
sociate dean  for  health  services  at  UT  Southwestern  Med- 
ical School  and  executive  director  of  the  school’s  Am- 
bulatory Care  and  Teaching  Center  which  is  scheduled  to 
open  in  January  1983.  Dr  Moore  is  professor  of  pediatrics 
at  The  University  of  Texas  Health  Science  Center  at  Dal- 
las and  executive  director  of  the  Children  and  Youth  Proj- 
ect in  West  Dallas. 

GUY  R.  NEWELL,  MD,  is  the  new  director  of  cancer 
prevention  at  The  University  of  Texas  System  Cancer 
Center,  Houston.  Dr  Newell  has  served  as  deputy  director 
of  the  National  Cancer  Institute  for  the  last  six  years. 

EMIL  J.  FREIREICH,  MD,  head  of  the  department  of  de- 
velopmental therapeutics  and  chief  of  research  hematol- 
ogy at  M.D.  Anderson  Hospital  and  Tumor  Institute,  is  the 
1979  recipient  of  the  Leukemia  Society  of  America’s  de 
Villiers  Award.  The  society’s  highest  honor  was  given  to  Dr 
Freireich  for  his  outstanding  contribution  to  leukemia  re- 
search. 

JOHN  M.  PICKETT,  MD,  Amarillo,  has  been  elected 
president  of  the  Texas  Pediatric  Society.  Other  newly- 
elected  officers  include  LAURANCE  N.  NICKEY,  MD.,  El 
Paso,  president-elect;  ROBERT  C.  BONDY,  JR,  MD, 
Richardson,  secretary;  GEORGE  E.  FELKNOR,  JR,  MD, 
Baytown,  treasurer;  and  L.  LEIGHTON  HILL,  MD,  Hous- 
ton, chairman  for  District  1. 


James  G.  Hilton,  PhD 


Emil  J.  Freireich.  MD 


James  M.  Bowen.  PhD 


Frederick  F.  Becker,  MD 
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New  TMA  Auxiliary  Project 

Developed  Expressly  for  Members  of  the  Texas  Medical  Profession 

THE  HERITAGE  COLLECTION 

Sponsored  by  the  Texas  Medical  Association  Auxiliary 


The  “Doctor  on  Horseback"  represents  the  concept  of  untiring 
dedication,  resourcefulness  and  devotion  that  bequeathed 
the  “Heritage  of  Pride”  we  enjoy  today. 


Produced  by  the  Southwest's  leading  medalic  artists — a beautiful 
commemorative  that  should  become  a treasured  memento  as  well 
as  a symbol  of  pride  by  the  wearer.  The  buckle  is  executed  in  solid 
brass,  guaranteed  for  life  and  done  by  the  time-consuming,  pain- 
staking lost  wax  process.  Recognized  as  the  most  difficult  and 
yet  the  most  perfect  process  for  the  production  of  exquisite  castings. 


The  “Horse  and  Buggy  Doctor"  represents  the  early  progress 
from  Frontier  medicine  to  the  growing  pioneering  state. 


Each  buckle  is  then  hand-finished  and  polished  to  insure  the  finest 
in  quality  and  workmanship.  Order  both  buckles  for  personal  use  or 
for  gifts. 

Proceeds  will  benefit  the  Physicians  Benevolent  Fund  of  the  TMA 
and  Auxiliary. 


— — ORDER  FORM 


Please  send  the  following  buckles; 


Doctor  on  Horseback  @ $15.00 

+ $1.40  postage  and  handling 

Horse  and  Buggy  Doctor  @ $15.00 
-t-  $1.40  postage  and  handling 


TOTAL  

Sterling  Silver  and  Solid  10K  Gold  available  on  special  order. 
Prices  based  on  price  of  metal  at  time  of  manufacture. 
Estimated  Prices:  Sterling  Silver  $120.00 
Solid  10K  Gold  $1,000.00 


MAIL  TO: 

Name 

Address 

City,  State  Zip  Code 

CHECK  ONE:  Check/Money  Order  BAC/VISA  M.C.  

BAC/VISA  No.  Exp.  Date 

M.C.  No. Interbank  No Exp.  Date 

Signature  (for  charge  purchases) 

Make  Checks  To:  Beaujangles,  Ltd. 

Mail  Orders  & Inquiries  To:  Texas  Medical  Association  Auxiliary 

1801  North  Lamar 
Austin,  Texas  78701 

(Proceeds  Benefit  the  Physicians  Benevolent  Fund 
of  the  Texas  Medical  Association  and  Auxiliary.) 
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brand  of 


cim^tidine 


How  Supplied:  *1*  ^ 

Pale  green  300  mg.  tablets 
in  bottles  of  100  and  Single  Unit  Packages  ot  100 
(intended  for  institutional  jise  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 
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When  painful  spasm 
is  the  presenting 
symptom 


..in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects^ 

Demonstrated  smooth  muscie  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 


'The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N,M.:  Evaluation  of  an  antispasmodic. 
Double-biind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination,  A preliminary  report. 
Western  Med.  5:356-358,  1964. 


Merrell 


e-4420  IY736A)  MNR-804 


♦This  drug  has  been  ciassified  probabiy"  effective  in  treating 
functionai  bowei/irritabie  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyr 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Briet  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  ol 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functionaf  bowel /irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis, 

THESE  FUNCTIONAL  DISORDERS  ARE  OREN  RE- 
UEVED  BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  ol  infant  colic  (syrup). 

Final  classification  of  the  less-than-etfective  indications 
requires  further  ihvestigation. 


CONTRAINDICATIONS,  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  Ihe  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  Ihe  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweatmg).  Diarrhea  may  be  ah  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Benty!  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  ot  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  w*th  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with  Autonomic  neuropathy  Hepatic  or  renal 
disease  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  ot 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon.  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  ot  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS  Anticholmergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension,  loss  ol  taste; 
headache;  nervousness;  drowsiness,  weakness,  dizziness,  insom- 
nia; nausea,  vomiting,  impotence;  suppression  ol  lactation,  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
Idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  ot  mental  contusion  and/or  excite- 
ment. especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
ligbtheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION.  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Oosaje  Bentyl  10  mg  capsule  and  syrup  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  tour  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  tour  times  daily  Infants  'h 
teaspoonful  syrup  three  or  tour  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Injection.  Adu/fs  2 ml.  (20  mg.)  every  tour  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  ot  the  mouth,  difficulty  in  swallowing.  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  of  October,  1978 


Injectable  dosage  forms  manufactured  by  CDNNAUGHT  LABDRA- 
TDRIES,  INC  , Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  ol  Richardson-Merrell  Inc.,  Cincinnati. 
Ohio  45215,  U S A. 


Merrell 


Starlite  Village 
Hospital 


Center  Point,  Texas 

Ph.  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 


physical,  mental  and  spiritual  treatment 


of  men  and  women  suffering  from 


alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  R.  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
James  T.  Lee,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield.  M.D..  F.A.C.S. 

Clytle  W.  Parsons.  M.D. 

Richard  H.  Moore.  M.D. 

Dalton  R.  Carpenter,  M.D. 

ORAL  SURGE'RY 

R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason.  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
K.  Thomas  Bose.  M.D. 

Allison  S.  Yee,  M.D. 

PEDIATRICS 

Joseph  Bilder,  Jr..  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D..  F.A.C.P. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper.  M.D..  Cardiology 
David  M.  Pogue.  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

Lowell  L.  Harvey,  M.D.,  Pulmonary 
John  A.  Caras.  M.D.,  Endocrinology 
Rick  Y.  Ho..  M.D.,  Gastroenterology 
J.  Michael  Hilburn.  M.D.,  Neurology 
Samuel  C.  Waters,  M.D.,  Cardiology 

FAMILY  PRACTICE 
J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

Madeleine  Kent,  M.D. 

UROLOGY 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


MERRELL-NATIONAL  LABORATORIES 
Division  ot  Richardson-Merrelt  Inc 
Cincinnati.  Ohio  45215.  USA 
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Cassette  Tapes  of  TMAs 
1 979  Leadership  Conference 
Are  Now  Available 


TMA-LC-4 

THeITbShIe'&NE:  a POSIT, VE  BEAT 


TMA-LC-5 

CHALLEHGE: 

or  Be„s, 

Health  Pior,^  ^ ^ y ^ '^arcontell,  M.D 

the  eamZftZrt  «°pZrrsrZ" t o"'' '™° 


CASSETTE  TAPES  OF  TMA’S  POSTGRADUATE 
COURSES  HELD  IN  CONJUNCTION  WITH  THE 
CONFERENCE  ARE  ALSO  AVAILABLE.  WRITE 
FOR  AN  ORDER  BLANK  TODAY. 


Challenge  of  Change 

Joe  C.  Thompson  Conference  Center 
Austin,  Texas 
September  22,  1979 

ORDER  TODAY! 


I 

I Please  send  me  the  following  tape(s)  in  the 
' quantity  indicated! 

I TMA-LC-1 

I TMA-LC-2 

' TMA-LC-3 

I TMA-LC-4  (INCLUDE  EXTRA  $2.00 

PER  ORDER) 

I TMA-LC-5 


Cassette  Prices: 


1-5  $5.50  each  -i-  $ .75  shipping 

6-1 1 $5.25  each  + $1 .00  shipping 

1 2 or  more $5.00  each  -i-  $1 .25  shipping 

Cassette  Cases  Also  Available: 

6 pack $3.25  each 

12  pack $4.25  each 


TOTAL  Tapes  Ordered 
Total  Cost 
Shipping  Cost 
Sales  Tax  (5%) 
TOTAL  PRICE 


Name 

Address 

City State Zip 

Send  a Check  or  Money  Order  Payable  To; 

Associated  Duplicators,  Inc. 

2829  W.  Northwest  Highway 
Suite  215 

Dallas,  Texas  75220 


Volume  75  November  1979 


DEBATE 


DEBATE  presents  opinions  from  professionals  along  with 
established  policy  stands  to  illustrate  the  varied  considera- 
tions present  on  given  issues.  This  month,  Texas  Medicine 
asked  physicians  to  offer  their  views  regarding  the  treat- 
ment of  sexually  transmissible  diseases  in  minors  without 
parental  consent.  Readers’  comments  are  welcome  in  the 
Letters  section  of  Texas  Medicine. 

THE  ISSUE 

The  Texas  Family  Code,  amended  in  1973,  lowered  the 
age  at  which  a person  becomes  an  adult  from  21  to  18. 
Thus,  any  competent  person  may  consent  to  medical  or 
surgical  treatment,  including  abortion,  at  the  age  of  18 
years.  In  addition,  the  law  set  aside  certain  exceptions  to 
the  minor  rule  where  parental  consent  is  not  required.  One 
such  exception  states  that  minors  may  consent  to  diag- 
nosis and  treatment  of  any  infectious,  contagious,or  com- 
municable disease  which  is  required  by  law  or  regulation 
to  be  reported  by  the  physician  to  a local  health  officer. 
Sexually  transmitted  diseases  are  considered  communi- 
cable diseases. 

Even  though  the  law  allows  a minor  to  be  treated  for 
venereal  disease  without  parental  consent,  some  physi- 
cians prefer  to  seek  this  consent  anyway.  Because  of  this, 
venereal  disease  goes  untreated  in  some  areas  where 
there  are  no  public  health  VD  clinics,  and  where  no  one 
knows  which  physicians  will  treat  minors  without  inform- 
ing their  parents. 

POLICY  STAND 

The  Texas  Medical  Association,  working  with  the  Venereal 
Disease  Action  Council  of  Texas  (VDACT),  supports  the 
idea  that  knowledge  of  the  symptoms,  dangers,  treatment, 
and  prevention  of  VD  are  appropriate  subjects  for  school 
classes.  Treating  minors  for  VD  without  parental  consent 
is  legal  in  Texas,  and  the  TMA  and  VDACT  are  working  to 
provide  guidelines  to  help  school  nurses  when  referring 
minors  for  VD  treatment.  TMA  is  in  favor  of  county  societies 
developing  a list  of  physicians  who  would  treat  minors 
without  parental  consent  in  areas  where  a VD  clinic  is  un- 
available or  a cooperative  physician  is  not  generally 
known. 

The  American  Medical  Association  has  maintained  a long- 
standing policy  urging  physicians  to  take  all  appropriate 
measures  to  halt  the  rise  in  venereal  disease  and  bring  it 
under  control.  In  states  where  consent  laws  have  not  been 


modified,  the  AMA  recommends  that  medical  societies 
support  the  enactment  of  laws  which  would  permit  physi- 
cians to  treat  VD  in  minors  legally  without  obtaining  paren- 
tal consent. 

INDIVIDUALS  COMMENT 

“I  believe  physicians  should  treat  minors  without  parental 
consent.  I’ve  found  that  teens  cooperate  with  me  more  if  I 
don’t  bring  up  the  question  of  parental  consent.  In  our 
area,  venereal  disease  is  a problem,  and  I treat  minors  if 
they  have  the  disease.  Most  of  the  time,  teens  tell  me  to 
tell  their  folks  that  they  are  sick,  but  to  not  specifically  say 
what  is  wrong  . . .Most  of  my  minors  have  been  patients  of 
mine  for  years.  Many  come  in  from  surrounding  com- 
munities. They  don't  encourage  me  to  tell  their  parents, 
because  they  feel  their  parents  would  be  shocked  . . .1 
never  speak  to  the  parents  without  the  teen  giving  me 
permission  . . .I’m  all  in  favor  of  VD  education,  if  it’s  done 
right.  The  schools  are  the  places  to  teach  this  because  it  is 
the  only  place  where  you  can  find  young  people  all  to- 
gether. VD  education  should  begin  in  junior  high  school.  If 
educators  wait  until  the  teens  are  14  years  old,  they  have 
already  missed  the  boat.  Kids  today  are  quite  indepen- 
dent. What  gets  me  is  that  they  are  so  sexually  active,  yet 
don’t  know  a durned  thing  about  contraception.  They 
really  are  quite  ignorant  of  both  anatomy  and  the  trans- 
missibility  of  disease.” 

Harold  R.  Stevenson,  MD,  Memphis,  Committee  on  Rural 
Health. 

“Of  course,  under  the  law,  minors  may  be  treated  for  a 
sexually  transmissible  disease  without  parental  consent  if 
they  so  choose.  Naturally,  I would  talk  the  problem  over 
with  them  and  sound  out  what  type  of  relationship  they 
have  with  their  parents.  If  it  is  a good  relationship,  I advise 
them  to  discuss  the  problem  with  the  parents;  if  not  the 
parent,  then  with  some  other  trusted  person,  perhaps  a 
minister,  teacher,  or  counselor;  sometimes,  the  physician 
does  the  counseling,  and  does  it  very  well.  In  fact,  in  the 
past  five  to  eight  years.  I’ve  noticed  that  young  people  are 
much  less  hesitant  about  coming  in  for  treatment . . . 
Educating  students  in  high  school  about  venereal  diseases 
is  just  about  too  late  today,  due  to  the  influences  of 
television,  advertising,  movies,  magazines,  and  novels. 
Children  should  have  some  basic  knowledge  of  procrea- 
tion by  the  time  they  reach  puberty.  Ideally,  this  education 
should  be  handled  in  the  home;  however,  students  may 
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also  be  educated  in  the  schools  if  taught  in  a nonjudgmen- 
tal  manner.  The  church  could  also  help  in  educating  youth 
about  sexually  transmissible  diseases  through  use  of  re- 
ligious precepts  and  showing  that  sex  in  marriage  (or 
within  a stable  unit)  is  preferable,  as  well  as  safer . . .The 
county  medical  societies  maintain  a list  of  physicians  who 
will  not  insist  upon  parental  consent,  so  that  members  of 
our  professional  societies  will  be  able  to  say  at  schools  or 
youth  group  meetings,  that  minors  may  be  treated  confi- 
dentially.” 

Sam  A.  Nixon,  MD,  Houston,  Ad  Hoc  Committee  on 
Health  Education. 

“I  do  not  treat  young  people  under  the  age  of  16  for  ve- 
nereal disease  without  parental  consent.  I think  minors  are 
the  responsibility  of  the  parents.  A parent  should  know 
what  is  going  on  in  his  or  her  child’s  health  . . .If  a patient 
under  16  years  of  age  came  in  and  requested  that  I not 
reveal  his  or  her  sickness  to  the  parents.  I would  try  to 
convince  them  of  the  importance  of  the  parents  being 
aware  of  the  child’s  problem.  If  the  minor  insisted  on  confi- 
dentiality, I would  feel  obligated  to  refer  him  or  her  to  a 
community  health  facility  . . . Educating  the  young  about 
venereal  disease  should  begin  in  the  late  grade  school 
years,  or  early  junior  high.  Ideally,  parents  should  instruct 
their  children;  however,  since  this  is  often  unrealistic,  the 
schools  should  provide  instruction  with  parental  involve- 
ment, perhaps  through  the  Parent  Teachers  Association. 
The  churches  could  also  help  support  venereal  disease 
education.” 

Richard  L.  Plumb,  MD,  Houston,  chairman.  Committee  on 
School  Health. 

‘‘I  do  not  like  to  examine  a minor  without  consent.  I’d  rather 
not  become  involved  in  a medical/iegal  hassle  that  would 
be  easily  taken  care  of  otherwise.  I won’t  jeopardize  a 
minor’s  confidence,  but,  most  of  the  time,  it  is  easier  to  sit 
down  with  the  minor  and  parent  and  talk  to  them  both  at 
the  same  time.  Then,  they  both  know  what  is  being 
said  . . .VD  education  should  be  started  around  the  sixth 
grade.  The  sooner  you  can  educate  them  about  it,  the 
better.  However,  I don’t  feel  that  all  of  the  educating  should 
be  done  in  the  school.  On  the  other  hand,  parents  often 
aren’t  able  to  discuss  this  themselves . . .Most  of  the 
minors  I treat  have  been  my  patients  for  years  and  usually 
come  in  with  their  parents  . . .Sometimes  I can  straighten 
the  problem  out  with  the  teen  alone,  but  when  pregnancy 


and  other  things  that  will  affect  the  family  life  come  into 
play,  I try  to  talk  the  minor  into  letting  someone  know 
about  the  problem  . . .1  think  we  all  know  who  will  treat 
venereal  disease.  This  information  is  not  a secret.  It  is  well 
known  among  teenagers  where  to  go  for  treatment. 
Everybody  knows  about  what  kinds  of  treatment  are  avail- 
able at  clinics.” 

Dale  W.  Curry,  MD,  Odessa,  Committee  on  Athletics. 

“I  think  there  are  instances  where  you  would  treat  a minor 
for  venereal  disease  with  or  without  parental  consent.  If 
there  is  a possibility  that  disclosure  of  a venereal  disease 
problem  would  cause  great  difficulty  in  the  home,  then  I 
think  it  would  be  alright  to  treat  the  minor  without  consent. 
There  is  no  hard  line  rule  . . .kids  need  parental  support 
and  guidance.  The  decision  to  treat  or  not  to  treat  would 
depend  upon  the  relationship  of  the  physician,  the  child, 
and  the  family.  I wouldn’t  want  to  treat,  without  consent, 
someone  who  walks  in  off  the  street  with  whom  I have  had 
no  previous  contact . . .Many  teenagers  in  the  San  Antonio 
area  are  familiar  with  clinics  that  treat  VD,  and  often  will 
choose  to  go  to  these  clinics  for  diagnosis  of  VD, 
pregnancy,  etc,  rather  than  to  their  own  physician. 
Katherine  Rodgers,  MD,  San  Antonio,  Subcommittee  on 
Child  and  Adolescent  Health. 

‘‘A  physician  should  do  what  is  necessary  under  the  cir- 
cumstances, regardless  of  permission,  when  treating 
minors  for  venereal  disease  . . .VD  treatment  is  a private 
matter  between  the  patient  and  myself.  I ask  if  a minor 
wants  to  inform  his  or  her  parents,  and  if  not,  I don't  insist 
upon  it . . . VD  education  should  be  started  around  10  or  1 1 . 
Every  school  should  have  a physician  on  the  staff  as  a 
lecturer.  I think  we  have  been  woefully  neglecting  health 
education  in  the  school  systems  . . .most  teens  are  quite 
uninformed,  or  ill-informed  about  VD.  If  the  parents  are 
unable  to  inform  their  children  about  communicable  dis- 
eases, then  the  schools  must.” 

Ed  W.  Schmidt,  MD,  Pecos,  chairman.  Council  on  Legisla- 
tion. 
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Professionals 

Home 


Ampex,  Crown,  UREI,  JBL,  and  Studer/Revox 
are  awaiting  your  invitation.  These  professional 
components  — the  performance  standards  in 
recording  studios  worldwide  — are  now  avail- 
able for  your  listening  enjoyment  at 
home.  We  will  design,  engineer, 
and  install  an  exceptional  jj- 


audio  system  to  create 
your  personal  sound 
room. 

Demonstrations  in  our  studio 
are  available  by  appointment 
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10503  Rockley  Road-  Suite  100-  Houston.  Texas  77099-  (713)  933-7180 
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ZYUmHM 

the  original  (allopunnol) 

100  and  300  mg 


TEXAS  MEDICINE 


A character 


all  its  own. 


Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valiuin*(v 

diaz^am/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  is,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed:  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2V2  mg,  1 or  2 
times  daily  initially,  increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Cbz/dren.  1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Liability  Insurance : 

Texas  Doctors  are  Taking 
Care  of  Each  Other. 

TMA  created  a nonprofit 
Trust  eliminating  the  need 
for  an  expensive  sales  force 
and  high  commercial 
operating  expenses.  All  of 
what  would  be  "profits"  ac- 
crue to  the  Trust's  policy- 
holders. This  means  lower 
premiums.  Physician- 
owned  TMLT  has  grown  to 
more  than  1,000  partici- 
pants since  the  first  of  this 
year  and  more  are  join- 
ing every  day. 

Professionalism — 

A Key  Word . 

TMLT's  executive  staff 
of  insurance  profes- 
sionals has  been  re- 
cruited from  across  the 
nation.  They're  known 
as  TMLT's  medical  lia- 
bility insurance  experts 
for  Texas.  The  staff  is 
available  to  all  Texas 
Medical  Association  mem- 
bers for  consultation  on  risk 
management — patient 
safety — or  any  of  your  liabil- 
ity insurance  needs.  The 
staff  knows  the  insurance 
business  and  can  provide 
the  most  for  every  premium 


CUT 

OUT 

THE 

FAT. 


dollar.  This  means  "Quality 
through  sound  manage- 
ment and  administration." 

TMLT  delivers — It  gives 
the  word  "Trust"  new 
meaning. 

Fiduciary  responsibility, 
sound  investment  policies 
and  discretionary  man- 
agement preserve  and 
safeguard  the  Trust's  funds. 
These  funds,  with  the  Trust's 
other  services,  are  building 
toward  future  stabilization 
of  professional  liability  in- 
surance providing  Texas 
physicians  with  coverage 
at  the  lowest  possible  cost. 

For  medical  liability  consul- 
tation call  our  offices  today. 
512/472-3322.  Or  simply 
drop  the  attached  reply  card 
in  the  mail. 

mr 

TEXAS  MEDICAL 
LIABILITY  TRUST 

"A  health  care  liability  claim  trust 
created  by  the  Texas  Medical 
Association." 

1016  LaPosada  / Suite  176 
P.O.  Box  15403 
Austin,  Texas  78761 
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Drugs 

Drugs 

They’re  not  all  alike. 

A new  pamphlet  from  TMA  helps  patients 
understand  the  complex  story  of  drug  selec- 
tion. You  can  use  the  concise  pamphlet  to 
explain  that  you  do  not  always  prescribe  the 
least  expensive  drug  because  it  isn’t  always 
the  best. 


The  attractive  pamphlet  is  useful  in  state- 
ments, waiting  rooms  and  discussions  with 
your  patients. 

Fill  out  the  coupon  today  for  a free  sample 
or  supplies  of  “An  Important  Message  from 
Your  Physician  about  Prescription  Drugs.” 


AN 

IMPORTANT 

MESSAGE 

FROM 

YOUR 

PHYSICIAN 

ABOUT 

PRESCRIPTION 


DRUGS 


Order  your  patient  education  pamphlets  today 

Please  send,  free  of  charge  (fill  out  only  one  blank): 

a sample  copy  of  "An  Important  Message  from  Your 

Physician  about  Prescription  Drugs.” 

copies  of  the  pamphlets. 

(No.) 

Please  print: 

Name 

Address  

City State Zip  _ 

Mail  to:  Communication  Dept.,  Texas  Medical  Association, 
1801  N.  Lamar,  Austin,  Tex  78701. 
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MEDICINE  AND  THE  LAW 


A SUMMARY  OF  THE  STATUTORY  DEFINITIONS  OF 
DEATH  AND  AMENDMENTS  TO  THE  TEXAS 
NATURAL  DEATH  ACT  AS  ENACTED  BY  THE  66TH 
SESSION  OF  THE  TEXAS  LEGISLATURE 

The  Texas  Legislature  in  its  1979  Session  enacted  HB  12^ 
by  Rep  Henry  E.  Allee  as  House  sponsor  and  Sen  Ray 
Farabee  as  Senate  sponsor,  relating  to  standards  for  de- 
termination of  death,  and  HB  5712  by  Rep  Robert  Bush  as 
House  sponsor  and  Sen  Ray  Farabee  as  Senate  sponsor, 
relating  to  amendments  to  the  Texas  Natural  Death  Act. 

Both  of  these  bills  have  implications  as  to  the  practice  of 
medicine  by  physicians  in  Texas  and  a brief  summary  of 
both  of  these  bills  is  covered  in  this  article. 

Natural  death  act  amendments 

Before  the  passage  of  HB  12,  a patient  wishing  to  execute 
a directive  and  take  advantage  of  the  provisions  of  the 
Texas  Natural  Death  Act  was  required  to  have  been  diag- 
nosed and  notified  at  least  14  days  earlier  that  he  or  she 
had  a terminal  condition.  The  directive  was  legally  effec- 
tive for  five  years. 

The  amendments,  which  are  now  effective,  remove  the 
requirement  that  14  days  must  have  elapsed  after  the 
diagnosis  of  the  terminal  condition,  and  delete  the  provi- 
sion that  automatically  terminated  the  directive  after  five 
years.  The  remainder  of  the  provision  of  the  Texas  Natural 
Death  Act  remains  the  same.  The  Texas  Medical  Associa- 
tion has  reprinted  the  Texas  Natural  Death  Act  Guidelines 
and  Directive  and  copies  may  be  obtained  from  the  TMA. 

Statutory  standards  for  determining  death 

The  provisions  of  HB  12  are  as  follows: 

Section  1(a).  A person  will  be  considered  legally  dead 
if,  based  on  ordinary  standards  of  medical  practice, 
there  is  the  irreversible  cessation  of  spontaneous  res- 
piratory and  circulatory  functions,  (b)  If  artificial  means 
of  support  preclude  a determination  that  spontaneous 
respiratory  and  circulatory  functions  have  ceased,  a 
person  will  be  considered  legally  dead  if  in  the  an- 
nounced opinion  of  a physician,  based  on  ordinary 
standards  of  medical  practice,  there  is  the  irreversible 
cessation  of  all  spontaneous  brain  functions.  Death  will 
have  occurred  at  the  time  when  the  relevant  functions 
ceased,  (c)  Death  is  to  be  pronounced  before  artificial 
means  of  supporting  respiratory  and  circulatory  func- 
tions are  terminated. 


Section  2.  A physician  who  determines  death  in  accord- 
ance with  the  provisions  of  Sec  1 of  this  act  is  not  liable 
for  damages  in  any  civil  action  or  subject  to  prosecution 
in  any  criminal  proceeding  for  his  or  her  acts  or  the 
actions  of  others  based  on  that  determination. 

Section  3.  A person  who  acts  in  good  faith  in  reliance  on 
a determination  of  death  by  a physician  is  not  liable  for 
damages  in  any  civil  action  or  subject  to  prosecution  in 
any  criminal  proceeding  for  his  or  her  act. 

Subsection  1(a)  of  the  act  is  a recodification  of  the  tra- 
ditional common  law  means  of  determination  of  death  by 
virtue  of  irreversible  cessation  of  spontaneous  respiratory 
and  circulatory  functions.  Subsection  1(b)  of  the  act  is  the 
statutory  recognition  of  the  concept  of  brain  death.  This 
section  uses  the  word  “functions.”  This  section  does  not 
lock  in  the  existing  criteria  for  determining  when  irreversi- 
ble cessation  of  brain  functions  has  occurred,  leaving 
ample  room  for  scientific,  medical  change.  It  does  permit 
judicial  scrutiny  of  the  particular  criteria  and  use.  There- 
fore, when  a physician  pronounces  a patient  dead  on  the 
basis  of  brain  death,  his  or  her  actions  will  be  legally  ac- 
ceptable provided  he  or  she  employs  currently  acceptable 
criteria.  This  should  offer  sufficient  safeguards  for  public 
confidence  and  scientific  progress,  while  giving  physicians 
the  confidence  that  brain  death  per  se  is  legal.  Subsection 
1(c)  of  the  act  provides  that  death  must  be  pronounced 
before  artificial  means  of  supporting  respiratory  and  cir- 
culatory functions  are  terminated. 

Section  2 of  the  act  states  that  a physician  who  deter- 
mines death  in  accordance  with  the  provisions  of  Section 
1 of  the  act  will  not  be  liable  for  damage  in  any  civil  action 
or  subject  to  prosecution  in  any  criminal  proceeding  for  his 
or  her  act  or  the  acts  of  others  based  on  that  determina- 
tion. This  section  gives  legal  immunity  to  those  who  act  in 
reliance  on  medical  standards  for  a determination  of  brain 
death  and  provides  specific  legal  authority  which  recog- 
nizes brain  death;  this  should  remove  the  disquiet  among 
medical  practitioners  on  the  subject.  The  problem  has 
arisen  in  most  cases  and  circumstances  where  life  sup- 
port systems  are  withdrawn  in  hopeless  situations,  but  the 
concern  has  been  compounded  when  organ  transplants 
were  to  be  made.  Greater  certainty  in  the  law  was 
achieved  by  this  act  and  this  section. 

Section  3 of  the  act  parallels  the  Uniform  Anatomical 
Gift  Act  and  provides  the  same  protections  given  physi- 
cians, to  those  persons  who  rely  upon  such  determination 
by  a physician. 
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Discussion 

Due  to  scientific  advances  in  the  practice  of  medicine,  the 
recognition  of  the  problem  of  brain  death  began  to  develop 
in  the  1950s.  Numerous  terms  have  been  used  to  indicate 
a total  and  irreversible  nonfunctional  state  of  the  brain 
such  as  “brain  death,”  “cerebral  death,”  “irreversible 
coma,”  “total  brain  infarction,"  and  “deep  coma.”  In  addi- 
tion, several  conditions  have  been  described  which  re- 
semble brain  death  in  some,  but  not  all,  aspects. 

Prior  to  a statutory  definition,  the  courts  developed  an 
assessment  of  death  which  was  the  cessation  of  life,  ceas- 
ing to  exist,  defined  by  physicians  as  a total  stoppage  of 
the  circulation  of  the  blood,  and  a cessation  of  the  animal 
and  vital  functions  consequent  thereto,  such  as  respira- 
tion, pulsation,  etc.  This  is  a common  law  definition  and 
was  derived  from  judicial  decisions  pertinent  to  specific 
court  cases.  Some  states  have  recognized  advances  in 
science  through  court  decisions  regarding  the  use  of  brain 
function  in  determining  death.  Such  cases  typically  arise 
in  situations  where  the  patient  is  the  victim  of  a crime  and 
his  or  her  life  is  artifically  maintained  until  he  or  she  is 
pronounced  dead.  These  courts,  in  essence,  recognized 
the  significant  technological  advances  in  artificial  life  sup- 
port. They  applied  traditional  principals  to  recognize  that, 
as  a matter  of  law,  brain  death  occurs  when,  in  the  opinion 
of  a licensed  physician,  based  on  ordinary  and  accepted 
standards  of  medical  practice,  there  has  been  a total  and 
irreversible  cessation  of  spontaneous  brain  function,  and 
further  attempts  at  resuscitation  or  continued  supportive 
maintenance  would  not  be  successful  in  restoring  such 
functions. 

No  appellate  court  in  Texas  has  rendered  a decision  on 
this  matter.  While  the  Texas  courts  might  be  expected  to 
adopt  the  same  logic  as  other  courts  in  other  jurisdictions, 
the  public,  physicians,  and  the  legislature  have  no  assur- 
ance that  they  will.  To  provide  more  definitiveness  without 
undue  delay,  Texas  followed  the  lead  of  states  which  have 
enacted  statutes  to  provide  guidelines  in  this  area. 

One  central  theme  has  been  detected  in  the  state's 
statutes:  There  should  not  be  a law  which  is  explicit  in 
details,  but  rather  one  which  establishes  the  recognition 
and  legality  of  the  act  of  determination  of  death  using  the 
concept  of  brain  death. 

The  proponents  of  this  concept,  including  the  Texas 
Medical  Association,  felt  that  the  legality  of  brain  death, 
however  it  may  be  established,  should  not  be  a litigable 
matter,  that  uncertainty  on  this  issue  should  be  banished. 


Further,  the  statute  should  not  freeze  existing  criteria  for 
determining  when  irreversible  cessation  of  brain  functions 
has  occurred,  leaving  ample  room  for  scientific  and  medi- 
cal changes  and  improvements.  Judicial  scrutiny  should 
only  be  of  the  establishment  of  current  criteria  and  applica- 
tion thereof,  so  that  when  a physician  pronounces  a pa- 
tient dead  on  the  basis  of  brain  death,  his  or  her  actions 
will  be  legally  acceptable  provided  currently  acceptable 
criteria  are  used. 

Conclusion 

The  enactment  of  HB  12  should  offer  sufficient  safeguards 
for  public  confidence  in  scientific  progress  and  provide 
physicians  the  confidence  that  the  use  of  acceptable  med- 
ical criteria,  in  establishment  of  death  due  to  irreversible 
cessation  of  all  spontaneous  brain  functions,  will  not  sub- 
ject the  physician  to  civil  or  criminal  penalties. 

Ace  Pickens 

Brown,  Maroney,  Rose,  Baker  & Barber 
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DOCTORS  ASK 

mOST  ABOUT 
AUTOmOBILE 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  • Ft.  Worth,  Texas  76101  • 817/335-6471 
Lowell  Lebermann  Lincoln-Mercury  • 900  W.  Sixth  Street  • Austin,  Texas  78763  • 512/472-8401 
Redmac  Leases,  Inc.  • 1025  San  Pedro  Avenue  • San  Antonio,  Texas  78212  • 512/222-8611  x276 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/777-3816 


CAPITAL  COMMENTS 


GUBERNATORIAL  APPOINTMENTS  AUSTIN  Mario 
E.  Ramirez,  MD,  of  Rio  Grande  City  has  been  appointed  to 
the  Coordinating  Board,  Texas  College  and  University 
System  by  Governor  Bill  Clements. 

MALPRACTICE  CLAIMS  TO  INCREASE 

WASHINGTON  After  a two-year  decline,  malpractice 
claims  against  doctors  are  on  the  upswing.  According  to  a 
major  professional  liability  carrier,  the  St  Paul  companies, 
claims  for  100  physicians  last  year  were  12%  higher  than  in 
1977,  and  damages  asked  in  the  average  claim  rose  by 
18%.  The  carrier  says  that  this  will  mean  higher  renewal 
premiums  in  20  of  the  29  states  where  it  sells  coverage. 

SEN  CREIGHTON  TO  RETIRE  AUSTIN  Sen  Tom 
Creighton  of  Mineral  Wells  has  announced  that,  after  20 
years  of  service,  he  will  return  home  to  practice  law  and  not 
seek  reelection  to  the  Senate. 

HOSPITAL  REQUIREMENT  UPHELD  FLORIDA  A 
Florida  hospital  required  that  applicants  who  sought  staff 
appointment  to  practice  a medical  specialty  must  have 
served  an  AMA-approved  residency  in  that  specialty. 
Plaintiff,  an  osteopath,  applied  to  practice  general  surgery 
and  was  rejected  solely  because  he  had  not  served  such  a 
residency.  Plaintiff  challenged  the  requirement  as  a viola- 
tion of  his  civil  rights,  claiming  that  his  osteopathic  re- 
sidency was  the  equivalent  of  that  approved  by  the  AMA. 
The  US  Court  of  Appeals,  5th  Circuit,  upheld  the  hospital’s 
requirement  as  reasonable.  The  court  noted,  however, 
that  plaintiff  did  not  claim  that  medical  residencies  are 
unavailable  to  physicians  at  his  school,  nor  did  he  assert 
that  osteopathic  physicians  who  served  residencies  as  he 
did  are  excluded  from  specialty  practice  by  the  hospital. 
Burman  v.  Florida  Medical  Center,  Inc,  US  Court  of  Ap- 
peals, 5th  Cir,  No  79-1025. 

SEN  BRAECKLEIN  BECOMES  A REPUBLICAN  AUS- 
TIN Sen  Bill  Braecklein  of  Dallas  has  announced  that  he 
will  seek  reelection  as  state  senator  from  Dallas  but  will 
switch  to  the  Republican  party  in  such  quest. 

LABOR  OPPOSES  CATASTROPHIC  INSURANCE 

WASHINGTON  Organized  labor,  in  a statement  adopted 
at  the  meeting  of  the  AFL-CIO  Executive  Council,  blasted 
catastrophic  health  care  plans  as  dangerous  to  workers. 
Medicare  recipients,  and  the  medically  injured  now  largely 


covered  by  Medicaid.  “Such  a program  has  considerable 
appeal  to  upper  income  families  as  they  would  be  pro- 
tected from  bankruptcy  due  to  acute  illness,”  said  the  AFL- 
CIO.  “All  of  the  catastrophic  insurance  bills  include  high 
deductibles  from  $2,500  to  $3,500  which,  for  a poor  per- 
son, or  even  a middle  income  family,  would,  in  and  of  itself, 
be  catastrophic,”  the  labor  federation  said.  It  further 
charged  “that  catastrophic  insurance  robs  the  poor  and 
gives  to  the  rich  because  it  requires  all  low  and  middle 
income  tax  payers  to  pay  for  coverage  few  would  be  able 
to  use.  Catastrophic  insurance  would  channel  billions  of 
dollars  into  the  high  cost,  high  technology,  acute  care 
which  is  a primary  cause  of  medical  care  inflation.  The 
allocation  of  more  resources  for  the  most  expensive 
treatment  would  yield  little  in  lives  saved.  The  same 
amount  of  money  would  save  many  more  lives  and  im- 
prove health,  if  it  were  channeled  to  preventive  services, 
early  diagnosis  and  treatment,  and  health  maintenance,” 
the  federation's  statement  declared. 

EXAMINATION  RULES  AMENDED  AUSTIN  The 
Texas  State  Board  of  Medical  Examiners  has  amended  its 
rules  relating  to  time,  place,  and  scope  of  examination. 
The  amendment  reads  as  follows:  Examinees  who  fail  in  a 
partial  or  complete  examination  shall  be  required  to  repeat 
the  full  day  of  the  examination  in  which  the  appropriate 
failed  subject  occurred.  If  an  examinee  fails  the  FLEX  Ex- 
amination on  three  occasions,  that  person  shall  be  re- 
quired to  give  evidence  to  the  Board  of  additional 
postgraduate  training  acceptable  to  the  Board  and  cannot 
take  the  FLEX  Examination  for  one  year.  The  examinee 
may  apply  one  additional  time  for  the  FLEX  Examination. 
If  the  examinee  again  fails  the  FLEX  Examination,  it  will  be 
at  the  Board’s  discretion  to  allow  the  examinee  to  sit  for 
the  examination  again.  A FLEX  Examination  shall  be  con- 
sidered when  it  is  administered  by  any  appropriate  licens- 
ing body.  In  the  event  an  applicant  has  failed  the  examina- 
tion on  three  occasions,  and  has  presented  evidence  of 
additional  postgraduate  training  acceptable  to  the  Board, 
such  applicant  shall  be  required  to  take  the  full  examina- 
tion even  though  he  or  she  may  have  on  prior  occasions 
successfully  passed  one  or  more  days  of  the  examination. 
In  the  event  an  applicant  has  failed  the  examination,  such 
applicant  must  apply  for  reexamination  in  Texas  within  two 
years  of  the  date  of  last  failure.  If  applicant  fails  to  adhere 
to  this  requirement,  the  application  shall  be  considered 
inactive,  null,  and  void,  and  the  application  fee  submitted 
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with  such  application  shall  be  null  and  void.  If  applicant 
subsequently  applies  for  reexamination  after  the  two-year 
time  limit  has  passed,  such  applicant  must  file  the  appro- 
priate new  application  for  examination,  with  new  examina- 
tion fee,  before  being  allowed  to  retake  the  examination. 
Such  applicant  will  then  be  required  to  retake  the  entire 
FLEX  and  jurisprudence  examinations,  even  though  such 
applicant  may  have  on  prior  occasions  successfully 
passed  one  or  more  days  of  the  examination. 

INCOMPLETE  APPLICATIONS  RULE  AMENDED 

AUSTIN  The  Texas  State  Board  of  Medical  Examiners 
has  amended  its  rules  by  stating  that  an  application  for 
licensure  for  reciprocity  or  examination  which  has  been 
filed  with  the  Board  office,  and  which  is  in  excess  of  two 
years  old  from  the  date  of  initiation  of  such  application, 
shall  be  considered  null,  void,  and  inactive.  Any  fee 
previously  submitted  with  that  application  shall  also  be  null 
and  void.  Any  further  application  procedure  for  licensure 
will  require  submission  of  a new  application  on  forms  ap- 
proved by  the  Board  with  the  inclusion  of  applicable  licen- 
sure fee. 

DRUG  BILL  HEADED  FOR  APPROVAL  WASH- 
INGTON Senate  approval  seems  more  certain  for  a 
Kennedy  bill  on  regulation  of  the  drug  industry,  S-1075. 
The  measure  is  intended  to  reform  the  Food  and  Drug 
Administration’s  regulatory  process,  especially  by  stream- 
lining drug  approval  procedures.  It  now  takes  up  to  seven 
years  for  final  approval  of  new  drugs,  giving  Europeans 
advantage  in  development  and  sometimes  keeping  bene- 
ficial drugs  off  the  market  for  excessive  periods.  The  bill 
was  developed  by  Sen  Edward  Kennedy  and  his  staff  this 
spring,  after  the  Carter  proposal  for  drug  reform  was 
shelved  last  year.  Much  to  the  surprise  of  observers,  Ken- 
nedy has  successfully  worked  out  a compromise  with  Sen 
Richard  S Schweiker,  R-PA,  ranking  minority  member  of 
the  Health  Subcommittee,  and  other  Republicans  in  the 
industry.  The  bill  was  approved  unanimously  (13-0)  by  the 
full  Labor  and  Human  Resources  Committee. 

FEE  SCHEDULE  AMENDED  AUSTIN  The  Texas  State 
Board  of  Medical  Examiners  is  amending  its  rules  to  au- 
thorize the  Board  to  charge  a fee  for  verification  of  the 
completion  of  basic  science  courses.  Completion  of  these 
courses  and  certification  of  the  basic  science  grades  are 
the  requisite  for  licensure  of  Texas  physicians.  The  rule 


provides  that  a fee  of  $50  may  be  charged  by  the  Board 
for  verification  of  basic  science  grades  for  licensure. 

FDA  CHIEF  NAMED  WASHINGTON  HEW  Secretary 
Patricia  Harris  has  named  the  dean  of  the  University  of 
California,  San  Francisco,  Pharmacy  School,  Jere  Edwin 
Goyan,  PhD,  as  the  new  commissioner  of  the  Food  and 
Drug  Administration.  He  is  the  second  non-MD  to  be  ap- 
pointed to  this  post.  Dr  Goyan  is  immediate  past  president 
of  the  American  Association  of  Colleges  of  Pharmacy. 

TEXAS  PHYSICIAN  APPOINTED  IN  MH/MR  SYSTEM 

AUSTIN  The  Texas  Board  of  Mental  Health  and 
Mental  Retardation  has  appointed  Robert  S.  Glen,  MD,  of 
Dallas,  to  be  superintendent  of  the  Rusk  State  Hospital.  Dr 
Glen  was  in  private  practice  of  psychiatry  prior  to  the  ac- 
ceptance of  this  appointment. 

HEW  REFUSES  TO  ENDORSE  MANDATORY  SECOND 
OPINION  PROGRAM  WASHINGTON  HEW  cannot 
endorse  any  type  of  across-the-board  mandatory  second 
opinion  program  at  this  time,  Helen  Smits,  MD,  director  of 
the  Health  Care  Financing  Administration  Health  Stan- 
dards and  Quality  Bureau,  told  a congressional  panel.  Rep 
Gladys  N.  Spellman,  D-Md,  who  chaired  the  hearing,  is 
pushing  legislation  that  would  require  federal  employees 
to  get  second  opinions  before  elective  surgery.  This  year, 
the  federal  government  will  pay  for  about  1 million  opera- 
tions for  its  employees  at  a cost  of  $3  billion.  Spellman 
said  her  bill  would  probably  reduce  the  number  of  reim- 
bursable procedures  by  10%-15%.  But  Smits  said  the 
high  administrative  cost  and  increased  physician  fees  that 
would  accompany  a mandatory  program  would  negate 
any  actual  savings. 

COURT  AFFIRMS  CAT  SCANNER  APPROVAL  AUS- 
TIN Both  a Texas  trial  court  and  a Texas  appellate  court 
have  affirmed  the  decision  of  the  State  Health  Facilities 
Commission  to  approve  a certificate  of  need  for  the 
purchase  of  a CAT  scanner  for  one  hospital,  but  not  for 
another  hospital.  The  two  hospitals,  which  are  located  in 
the  same  community,  filed  application  with  the  State 
Health  Facilities  Commission  for  a certificate  of  need  to 
purchase  a CAT  scanner  at  approximately  the  same  time. 
The  Commission  joined  the  applications  and  considered 
them  at  the  same  hearing.  When  the  application  of  only 
one  of  the  hospitals  was  granted,  the  rejected  applicant 
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filed  an  administrative  appeal  in  a state  trial  court.  The 
court  approved  the  granting  of  the  certificate  of  need  to 
one  of  the  hospitals.  The  appellate  court  affirmed  the  de- 
cision. The  court  stated  that  since  the  rejected  applicant 
had  taken  the  position  during  the  Commission’s  hearing 
that  evidence  supported  the  approval  of  both  applications, 
it  could  not  claim  later  that  the  Commission's  decision  was 
not  supported  by  substantial  evidence.  Furthermore,  the 
hospital  should  have  known  that  the  Commission  might 
only  grant  one  application  when  it  joined  the  two  applica- 
tions as  potentially  competing,  the  court  added.  Finally, 
the  court  noted  that  any  complaints  concerning  the  denial 
of  rejected  hospital  application  should  be  subject  to  a dif- 
ferent appeal.  Nueces  County  Hospital  Dist  v.  Texas 
Health  Facilities  Commission,  576  SW2d  908. 

PREVAILING  CHARGE  SET  WASHINGTON  The 
Health  Care  Financing  Administration  has  published  the 
economic  index  with  increases  in  the  prevailing  charge  for 
physician  services  under  Medicare  for  the  period  July  1, 
1979  through  June  30,  1980.  The  index  is  1.533,  or  53.3% 
higher  than  the  charges  in  effect  on  June  30, 1973. 

DISCOVERY  OF  RULE  APPLIED  IN  CANCER  PATIENT 
CLAIM  AUSTIN  A trial  court  improperly  granted  a 
summary  judgment  for  a physician  in  the  malpractice  ac- 
tion against  him  for  negligent  treatment,  a Texas  appellate 
court  has  ruled.  The  patient  saw  her  physician  in  the  early 
part  of  1972.  He  found  a tumor  the  size  of  an  orange  in  her 
side  and  determined  that  she  was  anemic.  He  prescribed 
medications  and  advised  her  to  eat  plenty  of  meat  to  build 
up  the  iron  in  her  blood.  He  told  her  that  if  he  ever  thought 
she  needed  surgery  for  the  tumor,  he  would  recommend  it. 
She  last  saw  him  in  January  1973,  when  he  told  her  to 
return  in  six  months.  In  July  1973,  she  suffered  a heart 
condition  requiring  her  hospitalization.  In  July  1975,  she 
filed  a malpractice  suit  against  the  physician.  She  claimed 
that  while  she  was  hospitalized,  it  was  discovered  that 
surgery  was  necessary  to  remove  the  tumor  and  it  should 
have  been  removed  while  she  was  under  her  physician’s 
care  in  order  to  prevent  the  heart  condition  from  develop- 
ing. In  a motion  for  summary  judgment,  the  physician 
stated  that  the  action  was  for  an  alleged  negligent  mis- 
diagnosis that  occurred  more  than  two  years  before  the 
suit  was  filed.  He  also  claimed  that  she  knew  of  the  tumor 
more  than  two  years  before  the  suit  was  filed.  A trial  court 
granted  summary  judgment  for  the  physician  and  the  pa- 


tient appealed.  Reversing  that  decision,  the  appellate 
court  said  that  the  discovery  rule  applied  to  the  patient’s 
claim.  She  contended  that  she  did  not  discover  the  injury 
until  her  hospitalization  in  July  1973.  The  physician  argued 
that  she  knew  of  the  tumor  in  January  1973,  and  that  the 
statute  of  limitations  began  at  that  time.  The  court  said  the 
evidence  presented  on  the  summary  judgment  motion  did 
not  establish  that  she  was  aware  of  the  injury  before  July 
1973.  There  was  a genuine  issue  of  material  fact  which 
made  the  summary  judgment  improper,  the  court  con- 
cluded. Conerly  v.  Morris,  575  SW2d  633. 

MEDICAL  SCHOOL  ENROLLMENT  AUSTIN  The 
Texas  medical  schools  were  expected  to  enroll  1,173 
freshman  students  this  year. 


Volume  75  November  1979 


36 


CAPITAL 

IDEA 

PRIME  Leasing 


• TAX  CREDITS 
• CAPITAL  PRESERVATION  ] 
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Whether  you’re  a cardiolo- 
gist, radiologist,  pathologist  or  other 
practitioner  — involved  in  a special- 
ity requiring  expensive  equipment, 
PRIME  Leasing  can  show  you  how 
to  tailor  a lease  program  to  meet  your 
tax  and  cash-flow  requirements. 

A leasing  professional  should 
help  you  create  programs  to  max- 
imize your  financial  future.  One  call 
today  is  all  it  takes. 
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Dallas 

An  Affiliate  in  Dallas  of  Euro-American 
Consolidated  Cos.  Inc. 

5019  McKinney  Ave. /Suite  105 
Dallas,  Texas  75205 

(214)521-1751  800/525-6043 
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librax* 

Each  capsule  contains  5 mg. 
chlordiazepoxide  HCI  and  2 5 mg  clidinlum  Br 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this 
drug  by  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

Possibly"  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  Irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than- 
effectlve  indications  requires  further 
investigation. 

Contraindications:  Glaucoma:  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction:  hyper- 
sensitivity to  chlordiazepoxide  FtCI  and'or 
clidinium  Br 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g , operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  FICI  Roche)  to  known 
addiction-prone  individuals  or  those  who  might 
increase  dosage:  withdrawal  symptoms  (including 
convulsions)  reported  following  discontinuation  of 
the  drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended. if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical  reac- 
tions reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression:  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
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Spontaneous  pneumomediastinum 
in  pregnancy 

Larry  C.  Gilstrap,  III,  MD  Kenneth  J.  Leveno,  MD  F.  Gary  Cunningham,  MD 


Spontaneous  pneumomediastinum  is  an  uncommon 
complication  of  pregnancy  and  is  frequently  not  consid- 
ered in  the  differential  diagnosis  of  acute  chest  pain  and 
shortness  of  breath  occurring  in  pregnancy.  Common 
physical  findings  include  tachycardia,  tachypnea,  and 
subcutaneous  emphysema.  Perforation  of  the  esophagus 
or  trachea  should  be  ruled  out.  Treatment  of  spontaneous 
pneumomediastinum  is  conservative.  A case  of  pneumo- 
mediastinum and  a discussion  of  this  entity  are  presented. 


Spontaneous  pneumomediastinum  is  an  uncommon 
complication  of  pregnancy  and  frequently  is  not  recog- 
nized as  a cause  of  acute  chest  symptoms  in  the  pregnant 
or  puerperal  patient.  The  first  report  suggesting  an  as- 
sociation between  pneumomediastinum  and  pregnancy 
was  by  Simmons  in  1784.’  In  1927,  Gordon  presented  two 
new  cases  and  reviewed  130  reported  cases.^  The  most 
recent  and  extensive  review  is  by  Sulavik.^ 

Case  Report 

A 17-year-old  black  primigravida  in  active  labor  was  admit- 
ted at  40  weeks  gestation  to  Parkland  Memorial  Hospital 
on  Jan  1, 1978.  Physical  examination  was  normal  except 
for  pregnancy-induced  hypertension.  Fetal  presentation 
was  cephalic.  Magnesium  sulfate  was  administered  ac- 
cording to  our  protocol.'* 

Labor  progressed  normally  and  was  uneventful  except 
for  an  88-minute  second  stage  during  which  strenuous 
maternal  “pushing”  was  necessary  to  effect  descent  of  the 
fetal  head.  Sixteen  hours  after  the  onset  of  labor,  she  was 
delivered  spontaneously  of  a 3,335  gm,  male  infant  (Apgar 
8/9)  over  a mediolateral  episiotomy  with  pudendal  anes- 
thesia. 

The  immediate  postpartum  course  was  unremarkable. 
However,  on  the  following  day,  the  patient  complained  of 
sudden  onset  of  central-  and  upper-anterior  chest  pain 
with  dyspnea.  Subcutaneous  emphysema  was  noted  over 
the  left  clavicle  extending  up  both  sides  of  the  neck  and 
the  lower  face.  Auscultation  of  the  lungs  and  the  remain- 
der of  the  physical  examination  was  normal.  Chest  radio- 
graph demonstrated  a pneumomediastinum  without 
pneumothorax.  A barium  swallow  radiogram,  to  rule  out 
esophageal  rupture,  was  normal.  The  pain  subsided  within 
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48  hours,  and  the  patient  remained  asymoptomatic. 

By  the  fifth  postpartum  day,  the  subcutaneous  em- 
physema had  decreased  appreciably.  Repeat  chest  x-ray 
demonstrated  an  air  halo  surrounding  the  heart  with  mini- 
mal resolution  of  the  pneumomediastinum.  Since  the  pa- 
tient was  asymptomatic,  she  was  discharged.  Two  weeks 
later  she  was  reexamined  and  found  to  have  complete 
resolution  of  the  subcutaneous  emphysema  and  has  con- 
tinued to  do  well  without  sequelae. 

Discussion 

This  case  illustrates  several  features  typical  of  spontane- 
ous pneumomediastinum  complicating  pregnancy.  The 
patient  was  nulliparous  and  had  a long  second  stage  with 
strenuous  pushing.  Subsequently,  she  complained  of 
chest  pain  and  dyspnea,  exhibited  subcutaneous  em- 
physema, and  improved  without  treatment.  Importantly, 
the  pneumomediastinum  responsible  for  the  patient's  dis- 
comfort was  unexpected. 

Although  pneumomediastinum  has  been  described  in 
multiparas  and  at  every  gestational  stage,  it  is  more  com- 
mon during  the  second  stage  of  labor  in  the  young 
primigravida.2  3'5-’o  It  is  likely  that  the  greater  bearing 
down  effort  often  required  of  primigravidas  plays  an  im- 
portant role  in  the  development  of  pneumomediastinum. 
Although  its  exact  etiology  is  unknown,  its  predominant 
occurrence  after  strenuous  straining  and  bearing  down 
suggests  that  increased  alveolar  pressure  with  sub- 
sequent rupture  may  be  responsible.  It  is  hypothesized 
that  air  released  into  the  pleural  space  by  alveolar  rupture 
finds  its  way  along  the  perivascular  sheaths  of  the  great 
vessels  as  they  course  into  the  mediastinum.  From  the 
mediastinum,  air  may  travel  along  tissue  planes  to  the 
neck  and  face.^  s ’^  ’s 

Patients  with  spontaneous  pneumomediastinum  most 
commonly  present  with  chest  pain  and  dyspnea.  Since 
clinicians  usually  are  not  aware  of  this  entity  in  pregnancy, 
these  women  may  be  misdiagnosed  as  having  pulmonary 
embolism,  pneumonitis,  or  pericarditis.  Less  common 
symptoms  include  dysphagia,  palpitations,  aphonia,  and 
noticeable  crepitations  in  subcutaneous  tissue  about  the 
neck  and  face.^’^  ®'®'®  *®  In  rare,  severe  cases,  major  ves- 
sel compression  may  lead  to  circulatory  collapse  and 
death.® 

Typical  physical  findings  include  tachycardia, 
tachypnea,  subcutaneous  emphysema,  and  mediastinal 
“crunch”  (Hamman's  sign).  Radiologic  examination  of  the 
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chest  is  diagnostic,  and  x-rays  show  air  surrounding  the 
heart,  pneumomediastinum,  and  subcutaneous  em- 
physema.In  addition,  pneumothorax  has  been  re- 
ported in  one-third  of  cases. 

When  pneumomediastinum  and/or  subcutaneous  em- 
physema is  found,  causes  other  than  spontaneous  alveo- 
lar rupture  must  be  considered.  Air  may  reach  the  medias- 
tinum by  perforation  of  the  esophagus  or  trachea;  the  for- 
mer has  been  reported  during  childbirth  in  association 
with  severe  vomiting.®  ” Because  this  is  a life- 
threatening  condition  that  requires  early  surgical  interven- 
tion, we  obtained  a barium  x-ray  study  of  the  esophagus. 
In  addition  to  esophageal  trauma,  tracheal  injury  resulting 
from  intubation  during  induction  of  general  anesthesia 
should  be  considered. 

Treatment  of  spontaneous  pneumomediastinum  and 
subcutaneous  emphysema  associated  with  pregnancy  is 
conservative  and  consists  of  observation  and  prevention 
of  further  straining.  The  majority  of  cases  resolve  spon- 
taneously within  two  weeks. 2 Very  rarely  medias- 

tinotomy  will  be  necessary  to  relieve  major  vessel  com- 
pression.® 
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Gray-scale  ultrasound  of  the  gallbladder: 
a primary  screening  procedure 
for  cholelithiasis 

Patricia  A.  Athey,  MD  Eduardo  J.  Martinez,  MD 


Gray-scale  ultrasonography  offers  a noninvasive, 
nonionizing,  relatively  inexpensive  mode  of  evaluating  ab- 
dominal pathology.  It  has  proven  particularly  useful  and 
accurate  in  the  assessment  of  cholelithiasis.^'^  Indeed,  it 
is  the  procedure  of  choice  when  the  gallbladder  cannot  be 
visualized  by  oral  cholecystography,^  ® and  a recent  report 
even  suggests  that  gray-scale  cholecystosonography  may 
be  a useful  primary  screening  procedure.^  We  describe  a 
retrospective  analysis  of  gray-scale  cholecystosonog- 
raphy in  the  diagnosis  of  cholelithiasis  in  our  institution. 
These  results  are  compared  with  similar  studies  in  the 
literature,  and  the  feasibility  of  using  gray-scale  cholecys- 
tosonography as  a primary  screening  procedure  is  em- 
phasized. 


Subjects  and  Methods 

Of  several  hundred  consecutive  patients  examined  ultra- 
sonically  because  of  suspected  gallbladder  pathology  be- 
tween August  1977  and  December  1978,  150  were 
selected  for  inclusion  in  this  study.  These  were  patients  for 
whom  conclusive  oral  cholecystogram  (OCG)  and/or  sur- 
gical pathologic  confirmation  of  the  ultrasound  findings 
were  available.  Indications  for  the  ultrasonic  examination 
included  right-upper-quadrant  pain,  suspected  cholecys- 
titis or  cholelithiasis,  suspected  right-upper-quadrant 
mass,  jaundice  of  unknown  etiology,  and  nonvisualization 
of  the  gallbladder  on  oral  cholecystography. 

All  patients  were  examined  with  commercially  available 
gray-scale  ultrasound  equipment.  Either  a 3.5  mhz  or  a 5 
mhz  transducer  was  used,  depending  on  patient  size. 
Transverse  and  longitudinal  scans  were  obtained  at  0.5 
cm  intervals  through  the  gallbladder,  while  the  patient  was 
supine  and  in  the  left  lateral  decubitus  position.  Mineral  oil 
was  used  as  the  coupling  agent.  The  images  were  re- 
corded on  x-ray  film  using  a multiformat  camera.  Patients 
fasted  for  approximately  8 to  12  hours  prior  to  the  exam- 
ination. 

The  results  of  the  ultrasonic  examination  were  classified 
as  either  positive  or  negative  for  cholelithiasis.  In  a few 
patients,  the  study  was  unsatisfactory  due  to  inability  to 
adequately  visualize  the  gallbladder;  none  of  these  had 
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conclusive  confirmation  of  the  diagnosis  and  were  not  in- 
cluded in  this  study.  Surgical  confirmation  of  the  ultrasonic 
diagnosis  was  obtained  in  88  cases,  and  a conclusive  oral 
cholecystogram  was  used  as  confirmation  in  41  cases. 
Both  methods  confirmed  diagnosis  in  21  cases. 

The  criterion  for  a normal  gallbladder  was  the  identifica- 
tion of  a round  or  oval  sonolucent  structure  usually  lying 
along  the  lower  margin  of  the  right  hepatic  lobe  and  having 
smooth  walls  and  no  internal  echoes.  Size,  shape,  and 
location  of  the  gallbladder  varied  considerably. 

Two  basic  ultrasonic  configurations  were  adopted  as 
criteria  for  the  presence  of  cholelithiasis.  The  first  (type  1) 
was  the  presence  in  the  gallbladder  of  an  echo  or  echoes 
which  caused  acoustic  shadowing.  If  no  shadow  was  ob- 
served, it  was  helpful  to  note  that  the  echo  changed  posi- 
tion with  a change  in  position  of  the  patient.  The  second 
configuration  (type  2)  was  nonvisualization  of  the 
gallbladder  lumen  and  the  presence  of  high-level  echoes 
with  shadowing  in  the  region  of  the  gallbladder  fossa. 

Results 

Of  the  150  patients  reviewed,  33  (22%)  had  a normal- 
appearing gallbladder  ultrasonically,  confirmed  by  a nega- 
tive oral  cholecystogram  in  32  cases.  None  underwent 
surgery.  In  another  case,  OCG  twice  yielded  nonvisualiza- 
tion, but  at  surgery,  several  small  stones  were  discovered. 
This  represented  the  one  false-negative  in  the  series.  It 
should  be  noted  that  the  patient  was  obese  and  the 
gallbladder  was  very  small  and  difficult  to  image. 

Cholelithiasis  was  diagnosed  ultrasonically  in  117  pa- 
tients. An  echo  or  echoes  within  the  gallbladder  lumen 
with  acoustic  shadowing  (type  1)  was  the  basis  for  this 
diagnosis  in  98  patients,  whereas  the  finding  of  dense 
echoes  with  shadowing  in  the  region  of  the  gallbladder 
fossa  (type  2)  was  the  criterion  for  the  diagnosis  in  19 
patients.  The  diagnosis  of  cholelithiasis  was  confirmed 
surgically  in  84  patients,  by  both  OCG  and  surgery  in  21 
patients,  and  by  conclusive  OCG  in  nine  patients  in  whom 
no  surgery  was  performed.  Three  false-positive  ultra- 
sound studies  were  noted.  In  one  case,  an  echo  with 
shadowing  appeared  to  lie  within  the  neck  of  the  gallblad- 
der. An  OCG  was  not  performed.  At  surgery  a normal 
gallbladder  was  discovered.  In  the  other  two  false-positive 
studies,  a type  2 configuration  was  noted  ultrasonically.  In 
one  of  these  patients  the  gallbladder  did  not  visualize 
either  by  oral  cholecystography  or  intravenous  cholan- 
giography. In  the  second  case,  no  OCG  was  performed.  It 
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was  finally  learned  that  both  patients  had  had  a previous 
cholecystectomy. 

The  overall  accuracy  was  97%  with  a 2%  false-positive 
rate  and  a 1%  false-negative  rate. 

The  data  also  were  analyzed  to  compare  OCG  and  ultra- 
sound results.  In  62  patients  ultrasound  and  OCG  agreed 
on  the  findings.  In  23  patients  the  gallbladder  did  not  visu- 
alize on  two  successive  OCG’s.  In  23  other  patients,  no 
OCG  was  performed  because  of  an  elevated  bilirubin  level. 
These  cases  underscore  the  well  recognized  limitations  of 
oral  cholecystography  due  to  its  reliance  on  hepatic  and 
biliary  function.  In  42  patients  no  OCG  was  performed  prior 
to  surgery  in  spite  of  a normal  bilirubin  level.  This  in  part 
reflects  the  limitations  of  OCG  in  the  acutely  ill  patient  or 
one  who  is  experiencing  severe  vomiting  or  diarrhea,  and 
we  feel,  also  reflects  a growing  confidence  in  gray-scale 
cholecystosonography. 

Forty-one  patients  who  had  both  the  ultrasound  and 
OCG  examinations  ultimately  were  proven  to  have 
gallstones  at  surgery.  Forty  of  the  41  cases  of  gallstones 
were  detected  by  ultrasound,  whereas  only  21  of  41  cases 
were  demonstrated  by  OCG.  This  points  out  the  increased 


specificity  of  ultrasound  in  the  diagnosis  of  cholelithiasis. 
Discussion 

The  classic  ultrasonic  appearance  of  cholelithiasis  is  an 
echo  or  a grouping  of  echoes  within  the  gallbladder  lumen 
which  gives  rise  to  an  acoustic  shadow  (Figs  1 & 2).'' 
These  echoes  usually  lie  in  the  most  dependent  portion  of 
the  gallbladder  but  can  be  seen  to  float  at  various  levels 
within  the  bile.  The  stones  may  be  so  small  as  to  create 
only  a focal  contour  irregularity.  A confirmatory  maneuver 
for  the  presence  of  gallstones  is  to  change  the  patient’s 
position  and  demonstrate  movement  of  the  echoes  to  the 
most  dependent  portion  of  the  gallbladder.'*  Most,  if  not  all 
gallstones,  will  cause  acoustic  shadowing.  This  shadow- 
ing is  due  to  almost  total  reflection  of  sound  at  the  bile- 
gallstone  interface,  resulting  in  an  anechoic  area  distal  to 
the  stone. 3 

Another  characteristic  finding  that  correlates  well  with 
the  presence  of  gallstones  is  nonvisualization  of  the  actual 
gallbladder  lumen  and  the  presence  of  dense  echoes  with 
acoustic  shadowing  in  the  region  of  the  gallbladder  fossa 
(Fig  3).5  ® This  is  seen  when  the  gallbladder  is  contracted 


1.  This  longitudinal  scan  through  the  right  lobe  of  the  liver  (L)  and  acoustic  shadow  (AS)  posteriorly.  Only  the  anterior  aspect  of  the  cal- 

gallbladder  demonstrates  a solitary  large  calculus(C)  causing  an  cuius  Is  visualized. 


TEXAS  MEDICINE 


and  filled  with  multiple  stones,  or  when  there  is  a layer  of 
stones  floating  anteriorly,  causing  nonvisualization  of  the 
remainder  of  the  gallbladder.  Shadowing  due  to  bowel  gas 
can  be  confused  with  the  above,  but  in  this  case,  the  most 
superficial  layer  of  echoes  will  not  be  as  dense  as  in 
gallstones,  and  the  sound  waves  are  not  as  abruptly  dis- 
continued. 

Sludge  or  viscid  bile  is  seen  ultrasonically  as  a layer  of 
fine  low-level  echoes  in  the  most  dependent  portion  of  the 
gallbladder  (Fig  4).  It  will  change  position  when  the  patient 
changes  position  but  moves  very  slowly  in  contrast  to  mul- 
tiple small  stones.  Sludge  does  not  cause  acoustic 
shadowing.'*  A neoplasm  or  polyp  of  the  gallbladder  may 
be  confused  with  a stone,  but  it  will  not  cause  acoustic 
shadowing  or  change  in  position  with  a change  in  the 
patient's  position. 

The  causes  of  nonvisualization  of  the  gallbladder  by 
ultrasound  include:  (1)  congenital  or  surgical  absence; 

(2)  unusual  shape  or  location;  (3)  obesity;  (4)  excess 
bowel  gas;  (5)  reduced  bile  content  due  to  recent  inges- 
tion; (6)  an  empty,  contracted,  fibrotic  gallbladder;  (7) 
obstruction  proximal  to  the  cystic  duct;  (8)  or  neoplastic 


invasion  of  the  gallbladder.^'S-e  s |n  essence,  there  are  few 
nonpathologic  causes  for  nonvisualization  of  the  gallblad- 
der ultrasonically.  This  is  in  contrast  to  the  many  causes  of 
nonvisualization,  not  associated  with  gallbladder  pathol- 
ogy, by  oral  cholecystography.  Ultrasonic  visualization  de- 
pends on  morphology  and  acoustic  characteristics  of  the 
gallbladder,  not  hepatic  or  biliary  function.® 

Fig  5 summarizes  a number  of  recent  studies  utilizing 
gray-scale  ultrasound  for  the  diagnosis  of  cholelithiasis 
and  lists  the  overall  accuracy  for  determining  the  presence 
or  absence  of  cholelithiasis. 

In  our  institution  the  overall  accuracy  of  gray-scale 
cholecystosonography  compares  favorably  with  that  re- 
ported in  the  literature.  Recent  improvements  in  gray- 
scale technology  have  improved  the  resolution  and  accu- 
racy of  cholecystosonography.  The  number  of  times  the 
gallbladder  cannot  be  visualized  in  a fasting  patient  ultra- 
sonically has  significantly  decreased  due  to  technical  fac- 
tors, and  the  addition  of  the  “type  2”  criteria  has  increased 
our  ability  to  make  this  diagnosis  even  when  the  gallblad- 
der itself  cannot  be  visualized. 

The  accuracy  of  oral  cholecystography  has  been  estab- 
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2.  ^ small  calculus  (C)  causing  acoustic  shadowing  (AS)  Is  seen  in  this 
longitudinal  scan  of  a different  patient.  L = liver.  RK  = right  kidney. 
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3.  This  transverse  scan  demonstrates  an  area  of  marked  acoustic 
shadowing  (AS)  in  the  region  of  the  gallbladder  fossa . This  finding  is  also 
diagnostic  of  cholelithisis.  RK  = right  kidney,  V = inferior  vena  cava.  A = 
aorta 


4.  There  is  a layer  of  nonshadowing,  low-level  echoes  in  the  posterior 
aspect  of  this  gallbladder  which  represents  sludge  (S).  L = liver,  V = 
inferior  vena  cava. 
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lished  and  under  optimum  conditions  approaches  98%. 3 ’° 
Wolson  and  Goldberg/  in  a recent  study  of  100  patients, 
compared  ultrasound  and  oral  cholecystography  to  deter- 
mine if  ultrasound,  instead  of  oral  cholecystography,  could 
be  used  as  a primary  screening  procedure.  Their  study 
showed  96%  accuracy  using  ultrasound,  and  95%  accu- 
racy using  oral  cholecystography.  Ultrasound  was  more 
specific  than  the  OCG.  Stones  were  visualized  in  36  pa- 
tients by  ultrasound,  but  in  only  17  patients  by  OCG.  We 
believe  that  ultrasound  examination,  performed  im- 
mediately upon  admission,  can  save  two  hospital  days,  in 
contrast  to  the  delay  of  a two-dose  nonvisualizing  OCG. 

Our  findings  confirm  the  high  overall  accuracy  of  ul- 
trasound in  the  diagnosis  of  cholelithiasis  and  its  in- 
creased specificity,  compared  with  oral  cholecystography; 
we  urge  that  ultrasound  be  considered  a primary  screen- 
ing procedure,  rather  than  adjunct  to  oral  cholecystog- 
raphy, in  the  evaluation  of  cholelithiasis. 
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Authors 

No.  Patients 

Overall  Accuracy 

Leopold,  et  al  (1976) 

75 

91% 

Arnon  & Rosenquist  (1976) 

123 

90% 

Lawson  (1977) 

81 

95% 

Anderson  & Harned  (1977) 

76 

89% 

Grade,  et  al  (1978) 

145 

96% 

Wolson  & Goldberg  (1978) 

100 

96% 

Present  Study  (1979) 

150 

97% 

5.  Accuracy  of  grayscale  ultrasound  In  diagnosing  cholelithiasis. 
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AFTER  AUTHOSE 
YEARS  OF  HARD 
VWORK,  SOMEONE 
FMAUY  HANDS 
IT  TO  YOU. 


You’re  extremely  vulnerable. 

Because,  along  with  achiev- 
ing a good  reputation,  a nice- 
sized practice,  and  a large 
estate,  you’ve  become  a prime 
target  for  malpractice  claims. 

And  though  you  may  get 
one  that’s  of  a frivolous  nature, 
improperly  handled  it  can  cause 
enough  pressure  to  affect  you 
at  work. 

Which  is  why  you  may  want 
to  contact  Insurance  Corporation 
of  America. 

There  are  some  specific  rea- 
sons why  we’re  better  at  help- 
ing you  than  other  malpractice 
insurance  companies. 

AN  ICA  ATTORNEY.  FROM 
THE  START. 

Legal  action  against  a policy- 
holder of  ours  is  met  head-on. 

With  legal  action  from  us. 

So,  unlike  other  insurance 
companies,  ICA  doesn’t  give 
you  a general  adjuster  who 
also  handles  auto  liability 
claims. 

Instead,  even  your  initial 
phone  conversation  with  ICA 
about  a claim  is  with  one  of  our 
licensed  attorneys,  seasoned  in 


handling  professional  liability 
claims. 

AFTER  YOU  CALL  US,  WE 
WON'T  LEAVE  YOU 
HANGING. 

To  help  relieve  the  worries  and 
frustrations  a claim  can  bring 
you,  we  quickly  become  per- 
sonally involved. 

Soon  after  your  call,  we’re 
discussing  the  claim  face-to- 
face  with  you. 

We  also  personally  check 
every  hospital  record  in  a case, 
and  act  promptly  on  even  a 
suspicion  of  a claim. 

In  so  doing  we’re  able  to  end 
many  malpractice  threats  before 
they  become  formal  suits. 

And  if  a claim  is  formally 
lodged  against  you,  your  ICA 
attorney  will  bring  together  a 
task  force  drawn  from  the  best, 
most  experienced  legal  firms  in 
the  field  of  malpractice  law. 

He  will  coordinate  the  attor- 
neys’ efforts  with  those  out- 
standing physicians  who  serve 
as  ICA  consultants. 

And  he’ll  be  totally  com- 
mitted to  fight  until  you  get  a 
favorable  judgment  or  until 


all  remedies  by  appeal  or  other 
proceedings  are  exhausted. 

What’s  more,  at  ICA  we 
never  recommend  that  you  set- 
tle just  because  it  could  be  less 
costly  than  fighting. 

WE  TREAT  $15,000-DOLLAR 
CLAIMS  LIKE  CLAIMS  100 
TIMES  BIGGER. 

A small  claim  can  do  as  much 
damage  to  a doctor’s  reputation 
as  a big  one. 

And  we  ’re  very  sensitive 
to  that  fact.  Because  in  addition 
to  being  operated  by  attorneys, 
our  medical  liability  division  is 
founded  by  an  attorney  who  is 
also  a physician. 

So  when  it  comes  to  protect- 
ing physicians,  we’re  not  only 
highly  professional. 

We’re  highly  motivated. 

And  we  hope  that  motivates 
you  to  fill  in  and  mail  the  at- 
tached postage-paid  fonn  today. 

INSURANCE 
CORPORATION 
OF  AMERICA 
ICA  Building,  2205  Montrose  Blvd., 
Houston,  Texas  77006,  713/526-4863 

A:XV  Reinsurance  Protection  Provided. 
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A prospective  survey  of  nine  family  practices  in  Texas  was 
conducted  during  1976  to  determine  the  time-related 
characteristics  of  physician-patient  contact  and  to  deter- 
mine how  family  practitioners  utilize  their  professional 
time.  The  results  of  the  study  were  based  on  responses  by 
688  individual  patients  who  accounted  for  812  contacts 
with  the  nine  family  physicians.  Most  patient  contacts 
(82.3%)  occurrred  between  6:01  am  and  6 pm.  Routine 
appointments  accounted  for  53.0%  of  all  patient  contacts. 
The  physician's  office  was  the  location  of  71.6%  of  the 
patient  contacts,  and  77.9%  of  the  contacts  required  10 
minutes  or  less.  The  number  of  hours  devoted  weekly  to 
professional  activities  ranged  from  51.8  hours  to  73.3 
hours,  with  an  average  of  59.9  hours.  As  a group,  the 
family  practitioners  in  this  survey  spent  more  time  on  pro- 
fessional activities  than  did  physicians  in  other  studies,  but 
this  finding  may  be  related  to  the  field  methods  utilized. 
However,  a comparison  of  total  patient  contact  hours  (time 
spent  with  both  inpatients  and  outpatients)  is  consistent 
with  other  study  results. 


In  recent  years  interest  has  focused  on  the  need  for  pri- 
mary care  physicians.  This  renewed  interest  by  those 
concerned  with  health  care  delivery,  those  responsible  for 
the  development  of  health  care  policy,  and  those  receiving 
health  care  is  largely  a result  of  a growing  desire  that  the 
medical  system  deliver  comprehensive  care  to  families, 
not  only  to  individual  family  members.^  As  a partial  conse- 
quence of  this  concern  family  practice  became  a certified 
medical  specialty  in  1969. ^ 

The  need  for  family  physicians,  as  exemplified  by  the 
Millis  Reports^'"’  of  1966  and  1971,  has  resulted  in  the 
development  of  350  family  practice  programs  and  the  es- 
tablishment of  departments  and  divisions  of  family 
medicine  in  medical  schools  throughout  the  United 
States. 5 One  of  the  major  problems  facing  those  who  wish 
to  evaluate  the  distribution  and  utilization  of  family  prac- 
titioners is  the  lack  of  baseline  data  on  the  actual  practice 
of  family  medicine.  The  goal  of  this  study  is  to  provide 
such  data.  We  believe  that  information  about  family  prac- 
titioners’ use  of  time  will  enable  those  involved  in  the  train- 
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ing  of  family  practitioners,  as  well  as  those  researching 
family  medicine,  to  better  understand  the  practice  of  family 
medicine.  This  study  therefore  was  approached  with  two 
objectives  in  mind:  to  determine  the  time-related  charac- 
teristics of  the  physician-patient  contact  and  to  determine 
how  family  practitioners  allocate  their  professional  time. 

Methods 

Nine  family  practices  were  selected  for  observation  on  the 
basis  of  geographic  distribution  and  community  size.  They 
were  selected  as  representative  of  the  ten  planning  re- 
gions specified  by  the  Texas  Department  of  Health.  A pro- 
file of  the  nine  family  physicians  is  presented  in  Fig  1.  To 
ensure  the  anonymity  of  the  participating  physicians,  the 
specific  planning  regions  are  not  designated. 

Community  populations  ranged  from  3,555  to  761,173. 
The  sample  included  five  physicians  in  solo  practice,  three 
physicians  in  partnerships  with  other  family  practitioners, 
and  one  physician  in  a group  practice  with  other  special- 
ists. The  number  of  years  the  physicians  had  been  in  prac- 
tice ranged  from  two  to  30  years.  Although  none  of  the 
physicians  in  this  sample  had  completed  a formal  resi- 
dency program  in  family  practice,  all  were  ABFP-certified 
members  of  the  American  Academy  of  Family  Physicians. 

The  distribution  of  the  nine  family  physicians  surveyed 
is  compared  (by  community  size)  in  Fig  2 to  all  board- 
certified  family  physicians  in  Texas.  The  sample  of  family 
physicians  selected  appears  to  be  representative  of  the 
distribution  of  all  family  physicians  in  Texas,  with  all  com- 
munity categories  represented  except  for  communities 
with  populations  of  over  1,000,000. 

The  instrument  used  to  collect  data  was  a modification 
of  the  long  form  used  in  the  National  Ambulatory  Medical 
Care  Survey.®  The  modified  form  was  field  tested  at  a 
federally  sponsored  community  clinic  and  at  the  office  of  a 
private,  solo  family  practitioner.  After  definition  of  the  vari- 
ables to  be  examined,  the  data  instrument  was  divided 
into  three  mutually  exclusive  questionnaires.  The  first 
questionnaire  was  designed  to  obtain  data  pertaining  to 
the  demographic  and  personal  characteristics  of  the  pa- 
tient. This  questionnaire  was  to  be  answered  by  the  pa- 
tient in  the  physician’s  office  prior  to  being  seen  by  the 
physician  and  was  written  in  English  and  Spanish.  The 
second  questionnaire  analyzed  the  medical  characteris- 
tics of  the  physician-patient  contact.  Data  were  collected 
for  a three-  or  four-day  period,  depending  on  the  schedule 
of  the  individual  physician.  The  third  questionnaire  con- 
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cerned  a categorical  analysis  of  how  the  physician  spent 
his  professional  time  during  a week.  This  form  was  com- 
pleted by  the  practitioner  at  the  end  of  each  day  for  a 
seven-day  period. 

Physicians  participating  in  this  study  first  were  con- 
tacted verbally  by  UTMB  faculty.  When  a physician  ex- 
pressed his  willingness  to  participate,  an  information 
packet  regarding  study  procedures  was  sent  for  review.  A 
follow-up  telephone  call  was  made  to  confirm  participa- 
tion, and  arrangements  then  were  made  for  one  of  the 
authors  (Sanderson)  to  visit  each  practice  and  serve  as  an 
observer  to  ensure  proper  data  collection  for  the  examina- 


tion period. 

A patient  contact  was  defined  as  an  interaction  between 
a patient  and  the  physician  concerning  a past  or  current 
medical  problem,  or  as  a means  of  promoting  health 
maintenance.  The  location  of  the  patient  contact  was 
classified  as  being  in  the  office,  emergency  room,  outpa- 
tient clinic,  hospital,  or  by  telephone.  Only  telephone  calls 
directly  between  office  personnel  and  patients  were  not 
considered  patient  contacts.  The  indication  or  status  of  a 
patient  contact  indicated  whether  the  contact  was  premed- 
itated (walk-in  versus  appointment  versus  hospital  rounds) 
and  how  crucial  it  was  (routine  versus  urgent  versus 


1 . Profile  of  the  nine  family  physicians  surveyed. 


Physician 

Location 

in  Texas 

Size  of 

Community 

Type  of 

Practice 

Approximate 

No.  Years 

In  Practice 

A 

Gulf  Coast 

15,000 

Partnership 

15 

B 

North 

122,200 

Solo 

28 

C 

Central 

9,890 

Group 

12 

D 

East 

29,445 

Solo 

18 

E 

West 

89,587 

Solo 

30 

F 

Panhandle 

3.555 

Partnership 

13 

G 

West 

360,725 

Partnership 

17 

H 

Central 

92,479 

Solo 

10 

1 

South 

761,173 

Solo 

2 

*1970  Census,  US  Department  of  Commerce,  Bureau  of  the  Census 


2.  Distribution  of  family  physicians  surveyed  and  all  non-federal  board  certified  family  physicians  in  Texas  by  size  of  community. 


Size  of  Community* 

Family  Practitioners 

Surveyed 

No.  % 

Total  Number 

Family  Physicians 

in  Texast 

No.  % 

«5,000 

1 

11.1 

261 

17.0 

5,001-10,000 

1 

11.1 

152 

9.9 

10,001-20,000 

1 

11.1 

223 

14.5 

20,001-50,000 

1 

11.1 

185 

12.0 

50,001-100,000 

2 

22.2 

98 

6.4 

100,001-500,000 

2 

22.2 

343 

22.3 

500,001-1,000,000 

1 

11.1 

165 

10.7 

1,000,001  + 

0 

0 

112 

7,2 

Total 

9 

99.9 

1539 

100.0 

* 1970  Census,  US  Department  of  Commerce,  Bureau  of  the  Census. 

tPhysician  location  by  city,  1976  TMA  Directory;  city  population,  1970  Census,  US  Department  of  Commerce,  Bureau  of  the  Census. 
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emergency).  The  time  studies  assessed  how  much  time 
the  physician  spent  with  inpatients  and  office  patients  and 
on  office  business  and  administration,  self-improvement, 
medical  societies,  and  community  activities  during  a 
seven-day  period.  Time  with  inpatients  and  office  patients 
included  time  spent  directly  with  the  patient  and  time  spent 
updating  charts.  The  self-improvement  category  included 
both  formally  structured  continuing  education  programs 
and  informal  activities  such  as  time  spent  reading  journal 
articles. 

The  three  questionnaires  were  completed  for  all  but  one 
of  the  nine  practices.  The  first  two  questionnaires  were 
completed  for  that  practice. 

Results 

The  results  of  this  study  were  based  on  688  individual 
patients  who  accounted  for  812  patient  contacts  with  the 
nine  family  physicians. 

The  time  and  status  of  the  patient  contact  are  shown  in 
Fig  3.  With  respect  to  time  of  day,  82.3%  of  the  hospital, 
office,  or  telephone  contacts  took  place  between  6:01  am 
and  6 pm.  The  routine  appointment  constituted  53.0%  of 
all  physician  contacts  with  patients;  hospital  rounds 
(16.7%  of  the  812  patient  contacts)  constituted  the  second 
largest  category.  Of  the  584  office  contacts,  113  (13.9%) 
were  unscheduled,  or  “walk-ins.”  Urgent  or  emergency 
contacts  accounted  for  13.4%  of  all  contacts  for  the  total 
sample  (Fig  3). 

The  location  of  the  patient  contacts  and  the  amount  of 
time  the  physician  spent  per  contact  are  shown  in  Fig  4. 
The  physician’s  office  accounted  for  71.6%  of  the  patient 


contacts;  hospital  visits  were  second  in  frequency  (17.6%). 
Fifty-three  (6.5%)  of  the  contacts  were  by  telephone.  This 
figure  probably  underestimates  the  actual  frequency  of 
telephone  contacts  as  a result  of  the  conservative  defini- 
tion of  telephone  contacts  used  in  this  study.  Most  (77.9%) 
of  the  contacts  required  ten  minutes  or  less.  Emergency 
room  contacts  required  more  than  10  minutes;  only  9%  of 
the  telephone  contacts  required  more  than  10  minutes. 

The  amount  of  time  spent  by  the  participating  physi- 
cians on  various  professional  activities  is  shown  in  Fig  5. 
The  number  of  hours  related  to  professional  activities  for 
the  seven-day  period  ranged  from  51.8  hours  to  73.3 
hours,  with  an  average  of  59.9  hours.  The  office-patient 
time  category  accounted  for  the  largest  percentage  of  the 
physicians’  time,  ranging  from  23.0  hours  to  41.5  hours 
and  averaging  32.0  hours.  Inpatients,  requiring  from  6.3 
hours  to  27.5  hours  (an  average  13.0  hours)  weekly,  con- 
stituted the  second  largest  category  of  physician  time.  An 
examination  of  the  remaining  four  categories  demon- 
strated that  the  physicians  as  a group  spent  an  average  of 
4.6  hours  per  week  on  office  business  and  administration, 
4.3  hours  per  week  on  self-improvement,  and  1.5  hours 
per  week  on  medical  society  activities.  There  appeared  to 
be  a direct  relationship  between  the  type  of  physician  prac- 
tice and  the  amount  of  time  spent  on  those  activities.  Fam- 
ily physicians  in  solo  practice  spent  more  time  with  inpa- 
tients and  office  patients  and  on  office  business  and  ad- 
ministration than  did  physicians  practicing  in  partnerships. 
As  expected,  family  physicians  in  partnerships  devoted 
more  time  to  medical  societies  and  community  activities. 
No  comparisons  were  made  for  time  utilization  in  group 


3.  Status  vs.  time  of  patient  contact. 


Status  of  Contact 

Unknown 

12:01am 

-6:00am 

6:01am- 

Time  of  Contact 

■12:00pm  12:01pm- 

-6:00pm 

6:01  pm- 

•12:00am 

Total 

No, 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Unknown 

0 

0 

0 

0 

5 

.6 

4 

.5 

0 

0 

9 

1.1 

Office  Contacts: 

Walk-In  routine 

1 

.1 

4 

.5 

52 

6.4 

18 

2.2 

0 

0 

75 

9.2 

Walk-in  urgent 

0 

0 

2 

2 

23 

2.8 

13 

1.6 

0 

0 

38 

4.7 

Appointment 

7 

.9 

10 

1.2 

205 

25.2 

207 

25.5 

1 

.1 

430 

53.0 

Appointment  urgent 

2 

.2 

0 

0 

15 

1.8 

24 

3.0 

0 

0 

41 

5.0 

Emergency 

0 

0 

1 

.1 

1 

.1 

21 

2.6 

7 

.9 

30 

3.7 

Hospital  Rounds 

0 

0 

0 

0 

16 

2.0 

21 

2.6 

99 

12.2 

136 

16.7 

Other 

0 

0 

1 

.1 

20 

2.5 

23 

2.8 

9 

1.1 

53 

6,5 

Total 

10 

1.2 

18 

2.2 

337 

41.5 

331 

40.8 

116 

14.3 

812 

100.0 
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practice  since  only  one  physician  worked  in  this  type  of 
practice  setting. 

Discussion 

More  than  70%  of  the  physician-patient  contacts  in  this 
study  occurred  in  the  physician’s  office.  Similar  results 
were  reported  in  the  National  Disease  and  Therapeutic 
Index  (NDTI)  in  1966.^  In  the  NDTI  study,  79%  of  all  pa- 
tient contacts  in  general  practice  occurred  in  the  physi- 


cian’s office,  compared  to  75%  for  all  medical  specialties 
and  67%  for  internists. 

Approximately  18%  of  the  physician-patient  contacts  in 
our  study  occurred  in  the  hospital.  The  proportion  is  also 
comparable  to  the  NDTI  figure  for  both  general  practition- 
ers (15%)  and  physicians  as  a whole  (20%),  whereas  in- 
ternists reported  a significantly  larger  proportion  (27%)  of 
the  total  number  of  patient  contacts  occurring  in  the  hospi- 
tal. 


4.  Location  of  patient  contact  vs.  physician  time  with  patient. 


Location 

Unknown 

1- 

5 Min. 

6- 

10  Min. 

11- 

Physician  Time 

15  Min.  16-20  Min. 

21- 

-30  Min. 

31-60  Min. 

Total 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Unkno\wn 

0 

0 

1 

.1 

3 

4 

1 

1 

0 

0 

0 

0 

0 

0 

5 

.6 

Office 

6 

.7 

218 

26.8 

249 

30.7 

80 

9.9 

18 

2.2 

7 

.9 

3 

.3 

581 

71.6 

Telephone 

Non-appointment 

1 

.1 

27 

3.3 

21 

2.6 

3 

.4 

1 

.1 

0 

0 

0 

0 

53 

6.5 

Emergency 

0 

0 

4 

.5 

11 

1.4 

8 

1.0 

1 

.1 

3 

.3 

1 

.1 

28 

3.4 

Outpatient  Clinic 

0 

0 

2 

.2 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

2 

.2 

Hospital 

1 

.1 

32 

3.9 

64 

7.9 

43 

5.3 

1 

.1 

1 

.1 

1 

.1 

143 

17.6 

Total 

8 

1.0 

284 

35.0 

348 

42.9 

135 

16.6 

21 

2.6 

11 

1.4 

5 

.6 

812 

100.0 

5.  Time  utilization  of  the  participating  physicians  for  a seven  -day  period. 

Time  With 

Inpatients 

Time  With 

Office 

Patients 

No.  Hours  Spent 

Office 

Business  Own 

Adminis-  Improve-  Medical 

tration  ment  Societies 

Community 

Activities 

Total 

INDIVIDUAL  PHYSICIANS 

Physician  A 

12.0 

23.0 

3.5 

8.0 

2.0 

9.0 

57.5 

Physician  B 

16.3 

41.5 

9.5 

5.0 

1.0 

.0 

73.3 

Physician  C 

6.3 

28.8 

1.0 

2.5 

1.0 

17.5 

57.1 

Physician  D 

27.5 

28.0 

5.9 

5.3 

0 

1.9 

68.6 

Physician  E 

6.5 

40.5 

3.3 

1.8 

0 

3.5 

55.6 

Physician  F 

9.3 

39.0 

3.6 

2.5 

3.6 

0 

58 

Physician  G 

14.9 

27.0 

5.0 

4.5 

1.0 

5.0 

57.4 

Physician  H 

11.5 

28.5 

4.0 

4.5 

3.3 

0 

51.8 

Physician  Average 

13.0 

32.0 

4.5 

4.3 

1.5 

4.6 

59.9 

TYPES  OF  PRACTICES 

Solo  Practice 

15.5 

34.6 

5.7 

4.2 

1.1 

1.4 

62.5 

Partnership 

12.1 

29.7 

4.0 

3.0 

2.2 

4.7 

55.7 

Group  Practice 

6.3 

28.8 

1.0 

2.5 

1.0 

17.5 

57.1 

53 
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Family  practice 


The  impact  of  unscheduled  or  emergency  contacts  in 
family  practice  settings  can  be  estimated  from  the  data  in 
Fig  3.  With  respect  to  all  office  contacts,  13.9%  were  un- 
scheduled for  either  urgent  or  routine  conditions.  Of  the 
unscheduled  contacts,  13.4%  were  seen  for  urgent  or 
emergency  conditions.  Although  there  is  considerable 
overlap  between  the  nature  of  the  contact  and  the  location 
where  unscheduled  contacts  were  seen,  these  data  would 
indicate  that  22.6%  of  all  contacts  were  unscheduled. 

The  family  physicians  in  the  present  study  spent  almost 
60  hours  per  week  in  patient  care  and  other  practice  re- 
sponsibilities. This  represents  a substantially  greater  in- 
vestment of  time  by  the  study  group  than  has  been  ob- 
served in  similar  studies  (Fig  6).  Family  physicians  in  this 
study  committed  a considerable  amount  of  time  to  self- 
improvement  which  was  defined  as  a broad  category 
encompassing  many  aspects  of  professional  activity  in 
addition  to  formal  continuing  education.  Since  this  in- 
creased time  may  be  a consequence  of  the  activities  in- 
cluded in  the  “other"  category  (self-improvement,  medical 
society,  and  community  activities),  which  may  not  have 
been  specifically  examined  in  the  other  studies,  a consid- 


eration of  hours  spent  with  inpatients  and  outpatients  may 
be  more  comparable.  As  indicated  in  Fig  6,  the  average 
number  of  hours  (45  hours)  spent  with  inpatients  and  of- 
fice patients  by  family  physicians  in  the  present  study  is 
comparable  to  the  number  of  hours  spent  by  general  prac- 
titioners (44.1),  internists  (44.2),  pediatricians  (43.5),  and 
family  physicians  (44.0). 

Family  physicians  in  this  study  also  committed  a con- 
siderable amount  of  time  to  community  activities.  Since 
the  physicians  in  this  study  had  been  in  practice  for  an 
average  of  16.1  years,  the  amount  of  time  committed  to 
community  activities  may  be  the  result  of  their  being  suffi- 
ciently established  in  their  practice  and  the  community  to 
allow  more  time  and  develop  greater  commitment  and 
interest  in  community  activities. 

Time  committed  to  various  activities  by  the  family  physi- 
cians in  our  study  is  compared  to  similar  data  from  the  9th 
Periodic  Survey  of  Physicians®  (Fig  6).  This  survey  was 
conducted  by  the  American  Medical  Association  between 
November  1974  and  March  1975  and  provides  information 
on  nonfederal  office-based  physicians  throughout  the 
United  States.  Although  the  AMA  survey  covers  a number 


6.  Hours  spent  per  week  on  various  professional  activities.  ‘ 


Profile  of  Medical  Practice® 


Present  Study  (1976)  Upstate  New  York' 


(1976) 

Family  Practitioners 

Internists 

Pediatricians 

Family  Practitioners 

Hours 

%• 

Hours 

%t 

Hours 

%t 

Hours 

%t 

Hours 

%t 

Office  Practice 

32 

53.0 

33.2 

67.0 

29.0 

56.0 

35.7 

74.0 

37.0 

77.0 

Hospital  Activities 

13 

22.0 

10.9 

20.0 

15.2 

29.0 

7.8 

16.0 

7.0 

15.0 

Rounds 

Surgery 

Labor  & 

Delivery 

Subtotal 

45 

75.0 

44.1 

44.2 

85.0 

43.5 

90.0 

44.0 

House  Calls 

— 

— 

2.1 

4.0 

1.5 

3.0 

0.7 

1.0 

2.0 

4.0 

Business  Administration 

4.5 

8.0 

3.4 

7.0 

4.2 

8.0 

3.2 

7.0 

2.0 

4.0 

Other 

9.4 

16.0 

0.1 

0 

0.8 

2.0 

1.0 

2.0 

— 

— 

Self-improvement 

Medical  society 

Community 

Total 

59.9 

99.0 

49.7 

98.0 

51.7 

98.0 

48.4 

100.0 

48.0 

100.0 

*To  be  interpreted  with  caution  due  to  different  data  collection  methods. 
tPercentages  may  not  equal  100  due  to  rounding  off. 
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of  medical  specialties,  we  are  concerned  primarily  with 
data  provided  for  general  or  family  practitioners,  internists, 
and  pediatricians. 

The  amount  of  time  devoted  to  office  and  hospital  pa- 
tient contacts  by  the  family  physicians  in  our  study  ap- 
pears similar  to  that  for  family  practitioners  studied  by  the 
AMA.  However,  compared  to  internists  in  the  AMA  study, 
family  physicians  in  our  study  spent  more  time  in  the  office 
and  time  in  the  hospital.  This  pattern  is  reversed  when 
family  physicians  in  our  study  are  compared  to  pediatri- 
cians in  the  AMA  study.  This  difference  may  be  related  to 
the  larger  proportion  of  preventive  care  (immunizations 
and  routine  physical  examinations)  normally  provided  in 
pediatric  practice. 

Two  other  studies  offer  comparative  data  pertaining  to 
time  utilization  in  family  practice  in  other  geographic  loca- 
tions in  the  US.  One  of  the  earliest  studies  on  the  structure 
of  family  practice  determined  that  family  practitioners  in 
North  Carolina  worked  9.3  hours  per  day  or  51 .2  hours  per 
week.® 

A later  study  of  family  medicine  conducted  in  Upstate 
New  York  found  that  an  average  work  week  for  family 
practitioners  was  approximately  48  hours.  In  our  study, 
family  practitioners  averaged  59.9  hours  weekly  (Fig  6). 

Summary 

A prospective  survey  of  nine  family  practices  in  Texas  was 
conducted  during  1976  to  determine  the  time-related 
characteristics  of  the  physician-patient  contact  and  to  de- 
termine how  family  practitioners  utilize  their  time  with  re- 
spect to  professional  activities.  The  observation  that  ap- 
proximately 20%  of  all  patient  contacts  may  be  un- 
scheduled and  of  an  urgent  or  emergency  nature 
suggests  that  the  scheduling  in  family  practice  settings 
necessitates  a considerable  amount  of  flexibility  in  order 
to  accommodate  these  unanticipated  demands  on  physi- 
cian time.  A comparison  of  total  patient  contact  hours 
(time  spent  with  both  inpatients  and  outpatients)  shows 
that  experiences  of  family  physicians  in  the  present  study 
are  similar  to  those  of  physicians  elsewhere. 
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Chromomycosis  in  Texas 


Enrique  Batres,  MD  John  M.  Knox,  MD  Malcolm  H,  McGavran,  MD 


Seven  native  Texans,  who  had  not  traveled  abroad,  with 
erythematous  scaly  cutaneous  plaques  and  subcutane- 
ous nodules  were  found  to  have  chromomycosis.  In  each 
case  the  diagnosis  was  made  by  finding  the  characteristic 
fungal  bodies  in  biopsy  material.  A potassium  hydroxide 
preparation  was  positive  in  one  case.  Cultures,  in  two 
cases,  grew  Fonsecaea  pedrosoi. 

Surgical  excision  and  oral  5-fluorocytosine  (Ancobon) 
are  the  treatments  of  choice.  Development  of  resistance  to 
5-FC  is  minimized  by  concurrent  intravenous  administra- 
tion of  low  doses  of  amphotericin-B. 

Chromomycosis  is  an  infectious  disease  caused  by 
several  pigmented  fungi  of  the  family  Dematiaceae.  These 
fungi  have  a worldwide  distribution,  but  most  cases  have 
been  reported  from  tropical  and  subtropical  areas.  Most 
cases  in  the  continental  US  have  been  from  Louisiana, 
Florida,  Texas,  and  Georgia. 

The  therapeutic  modalities  presently  available  usually 
do  not  cure  advanced  infections;  therefore,  early  diagnosis 
is  important. 


Case  Presentations 

In  each  patient  lesions  were  located  on  the  distal  ex- 
tremities. None  of  the  patients  recalled  trauma  in  the  af- 
fected areas  prior  to  the  onset  of  the  infection. 

Two  patients  had  slowly  growing  verrucose  plaques,  two 
others  had  red  scaly  or  crusted  patches  clinically  suggest- 
ing epitheliomas,  one  had  a wound-like  lesion  with  exub- 
erant granulation  tissue,  and  two  patients  had  subcutane- 
ous nodules. 

Pertinent  data  concerning  these  patients  has  been 
summarized  in  Fig  1. 

Case  No  1 had  a verrucose  plaque  on  the  dorsum  of  the 
leet  middle  finger  (Fig  2).  Unsuccessful  treatments  in- 
cluded curettage  and  electrodesiccation,  cryosurgery,  ane 
occlusive  dressings  of  clotrimazole.  Finally,  oral 
5-fluorocytosine,  1 mg  given  by  mouth  four  times  daily, 
lead  to  steady  improvement. 

Case  No  2 had  a noninfiltrated,  red,  crusted  patch  on 
the  left  extensor  forearm  (Fig  3).  This  patient  also  had  a 
poorly  differentiated  histiocytic  stage  IV  lymphoma  that 


Enrique  Batres,  MD,  Dermatology  Department,  MacGregor  Medical 
Clinic,  8100  Greenbriar,  Houston,  TX  77054;  John  M.  Knox,  MD,  Profes- 
sor and  Chairman,  Department  of  Dermatology;  and  Malcolm  H.  McGav- 
ran, MD.  Professor  and  Chief  of  Anatomic  Pathology,  Department  of 
Pathology,  Baylor  College  of  Medicine,  Houston,  TX  77030. 


began  long  before  the  onset  of  the  chromomycosis.  The 
cutaneous  lesion  of  chromomycosis  rapidly  enlarged 
when  the  patient  received  chemotherapy  for  the  lym- 
phoma. During  these  periods,  potassium  hydroxide 
preparations  were  loaded  with  fungal  elements  (Fig  4). 

Chromomycosis  in  Case  3 has  been  considered  cured 
because  it  has  not  recurred  three  years  after  curettage 
and  electrodesiccation.  Cases  4 and  5 were  treated  by 
excision,  but  were  lost  to  follow-up. 

Excision  appears  to  have  been  beneficial  for  cases  6 
and  7,  which  had  subcutaeous  nodules. 

Histopathology 

Cases  1 through  5 had  a similar  histologic  morphology, 
showing  irregular  hyperplasia  of  the  epidermal  and  follicu- 
lar epithelium  and  a granulomatous  inflammatory  infiltrate 
in  the  dermis  (Fig  5).  Fungal  bodies — yellow-brown,  thick 
walled,  septate,  Bjj.  to  14/u.  spores — were  identified  in  all 
specimens.  Hyphae  were  also  present  in  Case  2. 

Cases  6 and  7 each  had  a well  encapsulated  sub- 
cutaneous granuloma.  Theoverlying  epithelium  was  not 
hyperplastic.  Foci  of  dermal  necrosis  were  found  in  each 
case.  Multiple  fungal  bodies  and  hyphae  were  identified; 
these  were  best  demonstrated  with  a gomori  methe- 
namine  silver  stain. 

Comment 

Chromomycosis  was  first  reported  in  1915  in  a patient  of 
Italian  extraction  residing  in  Boston.  Several  reports  fol- 
lowed, mainly  from  Brazil.^  The  second  native  American 
case  was  found  in  Fort  Worth,  Texas  in  1933.^^  Four  addi- 
tional native  cases  from  Texas  were  reported  in  1964.^ 

All  the  Texas  cases  have  been  from  the  central  and 
eastern  areas  of  the  state,  but  this  might  not  represent  the 
actual  geographic  distribution  of  the  condition  because  11 
of  the  12  cases  were  seen  at  the  Texas  Medical  Center  in 
Houston,  a referral  center. 

About  56  other  native  cases  of  cutaneous  chromo- 
mycosis in  the  continental  US  have  been  reported.  Most 
patients  had  verrucose  or  scaly  plaques.  Dermal  and  sub- 
cutaneous nodules,  abscesses,  and  mycetoma-like  le- 
sions have  also  been  reported.^®  ® 

Because  treatment  of  advanced  infection  usually  fails, 
an  early  diagnosis  is  important.  Usually  the  diagnosis  can 
be  achieved  easily,  but  a high  index  of  suspicion  is 
needed. 

KOH  preparations,  from  scales  or  pus,  which  often 
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1.  Clinical  data. 


Age  (yrs) 

Case  Sex  Geographic  Anatomic 

No.  Race  Location  Location 


Duration 

Before  Dx  Type  of  Lesion 


Initial  Clinical  Dx  Culture 


Fungal 

bodies 

in  Bx.  Follow-up 


1. 


62, WM  Hemphill 


Dorsum,  left  several 
middle  finger  years " 


Large  verrucose 
plaque  covers 
proximal 
phalange  and 
knuckle 


"verruca,"  r/o  P.  Pedrosoi 
Bowen's  disease 
vs  lichen  simplex 
chronicus 


Recurrence  after 
cureting  & dessication, 
& cryosurgery.  Improv- 
ing with  oral  5 fluoro- 
cytosine.  2 years 
follow-up. 


68, WF  Pasadena  Left  extensor  6 months  2 cm  crusted 

forearm  plaque 


basal  cell  epi- 
thelioma vs 
squamous  cell 
carcinoma 


P.  Pedrosoi 


Cureting  & dessica- 
tion, May,  1975.  No 
dessication  & oral  5 
fluorocytosine.  Patient 
has  lymphoma.  2 years 
follow-up. 


72, WM  Baytown 


Dorsum,  right  1 year 
wrist 


2.5  cm  scaly 

erythematous 

plaque 


Bowen's  disease  Not  done 
vs  squamous  cell 
carcinoma 


Cureting  & dessica- 
taion.  May,  1975.  No 
recurrence  3 years 
later:  "cured." 


67, WM  Brenham 


Dorsum,  left 
forearm 


6 months 


3 cm  area  of 
"granulation 
tissue." 


R/O  squamous 
cell  carcinoma 


Done.  Did 
not  grow. 


Excised.  Unable  to 
locate  for  follow-up. 


60.  WM 


Houston 


Dorsum,  3rd 
finger 


6 months 


slowly  enlarging 
tender  1 cm 
keratotic  plaque 


" large  keratotic 
tumor" 


Not  Done 


Excisional  biopsy. 
Unable  to  locate  for 
follow-up. 


36, BF  Houston  Dorsum,  right  6 months 

foot 


1 .5  cm  sub- 
cutaneous nodule. 
Firm,  mobile,  en- 
capsulated. 


'"tumor'" 


Not  Done 


Excision.  Has  not  re- 
curred. 6 months 
follow-up. 


64,WM 


Coahoma  Left  elbow  4 years 


2.5x1cm  sub- 
cutaneous 
nodule 


"tumor " 


Done  on  re-  + 
excision  6 mos. 
later.  Scar 
Tissue  only. 

Did  not  grow. 


Excision  1976:  re- 
currence. Excision 
1977.  No  recurrence 
to  date.  2 years 
follow-up. 
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demonstrate  the  fungal  bodies,  are  readily  performed. 

Due  to  its  natural  yellow-brown  color,  the  organism  stands 
out  in  routine  hematoxylin-eosin  stained  sections.  A 
cutaneous  biopsy  should  be  done  and  cultures  for  fungi 
obtained;  an  olive-black  colony  grows  on  Sabouraud  agar 
and  microscopic  evaluation  of  the  types  of  sporulation  and 
shapes  of  conidiophores  differentiates  the  genus  and 
species. 

F pedrosoi  is  the  most  common  etiologic  agent  of  ver- 
rucose  chromomycosis.  Phialophora  gougeroti  has  been 
isolated  from  nearly  all  subcutaneous  lesions.  Some  or- 
ganisms apparently  have  an  affinity  for  certain  tissues. 

The  pathologist  also  should  be  suspicious  when  a 
granulomatous  infiltrate  is  seen.  Multiple  sections  may  be 
necessary  to  visualize  the  organism.  All  our  cases  were 
first  diagnosed  during  evaluation  of  biopsy  material.  In 
only  one  instance  was  the  condition  named  by  the  clini- 
cian in  the  differential  diagnosis. 

Chromomycosis  has  a long  course  and  may  recur  at 
variable  intervals  after  treatment.  Thus,  evaluation  of  vari- 
ous treatment  modalities  is  difficult,  especially  when  a 
long-term  follow-up  is  not  available. 

Many  therapeutic  modalities  have  been  used  with  vary- 
ing results.  Surgical  excision  is  the  most  successful  ap- 
proach for  small  lesions,  but  a few  patients  with  extensive 
involvement  also  have  been  successfully  treated  with  ex- 
cision."* 

Oral  administration  of  5-fluorocytosine  (5-FC)  is  the 
treatment  of  choice  for  lesions  not  amenable  to  surgical 
excision.  This  drug  is  metabolized  to  5-fluorouracil  by 
cytosine  deaminase,  an  enzyme  thought  to  be  present  in 
fungal  but  not  human  cells.  Development  of  fungal  resist- 
ance to  5-fluorouracil,  however,  often  limits  the  usefulness 
of  5-FC.  The  intravenous  addition  of  amphotericin-B  ap- 
pears to  decrease  the  development  of  resistance  to  5-FC. 
The  currently  recommended  combination  is:  amphoteri- 
cin-B 0.3  mg/kg  body  weight  per  day,  intravenously,  and 
5-FC  37.5  mg/kg  body  weight,  every  six  hours,  orally.^  ^ 

By  studying  serial  histopathologic  sections  from  verru- 
cose  lesions,  different  stages  of  epithelial  proliferation  can 
be  identified.  In  some  sections,  epithelium  of  the  epider- 
mis and  hair  follicle  partially  surrounds  infected  dermis. 
Also,  completely  surrounded  granulomatous  tissue  is 
seen  at  different  levels.  Finally,  fungal  bodies  have  been 
found  at  the  surface,  sitting  on  a partially  expelled  micro- 
abscess.* 

The  mechanism  by  which  these  epithelial  changes  are 


2,  Verrucose  plaque  on  the  dorsum  of  the  left  middle  finger,  (Case 
No  1). 


3.  Verrucose  crusted  plaques  on  the  extensor  surface  of  the  left 
forearm  (Case  No  2), 
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4,  KOH  preparation  of  scrapings  from  a lesion  shown  in  Fig  2 Multi- 
ple septated  thick-walled  spores  Gpr  to  W/j.  in  diameter  are  identifier 
Original  magnification  x450. 


• -Sr;. 


5A4  mm  punch  biopsy  of  a lesion  from  Case  No  2.  The  epithelium  is 
hyperplastic.  A granulomatous  inflammatory  Infiltrate  is  present  in  the 
dermis.  This  material  is  seen  at  different  levels  within  the  epidermis 
(arrows),  illustrating  transepithelial  elimination  (see  text).  Original 
magnification  x88. 


thought  to  occur  is  known  as  transepithelial  elimination. 

In  this  process,  the  presence  of  foreign  or  devitalized  ma- 
terial in  the  dermis  provokes  epithelial  hyperplasia.  Stimu- 
lated epithelium  surrounds  the  unwanted  material  and 
eliminates  it  by  the  force  of  maturation  of  keratinocytes.  It 
has  been  suggested  that  the  process  of  transepithelial 
elimination  causes  the  characteristic  epithelial  hyperplasia 
in  chromomycosis. ^ 
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Ureterocele  with  prolapse  through  the 
external  urethral  meatus:  case  report 

Jon  F.  Bergstrom,  MD  A.R.  Tormey  Jr,  MD 


A ureterocele  with  prolapse  through  the  external  urethral 
meatus  in  a woman  was  diagnosed  clinically  and  demon- 
strated radiographically  by  direct  injection  of  urographic 
contrast  material  into  the  ureterocele.  Prolapse  of 
ureteroceles  is  discussed. 


A 40-year-old  gravida  3,  para  3,  ab  O woman  presented 
with  a three-week  history  of  cramping  abdominal  pain 
which  was  episodic.  This  was  associated  with  a three- 
week  history  of  burning  on  urination. 

On  physical  examination  there  was  moderate  discom- 
fort on  palpation  of  the  abdomen  in  the  suprapubic  region. 
Pelvic  examination  revealed  the  presence  of  a 2 cm 
diameter  mass,  dark  reddish  purple  to  black,  protruding 
from  the  labial  folds  and  extending  from  the  urethral 
meatus.  Upon  squeezing,  the  mass  decreased  in  size  and 
became  flattened. 

Excretory  urography  showed  no  abnormality  of  the  left 
kidney  and  ureter.  On  the  right  side  there  was  a prolonged 
nephrogram,  delayed  appearance  of  contrast  material  in 
the  collecting  system,  and  columning  of  the  contrast  mate- 
rial throughout  the  length  of  the  ureter.  The  soft  tissue 
mass  could  be  seen  below  the  symphysis  on  a film  of  the 
pelvis. 

Urographic  contrast  material  was  injected  into  the  distal 
portion  of  the  prolapsed  right  ureterocele.  The  ureterocele 
was  manually  reduced.  At  the  time  of  surgery  the 
ureterocele  was  nonviable.  The  distal  ureter  was  resected 
and  a ureteroneocystostomy  was  performed. 

Discussion 

Our  case  is  unusual  in  that  it  was  well  demonstrated 
radiographically  (Fig  1).  Radiographic  demonstration  can 
be  accomplished  by  direct  injection  of  a urographic  con- 
trast agent  into  the  prolapsed  ureterocele  or  by  retrograde 
injection  into  the  ureteral  orifice. 
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t Film  obtained  following  direct  injection  of  the  prolapsed  ureterocele. 
The  prolapsed  ureterocele  and  distal  ureter  are  well  demonstrated. 


Jon  F.  Bergstrom,  MD,  Division  of  Diagnostic  Radiology;  A.R.  Tormey  Jr, 
MD,  Division  of  Urology,  Scott  and  White  Clinic,  Temple,  TX  76501 . 
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E.M.  Brophy 

Edmond  Michael  Brophy,  MD,  56,  a Dallas  obstetrician- 
gynecologist,  died  July  4, 1979. 

A native  of  Peoria,  III,  Dr  Brophy  received  his  under- 
graduate education  at  the  University  of  Illinois  in  Urbana. 
After  graduating  from  the  University  of  Illinois  Medical 
Center,  Chicago,  in  1946,  he  took  an  internship  at  the 
University  of  Illinois  Research  and  Educational  Hospitals. 
He  served  as  university  student  health  officer  at  the  Uni- 
versity of  Illinois  at  Champaign  for  four  years  and  in  the  US 
Army  Medical  Corps  in  Denver  for  three  years.  He  then 
returned  to  the  Research  and  Educational  Hospitals  to 
complete  a residency  in  obstetrics  and  gynecology.  In 
1961  Dr  Brophy  moved  to  Dallas  to  assume  a position  as 
assistant  professor  of  obstetrics  and  gynecology  at  UT 
Southwestern  Medical  School  and  in  1965  he  began  a 
full-time  private  practice  which  lasted  until  his  retirement  in 

1978. 

Survivors  include  his  wife,  Frances  Haas  Brophy;  sons, 
Charles  Brophy  and  Michael  Brophy,  MD;  and  daughter, 
Natalie  Brophy,  all  of  Dallas;  and  one  brother,  Vincent 
Brophy,  Peoria,  III. 

M.C.  Davidson 

Maurice  Crawford  Davidson,  MD,  69,  Kerrville,  died  July  2, 

1979.  He  was  a member  of  Kerr-Kendall-Gillespie- 
Bandera  County  Medical  Society. 

Dr  Davidson  was  born  in  Emmetsburg,  Iowa,  was  grad- 
uated from  the  University  of  Iowa  College  of  Medicine 
in  1934,  and  interned  at  El  Paso  City-County  Hospital  until 
1935.  He  was  a retired  colonel  of  the  US  Army  Medical 
Corps,  serving  as  chief  of  the  medical  service  at  William 
Beaumont  Army  Medical  Center,  El  Paso,  during  1953- 
1955.  He  practiced  internal  medicine  in  El  Paso  for  18 
years,  serving  as  chief  of  staff  at  Sun  Towers  Hospital 
during  1968-1969.  In  1973  Dr  Davidson  joined  the  staff  of 
the  Kerrville  State  Hospital. 

Survivors  include  his  wife,  Carolyn  Witt  Davidson, 
Kerrville;  daughters,  Myrna  Lynn  Davidson,  El  Paso,  and 
Mrs  James  Harvie,  Houston;  two  sisters;  and  two  grand- 
children. 

W.B.  Dean,  MD 

William  Berry  Dean,  MD,  57,  Dallas,  died  July  10, 1979. 
The  Oak  Cliff  pediatrician  was  a past  president  of  the  Dal- 
las Pediatric  Society  and  was  a clinical  assistant  professor 
of  pediatrics  at  UT  Southwestern  Medical  School. 


Active  in  community  affairs.  Dr  Dean  was  a former  Dal- 
las Park  Board  chairman  and  played  an  active  role  in  the 
planning  of  the  Museum  of  Fine  Arts,  the  Garden  Center, 
and  the  city’s  acquisition  of  the  Dallas  Theater  Center.  For 
his  work  he  received  the  National  Distinguished  Commu- 
nity Service  Award  from  the  National  Recreation  and  Park 
Association  and  in  1971  he  received  the  Oak  Cliff  Man-of- 
the-Year  Award. 

Dr  Dean  was  born  in  Waco  and  received  his  premedical 
education  at  The  University  of  Texas  at  Austin.  After 
graduating  from  Baylor  University  College  of  Medicine  in 
1947,  he  interned  at  Baroness  Erlanger  Hospital  in  Chat- 
tanooga, Tenn.  He  began  his  pediatric  residency  training 
at  TC.  Thompson  Children’s  Hospital,  Chattanooga,  and 
completed  it  at  Children’s  Medical  Center,  Dallas.  In  1950 
he  began  his  private  practice  of  pediatrics  in  Oak  Cliff.  He 
served  as  chief  pediatrician  of  the  poliomyelitis  ward  at 
Parkland  Memorial  Hospital  and  later  as  head  of  the  med- 
ical staff  at  Children’s  Medical  Center. 

Survivors  include  his  wife,  Libba  Dean;  sons,  William 
Dean,  Jr,  and  David  Dean;  and  daughter,  Rebecca  Dean, 
all  of  Dallas;  mother,  Mrs  Jessie  Dean,  Waco;  two 
brothers;  and  eight  sisters. 

A.J.  Gill 

Atticus  James  Gill,  MD,  professor  emeritus  and  former 
dean  of  UT  Southwestern  Medical  School  at  Dallas,  died 
Aug  18, 1979.  A recipient  of  the  Texas  Medical  Association 
Distinguished  Service  Award,  Dr  Gill,  65,  was  vice 
president  of  the  Association  during  1977-1978,  and  was 
chairman  of  the  TMA  Council  on  Scientific  Advancement 
during  1973-1977. 

Born  in  Okmulgee,  Okla,  he  completed  his  premedical 
education  at  Duke  University  before  entering  the  Duke 
University  School  of  Medicine.  After  receiving  his  MD  de- 
gree in  1938,  Dr  Gill  completed  an  internship  and  resi- 
dency in  pathology  at  St  Paul  Hospital,  Dallas,  and  Duke 
University  Medical  Center,  Durham,  NC.  He  taught 
pathology  at  the  University  of  Tennessee  Center  for 
Health  Sciences  for  two  years  (1941-1943)  before  accept- 
ing a teaching  appointment  at  Southwestern  Medical 
School.  In  addition  to  serving  as  dean  at  Southwestern,  Dr 
Gill  served  as  acting  chairman  of  the  department  of 
pathology  and  associate  dean.  He  retired  in  1977  after  34 
years  of  active  association  with  the  school  as  teacher  and 
administrator. 

Survivors  include  his  wife,  Lucille  Gill,  Dallas;  daughter. 
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Mary  Gill  Bankhead,  MD,  Corsicana;  and  sons,  Frank  Har- 
rison Gill,  Dallas,  and  James  Hodge  Gill,  Corsicana. 

F.  Gwozdz 

Feliks  Gwozdz,  MD,  58,  Tarrant  County  medical  examiner 
for  more  than  20  years,  died  July  24, 1979. 

A native  of  Krakow,  Poland,  Dr  Gwozdz  was  studying 
medicine  in  1938  when  he  was  drafted  into  the  Polish 
Army.  He  completed  his  education  in  1950  at  the  Univer- 
sity of  Munich  and  moved  to  America  with  his  family  in 
1951.  In  1965  he  became  Tarrant  County’s  first  deputy 
medical  examiner  and  in  1969  he  became  chief  medical 
examiner.  In  June  1979,  Dr  Gwozdz  was  cited  for  his  “out- 
standing achievements  in  forensic  medicine”  by  the 
Nicholas  Copernicus  Medical  Academy,  the  oldest  medi- 
cal school  in  Poland. 

Survivors  include  his  wife,  Eugenia  Nelke  Gwozdz; 
sons,  Henry  Richard  Gwozdz,  Felix  Lee  Gwozdz,  and 
Eugene  Jan  Gwozdz;  and  daughters,  Lillian  Huettner  and 
Donna  Marie  Gwozdz,  all  of  Fort  Worth. 

L.J.  Logue 

Lyle  James  Logue,  MD,  an  honorary  member  of  Texas 
Medical  Association  and  Harris  County  Medical  Society, 
died  July  9, 1979.  Dr  Logue,  95,  was  a founder  of  the 
Houston  Eye,  Ear,  and  Throat  Hospital. 

The  longtime  Houston  physician  was  born  in  Columbus, 
Tex,  and  was  graduated  from  UT  Medical  Branch  in  1909. 
He  did  postgraduate  study  at  the  Brooklyn  Eye  and  Ear 
Hospital  and  in  Vienna,  Austria  (1927).  During  World  War 
I,  Dr  Logue  served  as  a captain  in  the  US  Army  Medical 
Corps.  He  practiced  in  Houston  from  1915  until  his  retire- 
ment in  1968. 

Survivors  Include  his  wife,  Fanelle  Dornak  Logue;  and 
daughters,  Mrs  W.  Joseph  Laughlin  and  Mrs  Tommy  D. 
Morton,  all  of  Houston;  and  six  grandchildren. 

E.H.  Schwab 

Edward  Henry  Schwab,  MD,  76,  Galveston,  died  July  12, 
1979.  An  honorary  member  of  Texas  Medical  Association, 
Dr  Schwab  had  served  as  secretary-treasurer  of  Galves- 
ton County  Medical  Society  and  as  president  of  the  Texas 
Heart  Association. 

He  was  born  in  Yorktown,  Tex,  and  spent  his  youth  in 
Yoakum,  Tex.  He  attended  Texas  A&M  University  and  was 
graduated  from  The  University  of  Texas.  After  receiving 
his  MD  degree  from  UT  Medical  Branch  in  1928,  he  com- 


pleted a residency  at  the  school,  did  postgraduate  study  in 
Boston,  and  then  returned  to  Galveston  to  become  a 
member  of  the  medical  school  staff.  He  organized  the 
Heart  Clinic,  the  first  specialty  clinic  at  UTMB,  and  was 
instrumental  in  reorganizing  the  UTMB  Alumni  Associa- 
tion. In  1939  Dr  Schwab  entered  private  practice,  but  con- 
tinued his  affiliation  with  the  medical  school  as  a clinical 
associate  of  medicine  until  his  retirement  in  1968. 

Survivors  include  his  wife,  Helen  Pickard  Schwab,  Gal- 
veston; daughter,  Joan  Padgett,  Euless,  Tex;  sons, 
Edward  H.  Schwab  III,  Galveston;  Robert  F.  Schwab; 
Houston;  and  George  H.  Schwab,  Glastonbury,  Conn; 
and  eight  grandchildren. 

M.S.  Thompson 

Milton  Strong  Thompson,  MD,  77,  a retired  San  Antonio 
orthopedic  surgeon,  died  July  23, 1979.  A longtime  resi- 
dent of  San  Antonio,  Dr  Thompson  had  served  as  chief  of 
the  orthopedic  service  at  Brooke  General  Hospital,  Fort 
Sam  Houston,  clinical  professor  of  orthopedics  at  the  UT 
Health  Science  Center  at  San  Antonio,  and  president  of 
the  San  Antonio  Easter  Seal  Association. 

Born  in  Newbury,  Mass,  Dr.  Thompson  was  a 1924 
graduate  of  Harvard  University  and  a 1931  graduate  of 
Harvard  Medical  School.  His  internship  was  at  Boston  City 
Hospital  and  his  residency  was  at  Massachusetts  General 
Hospital  and  Children’s  Hospital  Medical  Center,  both  in 
Boston.  A colonel  in  the  US  Army,  Dr  Thompson  was  chief 
of  orthopedics  at  Walter  Reed  Army  Medical  Center  dur- 
ing 1956-1958. 

Survivors  include  his  wife,  Elizabeth  Paige  Thompson, 
San  Antonio;  daughters,  Phoebe  Judson,  San  Antonio; 
Mary  Donald,  Acton,  Mass;  Caroline  Howe  Erwin,  New 
Milford,  NJ;  and  nine  grandchildren. 

E.A.  Wilkerson 

Edward  Albert  Wilkerson,  MD,  74,  an  honorary  member  of 
Texas  Medical  Association  and  Harris  County  Medical 
Society,  died  July  27, 1979.  He  was  a past  president  of  the 
Houston  Society  of  Internal  Medicine  and  professor 
emeritus  of  clinical  medicine  at  Baylor  University  College 
of  Medicine  and  UT  Medical  School  at  Houston. 

A longtime  resident  of  Houston,  Dr  Wilkerson  was  born 
in  Austin,  Tex,  and  was  a graduate  of  The  University  of 
Texas.  He  received  his  medical  education  at  the  University 
of  Pennsylvania  School  of  Medicine,  which  later  named 
him  a distinguished  alumnus.  He  held  an  internship  at 
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Pennsylva!"  ^ Hospital  at  Philadelphia  during  1928-1930. 
Later  he  'znipleted  a residency  at  Barnes  Hospital  in  St 
Louis,  t . . in  1930  he  began  his  private  practice  of 
medic  e in  Houston,  where  he  served  as  chairman  of  the 
depcdment  of  medicine  at  Hermann  Hospital  (1954- 
1965). 

Dr  Wilkerson  is  survived  by  his  wife,  Ellen  Hamilton 
Wilkerson;  sons,  John  Hamilton  Wilkerson  and  Edward  A. 
Wilkerson,  Jr;  and  daughters,  Neale  Wilkerson  Kempner 
and  Brooke  Wilkerson  Lee,  all  of  Houston;  and  five  grand- 
children. 

B.J.  Wynne,  Jr 

Buck  Jim  Wynne,  Jr,  MD,  58,  a member  of  Dallas  County 
Medical  Society,  died  July  18, 1979. 

Dr  Wynne,  a native  of  Wills  Point,  Tex,  was  a 1943 
graduate  of  The  University  of  Texas  and  a 1951  graduate 
of  Washington  University  School  of  Medicine  in  St  Louis, 
Mo.  He  interned  at  St  Paul  Hospital,  Dallas.  At  the  time  of 
his  death.  Dr  Wynne  was  director  of  the  Edna  Gladney 
Home  in  Fort  Worth. 

Survivors  include  his  wife,  Nancy  Ann  Smith  Wynne; 
sons.  Buck  J.  Wynne  III  and  Howell  Wynne;  and 
daughters,  Nancy  Adele  Wynne  and  Faye  Ann  Wynne,  all 
of  Dallas;  parents,  Mr  and  Mrs  Buck  J.  Wynne,  Wills  Point; 
and  one  sister. 
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TEXAS  MEDICINE 


more 

than  just  spectrum 


"“CJrC^PEN 

(cyclacillin)  Suspension 


Efficacy 
proven  in  the 
treatment  of 
bronchitis, 
pneumonia, 
upper  respiratory 
tract  infections 
and  otitis  media 
with  fewer 
side  effects. 


*Due  to  susceptible  organisms 

(See  important  information  on  last  page.) 


New  CKCLIPEN 


Tablets/ 

Suspension 


(cyclacillin) 

eff icocir  with  fewer  sid 
ampicillin  cowfirmcd  ii 

studies  2,58' 


Rapid,  virtually  complete 
absorption  from  Gl  tract 

Rapid  onset  of  action- 
mean  peak  serum  levels 
within  30  minutes 


Exceptionally  high  peak 
blood  levels— 3 times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 


Rapidly  excreted 
unchanged  in  the  urine— 
VA  times  faster  than 
ampicillin 


High  cure  rate  with  CYCLAPEN® 

Causative 

Organism 

Bronchitis/Pneumonia^ 

No.  of 
Patients 

5.  pneumoniae 

100 

73 

95 

Chronic  Bronchitis^  (acute  exacerbation) 

H.  influenzae 

92 

12 

Though  clinical  improvement  has  been  shown,  bacteno- 
logic  cures  cannot  be  expected  in  all  patients  with 
chronic  respiratory  disease  due  to  H influenzae 

Streptococcal  Sore  Throat^ 

Group  A beta- 

hemolytic 

Streptococcus 

100 

44 

86 

1 

1 

% Clinical  Response 
% Bacterial  Eradication 

more  than  just  spectrurr 
in  bronchitis,  pneumonic 
and  upper  respiratory 
tract  infectionst 

*lncludes  all  patients  treated.  2,415  evaluated  for  safety; 

1,819  evaluated  for  efficacy. 

^Due  to  susceptible  organisms. 

Copyright  © 1979,  Wyeth  Laboratories.  All  rights  reserved. 


effects  than 

louble*blind 

iKitients* 


wer  side  effects  with  CYCLAPEN®  in 
)uble-blind  studies  to  date^  ^ 


Total  number  of  drug-related  side  effects  in  all  patients 

CYCLAPEN® 

128  of  1,286  (10%)  of  patients 

ampicillin 

202  of  1,129  (18%)  of  patients 

Difference  statistically  significant  (P  <0.001) 

irCLAPEN® 

(cyclacillin) 

fective  for  bronchitis,  pneumonia, 
id  upper  respiratory  tract  infections t 


more  than 
just  spectrum 
in  otitis  media 


Clinical  efficacy  of  CYCLAPEN  " in  otitis  media^ 


Causative 

Organism 


No.  of 
Patients 


96 


S.  pneumoniae 


H.  influenzae 


95 

88 


]%  Clinical  Response 
1%  Bacterial  Eradication 


82 


96 


Excellent  clinical  results  in  bronchitis, 
pneumonia  and  upper  respiratory  tract 
infections 


Significantly  lower  incidence  of  diarrhea 
and  skin  rash 


(Gold  JA,  Hegarty  CP,  Deitch  MW,  Walker  BR: 
[Double-blind  clinical  trials  of  oral  cyclacillin 
iand  ampicillin,  Antimicrob  Ag  Chemother 
\ 15:55-58,  (Jan.)  1979. 

t Data  on  file,  Wyeth  Laboratories. 
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more  than 
just  spectrum 

CVCLtPEN 

(cyclacillin) 


Tablets/ 

Suspension 


ee  important  information  on  next  page) 


New  from  Wyeth  Laboratories 

O^PEN* 

(cyclacillin)  Suspension 

more  than  just  spectrum  in  bronchitis, 
pneumonia,  upper  respiratory  tract 
infections  and  otitis  media* 


■ Rapid,  virtually  complete 
absorption  from  Gl  tract 

■ Rapid  onset  of 
action— mean  peak  serum 
levels  within  30  minutes 

■ Exceptionally  high  peak 
blood  levels— 3 times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 

■ Rapidly  excreted 
unchanged  in  the  urine- 
IV2  times  faster  than 
ampicillin 

■ Significantly  fewer 
episodes  of  diarrhea  and 
skin  rash  than  reported 
with  ampicillin  in  studies 
to  date 

■ Excellent  clinical  response 
and  outstanding  bacterial 
eradication  documented 
in  double-blind  studies 
involving  2,581  patients 

■ New  CYCLAPEN® 
Suspension- 
great-tasting  raspberry 
punch  flavor 

*Due  to  susceptible  organisms. 


How  Supplied 

CYCLAPEN®  (cyclacillin) 
tablets: 

250  mg  scored  tablets 
500  mg  scored  tablets 


CYCLAPEN®  (cyclacillin)  for 
oral  suspension 
125  mg  per  5 ml: 

100  ml  and  200  ml  bottles 
250  mg  per  5 ml: 

100  ml  and  200  ml  bottles 


f 


Indications 

Cycl3pen1>  (cyclacillinl  has  less  in  vitro  activity  than  other  drugs  in  the 
ampiciltin  class  ol  antibiotics  and  its  use  should  be  contmed  to  the  indications 
listed  below 

Cyclapen®is  indicated  lor  the  lieatmenl  ol  the  following  intections 
RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A bela-hemolytic  streptococci 
Bronchitis  and  pneumonia  caused  by  S pneumoniae  (formerly  D pneu- 
moniae] 

Otitis  Media  caused  by  S pneumoniae  (formerly  0 pneumoniae]  and  H 
mttuemae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H inlluenyae' 
'Though  clinical  improvement  has  been  shown,  bacteriologic  cures  can- 
not be  expected  in  all  patients  with  chronic  respiratory  disease  due  to  H 
inlluenrae 


SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused  by  Group  A 
beta-hemolytic  streptococci  and  staphylococci,  non-penicillinase  producers. 
URINARY  TRACT  INFECTIONS  caused  by  [ coll  and  P mirabilis.  (This  drug 
should  not  be  used  in  any  infections  caused  by  f coli  and  P mirabilis  other 
than  urinary  tract  infections.) 

NOTE  Cultures  and  susceptibility  tests  should  be  performed  initially  and 
during  treatment  to  monitor  the  effectiveness  of  therapy  and  the  susceptibility 
of  bacteria  Therapy  may  be  instituted  prior  to  the  results  of  sensitivity  testing 

Contraindications 

The  use  ol  this  drug  is  contraindicated  in  individuals  with  a history  of  an 
allergic  reaction  to  penicillins 


warnings 

CYCLACILLIN  SHOULD  ONLY  BE  PRESCRIBED  FOR  THE  INDICATIONS  LISTED  IF 
THIS  INSERT 

CYCLACILLIN  HAS  LESS  IH  I/IIRO  ACTIVITY  THAN  OTHER  DRUGS  OF  THE  AMPI 
CILLIN  CLASS  ANTIBIOTICS  HOWEVER.  CLINICAL  TRIALS  HAVE  DEMONSTRATEE 
THAT  IT  IS  EFFICACIOUS  FOR  THE  RECOMMENDED  INDICATIONS. 

SERIOUS  AND  OCCASIONAL  FATAL  HYPERSENSITIVITY  (ANAPHYLACTOID)  REAC 
TIONS  HAVE  BEEN  REPORTED  IN  PATIENTS  RECEIVING  PENICILLIN 
ALTHOUGH  ANAPHYLAXIS  IS  MORE  FREQUENT  FOLLOWING  PARENTERAL  AOMIN 
ISTRATION.  IT  HAS  OCCURRED  IN  PATIENTS  ON  ORAL  PENICILLINS  THESE  REAC 
TIONS  ARE  MORE  APT  TO  OCCUR  IN  INDIVIDUALS  WITH  A HISTORY  Of 
SENSITIVITY  TO  MULTIPLE  ALLERGENS  THERE  ARE  REPORTS  OF  PATIENTS  WITF 
A HISTORY  OF  PENICILLIN  HYPERSENSITIVITY  REACTIONS  WHO  EXPERIENCEL 
SEVERE  HYPERSENSITIVITY  REACTIONS  WHEN  TREATED  WITH  A CEPHALOSPOR- 
IN BEFORE  THERAPY  WITH  A PENICILLIN.  CAREFUL  INQUIRY  SHOULD  BE  MADE 
ABOUT  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  PENICILLINS  CEPHALO- 
SPORINS. AND  OTHER  ALLERGENS.  IF  AN  ALLERGIC  REACTION  OticURS  THE 
DRUG  SHOULD  BE  DISCONTINUED  AND  APPROPRIATE  THERAPY  SHOULD  BE 
INITIATED  SERIOUS  ANAPHYLACTOID  REACTIONS  REQUIRE  IMMEDIATE  EMER- 
GENCY TREATMENT  WITH  EPINEPHRINE.  OXYGEN.  INTRAVENOUS  STEROIDS  AIR- 
WAY MANAGEMENT.  INCLUDING  INTUBATION.  SHOULD  ALSO  BE  ADMINISTERED 
AS  INDICATED 


Precautions 

Prolonged  use  ot  antibrotrcs  may  promote  the  overgrowth  of  nonsuscepirble 
organrsms  If  superrnfection  occurs  durrng  therapy,  appropriate  measures 
should  be  taken. 


PREGNANCY  Pregnancy  Category  B Reproduction  studies  have  been  performed 
m mice  and  rats  at  doses  up  to  ten  times  the  human  dose  and  have  revealed  no 
evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  cyclacillin  There  ace, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  Because 
animal  reproduction  studies  are  not  always  predictive  ot  human  response,  this 
drug  should  be  used  during  pregnancy  only  it  clearly  needed 
NURSING  MOTHERS  It  is  not  known  whether  this  drug  is  excreted  in  human 
milk  Because  many  drugs  are  excreted  in  human  milk,  caution  should  be 
exercised  when  cyclacillin  is  administered  to  a nursing  woman. 

Adverse  Reactions 

The  oral  administration  ol  cyclacillin  is  generally  well  tolerated 

As  with  other  penicillins,  untoward  reactions  ot  the  sensitivity  phenomena  are 

likely  to  occur,  particularly  in  individuals  who  have  previously  demonstrated 


hypersensitivity  to  penicillins  or  in  those  with  a history  ot  allergy,  asthma, 
lever,  or  urticaria 

The  following  adverse  reactions  have  been  reported  with  the  use  ol  cyclaci 
diarrhea  (in  approximately  1 out  ot  20  patients  treated),  nausea  and  vomi 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in  60).  Isoli 
instances  of  headache,  dizziness,  abdominal  pain,  vaginitis  and  urticaria  t 
been  reported  (See  WARNINGS) 

Other  less  frequent  adverse  reactions  which  may  occur  and  that  have  I 
reported  during  therapy  with  other  penicillins  are  anemia,  thrombocytope 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosinophilia,  Tt 
reactions  are  usually  reversible  on  discontinuation  ol  therapy 
As  with  other  semisynthelic  penicillins,  SGOT  elevations  have  been  report 
Dosage  and  Administration 

INFECTION'  ADULTS  CHILDREN 


Respiratory  Tract 

Tonsillitis  & 250  mg  q i d in  equally 

Pharyngitis”  spaced  doses 


Bronchitis  and 
Pneumonia 


Dosage  should  not  re 
in  a dose  higher  than  i 
tor  adults. 

body  weight  <20  kg 
lbs)  125  mg  q I d, 
equally  spaced  doses 
body  weight  >20  kg 
lbs)  250  mg  q 1 d 
equally  spaced  doses 


Mild  or  Moderate 
Inlections 
Chronic  Intections 


Otitis  Media 


Skin  i Skin 
Structures 


250  mg  q,i  d in  equally 
spaced  doses 
500  mg  q,i  d in  equally 
spaced  doses 
250  mg  to  500  mg  q.i  d 
in  equally  spaced  doses 
depending  on  severity 
250  mg  to  500  mg  q i d 
in  equally  spaced  doses 
depending  on  severity 
500  mg  q.i  d in  equally 
spaced  doses 

'As  with  antibiotic  therapy  generally,  treatment  should  be  continued  lo 
minimum  ol  48  to  72  hours  after  the  patient  becomes  asymptomatic  or  u 
evidence  ot  bacterial  eradication  has  been  obtained 
"In  infections  caused  by  Group  A beta-hemolytic  streptococci,  a minimun 
10  days  ol  treatment  is  recommended  to  guard  against  the  risk  ot  rheum^ 
fever  or  glomerulonephritis. 


Urinary  Tract 


50  mg/kg/day  q i d 
equally  spaced  doses 
100  mg  kg  day  q id 
equally  spaced  doses 
5()  to  100  mg'kg/da) 
equally  spaced  doses 
pending  on  severity 
50  lo  100  mg/kg;dai 
equally  spaced  doses 
pending  on  severity 
100  mg.'kg/day  in  equ 
spaced  doses 


In  the  treatment  ol  chronic  urinary  tract  inlection,  frequent  bacteriologic  r 
clinical  appraisal  is  necessary  during  therapy  and  may  be  required  for  sew 
months  alierwaids. 


Persistent  infection  may  require  treatment  tor  several  weeks 
Cyclacillin  is  not  indicated  in  children  under  2 months  ot  age 
Patients  with  Renal  Failure 

Based  on  a dosage  of  500  mg  q i.d , the  following  adiusiment  in  dosi 
interval  is  recommended 

Patients  with  a creatinine  clearance  of  >50  ml/min  need  no  d 
age  interval  ad|ustment 

Patients  with  a creatinine  clearance  of  30-50  ml/min  should  receive 
doses  every  12  hours. 

Patients  with  a creatinine  clearance  ol  between  15-30  ml/min  sho 
receive  toll  doses  every  18  hours. 

Patients  with  a creatinine  clearance  ot  between  10-15  ml/min  shoi 
receive  full  doses  every  24  hours. 

In  patients  with  a creatinine  clearance  ol  .10  ml  min  ' 
serum  creatinine  values  ol  : 10  mg  %,  serum  cyclacillin  levels  are  recoil 
mended  to  determine  both  subsequent  dosage  and  frequency.  1 
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more 

than  just  spectrum 


"''CJrCUPEN 

(cyclacillin)  Suspension 


Efficacy 
proven  in  the 
treatment  of 
bronchitis, 
pneumonia, 
upper  respiratory 
tract  infections 
and  otitis  media* 
with  fewer 
side  effects. 


*Due  to  susceptible  organisms 

(See  important  information  on  last  page.) 
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New  CKCLIPEN 


Tablets/ 

Suspension 


(cydacillin) 

effkac|r  with  fewer  side 
ampkillin  confirmed  ii 

studies  of  2,581| 


Rapid,  virtually  complete 
absorption  from  Gl  tract 

Rapid  onset  of  action - 
mean  peak  serum  levels 
within  30  minutes 


Exceptionally  high  peak 
blood  levels— 3 times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 


Rapidly  excreted 
unchanged  in  the  urine— 
VA  times  faster  than 
ampicillin 


High  cure  rate  with  CYCLAPEN® 

Causative 

Organism 

Bronchi  tis/Pneumonia^ 

No.  of 
Patients 

S.  pneumoniae 

100 

95 

/d 

Chronic  Bronchitis^  (acute  exacerbation) 

H.  influenzae 

92 

12 

Though  clinical  improvement  hos  been  shown,  bacterio- 

logic  cures  cannot  be  expected  in  all  patients  with 
chronic  respiratory  disease  due  to  H influenzae 

Streptococcal  Sore  Throat^ 

Group  A beta- 

hemolytic 

Streptococcus 

100 

44 

86 

1 

1 

% Clinical  Response 

% Bacterial  Eradication 

more  than  just  spectrum 
in  bronchitis,  pneumonic 
and  upper  respiratory 
tract  infectionsf 

* Includes  all  patients  treated.  2,415  evaluated  for  safety; 

1,819  evaluated  for  efficacy. 

^Due  to  susceptible  organisms. 

Copyright  © 1979,  Wyeth  Laboratories.  All  rights  reserved. 


effects  than 

double*blind 

jxrtients* 


|jwer  side  effects  with  CYCLAPEN®  in 
iDuble-blind  studies  to  date^  ^ 


Total  number  of  drug-related  side  effects  in  all  patients 

CYCLAPEN® 

128  of  1,286  (10%)  of  patients 

1 ampicillin 

202  of  1 , 1 29  (18% ) of  patients 

Difference  statistically  significant  (P  <0.001) 

1 

(yclapen® 

(cyclacillin) 

ffective  for  bronchitis,  pneumonia, 
jnd  upper  respiratory  tract  infections! 


more  than 
just  spectrum 
in  otitis  media 


Clinical  efficacy  of  CYCLAPEN®  in  otitis  media^ 


Causative 

Organism 

No.  of 
Patients 

S.  pneumoniae 

96 

82 

95, 

H.  influenzae 

88 

96 

^ 

\ 

% Clinical  Response 
% Bacterial  Eradication 

Excellent  clinical  results  in  bronchitis, 
pneumonia  and  upper  respiratory  tract 
infections 

Significantly  lower  incidence  of  diarrhea 
\ and  skin  rash 


Gold  JA,  Hegarty  CP,  Deitch  MW,  Walker  BR: 
Double-blind  clinical  trials  of  oral  cyclacillin 
and  ampicillin,  Antimicrob  Ag  Chemother 
15:55-58,  (Jan.)  1979. 

- . Data  on  file,  Wyeth  Laboratories. 


Vyeth  Laboratories 

■*  ■*  Philadelphia,  Pa  19101 


dA 


mere  than 
just  spectrum 

CVCI^PEN 

(cyclacillin) 


Tablets/ 

Suspension 


see  important  information  on  next  page) 


New  from  Wyeth  Laboratories 

CYCUPBi' 

(cyclacillin) 


Tablets/ 

Suspension 


more  than  just  spectrum  in  bronchitis, 
pneumonia,  upper  respiratory  tract 
infections  and  otitis  media* 


■ Rapid,  virtually  complete 
absorption  from  Gl  tract 

■ Rapid  onset  of 
action— mean  peak  serum 
levels  within  30  minutes 

■ Exceptionally  high  peak 
blood  levels— 3 times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 

■ Rapidly  excreted 
unchanged  in  the  urine- 
IV2  times  faster  than 
ampicillin 

■ Significantly  fewer 
episodes  of  diarrhea  and 
skin  rash  than  reported 
with  ampicillin  in  studies 
to  date 

■ Excellent  clinical  response 
and  outstanding  bacterial 
eradication  documented 
in  double-blind  studies 
involving  2,581  patients 

■ New  CYCLAPEN® 
Suspension— 
great-tasting  raspberry 
punch  flavor 

*Due  to  susceptible  organisms. 


How  Supplied 

CYCLAPEN®  (cyclacillin) 
tablets: 

250  mg  scored  tablets 
500  mg  scored  tablets 


CYCLAPEN®  (cyclacillin)  for 
oral  suspension 
125  mg  per  5 ml; 

100  ml  and  200  ml  bottles 
250  mg  per  5 ml: 

100  ml  and  200  ml  bottles 


Indications 

C/clapen®  (ci/cl3cillin)  has  less  m vilro  aclivily  than  other  drugs  in  the 
amficillm  class  ol  antibiotics  and  its  use  should  be  conlined  to  the  indications 
listed  below 

Cyclapen®is  indicated  lor  the  treatment  o(  the  lollovning  inlections 
RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A bela-hemolytic  streptococci 
Bronchitis  and  pneumonia  caused  by  S pneumoniae  (formerly  0 pneu- 
moniae] 

Otitis  Media  caused  by  S.  pneumoniae  (formerly  0.  pneumoniae]  and  H 
mfluencae 

Acufe  e»acerbafion  of  chronic  bronchitis  caused  by  H inlluemae" 
■Though  clinical  improvement  has  been  shown,  bacleriologic  cures  can- 
not be  eipected  in  all  patients  with  chronic  respiratory  disease  due  to  H 
inlluemae 

SKIN  AND  SKIN  STRUCTURES  (integumenlaiy)  infections  caused  by  Group  A 
beta-hemolytic  streptococci  and  staphylococci,  non-penicillinase  producers 
URINARY  TRACT  INFECTIONS  caused  by  [.  coli  and  P mirabilis.  (This  drug 
should  not  be  used  in  any  infections  caused  by  f coli  and  P mirabilis  other 
than  urinary  tract  infections.) 

NOTE  Cultures  and  susceptibility  tests  should  be  performed  initially  and 
during  treatment  to  monitor  the  effectiveness  ot  therapy  and  the  susceptibility 
of  bacteria  Therapy  may  be  instituted  prior  to  the  results  ot  sensitivity  testing 

Contraindications 

The  use  ol  this  drug  is  contraindicated  in  individuals  with  a history  ol  an 
allergic  reaction  to  penicillins 

Warnings 

CYCLACILLIN  SHOULD  ONLY  BE  PRESCRIBED  FOR  THE  INDICATIONS  LISTED  IN 
THIS  INSERT 

CYCLACILLIN  HAS  LESS  IN  VITRO  ACTIVITY  THAN  OTHER  DRUGS  OF  THE  AMPI- 
CILLIN CLASS  ANTIBIOTICS  HOWEVER,  CLINICAL  TRIALS  HAVE  DEMONSTRATED 
THAT  IT  IS  EFFICACIOUS  FOR  THE  RECOMMENDED  INDICATIONS 
SERIOUS  AND  OCCASIONAL  FATAL  HYPERSENSITIVITY  (ANAPHYLACTOID)  REAC- 
TIONS HAVE  BEEN  REPORTED  IN  PATIENTS  RECEIVING  PENICILLIN 
ALTHOUGH  ANAPHYLAXIS  IS  MORE  FREQUENT  FOLLOWING  PARENTERAL  ADMIN- 
ISTRATION, IT  HAS  OCCURRED  IN  PATIENTS  ON  ORAL  PENICILLINS  THESE  REAC- 
TIONS ARE  MORE  APT  TO  OCCUR  IN  INDIVIDUALS  WITH  A HISTORY  OF 
SENSITIVITY  TO  MULTIPLE  ALLERGENS  THERE  ARE  REPORTS  OF  PATIENTS  WITH 
A HISTORY  OF  PENICILLIN  HYPERSENSITIVITY  REACTIONS  WHO  EXPERIENCED 
SEVERE  HYPERSENSITIVITY  REACTIONS  WHEN  TREATED  WITH  A CEPHALOSPOR- 
IN BEFORE  THERAPY  WITH  A PENICILLIN  CAREFUL  INQUIRY  SHOULD  BE  MADE 
ABOUT  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  PENICILLINS  CEPHALO- 
SPORINS, AND  OTHER  ALLERGENS  IF  AN  ALLERGIC  REACTION  OITCURS  THE 
DRUG  SHOULD  BE  DISCONTINUED  AND  APPROPRIATE  THERAPY  SHOULD  BE 
INITIATED  SERIOUS  ANAPHYLACTOID  REACTIONS  REQUIRE  IMMEDIATE  EMER- 
GENCY TREATMENT  WITH  EPINEPHRINE  OXYGEN,  INTRAVENOUS  STEROIDS  AIR- 
WAY MANAGEMENT,  INCLUDING  INTUBATION,  SHOULD  ALSO  BE  ADMINISTERED 
AS  INDICATED 
Precautions 

Prolonged  use  ol  antibiotics  may  promote  the  overgrowth  ol  nonsusceptible 
organisms  It  superintection  occurs  during  therapy,  appropriate  measures 
should  be  taken 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  have  been  performed 
in  mice  and  rats  at  doses  up  to  ten  times  the  human  dose  and  have  revealed  no 
evidence  ot  impaired  lertilily  or  harm  to  the  fetus  due  to  cyclacillin  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  Because 
animal  reproduction  studies  are  not  always  predictive  ot  human  response,  this 
drug  should  be  used  during  pregnancy  only  it  clearly  needed 
NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted  in  human 
milk  Because  many  drugs  are  excreted  in  human  milk,  caution  should  be 
exercised  when  cyclacillin  is  administered  to  a nursing  woman 
Adverse  Reactions 

The  oral  administration  of  cyclacillin  is  generally  well  tolerated 

As  with  other  penicillins,  untoward  reactions  ot  the  sensitivity  phenomena  are 

likely  to  occur,  particularly  in  individuals  who  have  previously  demonstrated 


hypersensitivity  to  penicillins  or  in  those  with  a history  ot  allergy,  asthma,  fi 
fever,  or  urticaria 

The  following  adverse  reactions  have  been  reported  with  the  use  ol  cyclacilli 
diarrhea  (in  approximately  1 out  of  20  patients  treated),  nausea  and  vomitii 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in  60)  Isolali 
instances  ot  heartache,  dizziness,  abdominal  pain,  vaginitis,  and  urticaria  nai 
been  reported  (See  WARNINGS) 

Other  less  frequent  adverse  reactions  which  may  occur  and  that  have  bet 
reported  during  therapy  with  other  penicillins  are,  anemia,  thrombocytopeni 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosinophilia  The; 
reactions  are  usually  reversible  on  discontinuation  ol  therapy. 

As  with  other  semisynthetic  penicillins,  SCOT  elevations  have  been  reporteil 
Dosage  and  Administration 

INFECTION'  ADULTS  CHILDREN 


Respiratory  Tract 

Tonsillitis  & 250  mg  qid  in  equally 

Pharyngitis"  spaced  doses 


Bronchitis  and 
Pneumonia 


Dosage  should  not  lese 
in  a dose  higher  than  Ih. 
lor  adults- 

body  weight  <20  kg  (( 
lbs)  125  mg  q,i  d.  i 
equally  spaced  doses 
body  weight  >20  kg « 
lbs)  250  mg  q I d I 
equally  spaced  doses 


Mild  or  Moderate 
Infections 
Chronic  Infections 


Otitis  Media 


Skin  i Skin 
Structures 


250  mg  q.i  d,  in  equally 
spaced  doses 
500  mg  q I d.  m equally 
spaced  doses 
250  mg  to  500  mg  q i d 
in  equally  spaced  doses 
depending  on  seventy 
250  mg  to  500  mg  q i d 
in  equally  spaced  doses 
depending  on  severity 
500  mg  q I d in  equally 
spaced  doses 

*As  with  antibiotic  therapy  generally,  treatment  should  be  continued  lor . 
minimum  ol  48  to  72  hours  after  the  patient  becomes  asymptomatic  or  unh 
evidence  ot  bacterial  eradication  has  been  obtained 
"In  infections  caused  by  Group  A bela-hemolytic  streptococci,  a minimum  o 
10  days  ol  treatment  is  recommended  to  guard  against  the  risk  ol  rheumalii 
lever  or  glomerulonephritis 


Urinary  Tract 


50  mg/kg/day  q i.d.  ii 
equally  spaced  doses 
100  mg  kg  day  q i d, 
equally  spaced  doses 
50  to  100  mg  kg'day  iii 
equally  spaced  doses  de 
pending  on  seventy 
50  to  100  mg/kg/day  ii 
equally  spaced  doses  di 
pending  on  severity 
100  mg/kg/day  in  equalL 
spaced  doses 


In  the  treatment  of  chronic  urinary  tract  infection,  frequent  bacteriologic  am 
clinical  appraisal  is  necessary  during  therapy  and  may  be  required  for  severa 
months  afterwards. 


Persistent  infection  may  require  treatment  tor  several  weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  ol  age 
Patients  with  Renal  Failure 

Based  on  a dosage  ol  500  mg  qid,  the  following  adjustment  in  dosaji 
interval  is  recommended 

Patients  with  a creatinine  clearance  ot  -50  ml'min  need  no  dos 
age  interval  adjustment. 

Patients  with  a creatinine  clearance  of  30-50  ml/min  should  receive  fill 
doses  every  12  hours. 

Patients  with  a creatinine  clearance  ot  between  15-30  ml/min  shouli 
receive  lull  doses  every  18  hours 

Patients  with  a creatinine  clearance  ol  between  10-15  ml/min  shouH 
receive  full  doses  every  24  hours 

In  patients  with  a creatinine  clearance  of  -10  ml  min  oi 
serum  creatinine  values  ol  _ 10  mg  %,  serum  cyclacillin  levels  are  recorH- 
mended  to  determine  both  subsequent  dosage  and  frequency. 


Wyeth 

\AA 


Laboratories 

Philarjelphia,  Pa.  19101 


1 


RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


E. M.  BROPHY 
Dallas,  1923-1979 

M.C.  DAVIDSON 
Kerrville,  1910-1979 

W.B.  DEAN 
Dallas,  1921-1979 

A.J.  GILL 
Dallas,  1914-1979 

F.  GWOZDZ 

Fort  Worth,  1920-1979 


L. J.  LOGUE 
Houston,  1884-1979 

E.H.  SCHWAB 
Galveston,  1903-1979 

M. S.  THOMPSON 

San  Antonio,  1901-1979 

E.A.  WILKERSON 
Houston,  1904-1979 

BJ.  WYNNE,  JR 
Dallas,  1920-1979 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association . 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME 

ADDRESS 

CITY  AND  STATE 


NAME 

ADDRESS 

CITY  AND  STATE 
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In  the  TMA  Library 

Barnard  KE,  Eyres,  SJ  (eds):  Child  Health  Assessment, 
Part  2:  The  First  Year  of  Life.  US  Department  of  Health, 
Education,  and  Welfare,  DHEW  Publication  No  (HRA) 
79-25,  Health  Resources  Administration,  Division  of  Nurs- 
ing, 1979. 

Brodsky  I,  Kahn  SB,  Conroy  JF  (eds):  Cancer 
Chemotherapy  III:  The  Forty-Sixth  Hahnemann  Sym- 
posium. New  York,  Grune  & Stratton,  1978. 

Chung  EK  (ed):  Exercise  Electrocardiography:  Practical 
Approach.  Baltimore,  The  Williams  & Wilkins  Company, 
1979. 

Comroe  JH  Jr;  Retro  Spectro  Scope:  Insights  into  Medi- 
cal Discovery.  Menlo  Park,  Calif,  Von  Gehr  Press,  1977. 

Davis  LJ,  Brody  EM:  Rape  and  Older  Women.  A Guide  to 
Prevention  and  Protection.  US  Department  of  Health, 
Education,  and  Welfare,  DHEW  Publication  No  (ADM) 
78-734,  Public  Health  Service,  National  Institute  of  Mental 
Health,  1979. 

Ellis  MD:  Common  Poisonous  Plants  of  Texas  & The  Gulf 
Coast.  Galveston,  Southeast  Texas  Poison  Center. 

Hansten  PD:  Drug  Interactions,  ed  4.  Philadelphia,  Lea  & 
Febiger,  1979. 

Harris  CC:  (ed):  Pathogenesis  and  Therapy  of  Lung 
Cancer.  New  York,  Marcel  Dekker,  Inc.,  1978. 

Jakobiec  FA  (ed):  Ocular  and  Adnexal  Tumors.  Birm- 
ingham, Aesculapius  Publishing  Company,  1978. 

Jonas  S:  Medical  Mystery:  The  Training  of  Doctors  in  the 
United  States.  New  York,  W.W.  Norton  & Company,  1978. 

Kelsey  JL,  Pastides  H,  Bisbee  GE  Jr:  Musculo-Skeletal 
Disorders:  Their  Frequency  of  Occurrence  and  Their  Im- 
pact on  the  Population  of  the  United  States.  New  York, 
Prodist,  1978. 

Kiev  A:  Curanderismo:  Mexican-American  Folk  Psychi- 
atry. New  York,  The  Free  Press,  1968. 


Kwitko  ML  (ed):  Surgery  of  the  Infant  Eye.  New  York,  Ap- 
pleton, Crofts,  1979. 

Leon  DF,  Shaver  JA  (eds):  Physiologic  Principles  of  Heart 
Sounds  and  Murmurs.  New  York,  The  American  Heart 
Association,  1975. 

Novak  ER,  Woodruff  JD;  Gynecologic  and  Obstetric 
Pathology:  With  Clinical  and  Endocrine  Relations,  ed  8. 
Philadelphia,  W.B.  Saunders  Company,  1979. 

Robbins  SL,  Cotran  RS:  Pathologic  Basis  of  Disease,  ed 
2.  Philadelphia,  W.B.  Saunders  Company,  1979. 

Weil  WB  Jr,  Bailie  MD:  Fluid  and  Electrolyte  Metabolism 
in  Infants  and  Children:  A Unified  Approach.  New  York, 
Grune  & Stratton,  1977. 


In  the  Audiovisuals  Collection 

Ammann  AJ:  Clinical  Immunology,  Part  1:  Basic  Im- 
munology: B-Cell  Immunity.  New  York,  Medcom,  69 
slides;  1 audio  cassette,  41  minutes,  study  guide,  1978. 

Ammann  AJ:  Clinical  Immunology,  Part  2:  Basic  Im- 
munology: T-Cell  Immunity,  Phagocytosis  and  Comple- 
ment. New  York,  Medcom,  52  slides;  1 audio  cassette,  36 
minutes,  study  guide,  1978. 

Bowie  W,  Owen  CA:  The  Bleeding  Diseases,  Part  I:  His- 
tory, Physical  Examination  and  Platelet  Diseases.  New 
York,  Medcom,  49  slides,  1 audio  cassette,  40  minutes, 
study  guide,  1978. 

Bowie  W,  Owen  CA:  The  Bleeding  Diseases,  Part  II, 
Blood  Coagulation.  New  York,  Medcom,  51  slides,  1 audio 
cassette,  45  minutes,  study  guide,  1978. 

Chung  EK:  Clinical  Electrocardiography,  Part  9:  Exercise 
Electrocardiography.  New  York,  Medcom,  52  slides,  2 
audio  cassettes,  57  minutes,  study  guide,  1978. 

Chung  EK:  Clinical  Electrocardiography,  Part  10:  Hotter 
Monitor  Electrocardiography.  New  York,  Medcom,  46 
slides,  2 audio  cassettes,  48  minutes,  study  guide,  1978. 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 
Charles  W.  Cramer,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

H.  Leland  Kaplan,  MD 
Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 

GASTROENTEROLOGY 

Dolph  L.  Curb,  MD 
W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD  ^ 

Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD  — 

GERIATRICS 

Frederick  G.  Dorsey,  MD  — 


HEMATOLOGY^ 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Joel  Kovarsky,  MD 
Jose  R.  Rovira,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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MEETINGS  AND  CONTINUING 
EDUCATION  COURSES 


CURRENT  MEETINGS 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS.  Houston  will  host  the 
45th  annual  scientific  assembly  of  the  American  College  of  Chest  Physi- 
cians Nov  4-8, 1979.  The  five-day  educational  program  will  feature  topics 
related  to  the  diagnosis  and  treatment  of  cardiovascular  and  pulmonary 
diseases.  Subjects  include  cardiac  pacing,  occupational  lung  disease, 
hypertension,  and  smoking  clinics.  The  program  will  offer  postgraduate 
courses,  interactive  sessions,  clinical  colloquia,  and  major  forum  pro- 
grams. Participants  may  earn  up  to  30  hours  of  Category  1 credit  for  the 
Physician’s  Recognition  Award  of  the  American  Medical  Association.  Con- 
tact; Dale  Braddy,  911  Busse  Highway,  Park  Ridge,  IL  60068. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION.  “Child  and  Family  Health 
in  America”  is  the  theme  of  the  annual  meeting  of  the  American  Public 
Health  Association,  New  York  City  Nov  4-8, 1979.  The  program  will  offer 
sessions  on  basic  health  care  for  children  and  families,  family  focus  on 
health,  and  neglect,  abuse,  and  exploitation  of  children.  Contact:  John 
Romani,  PhD,  1015  Fifteenth  St,  NW,  Washington,  DC  20005. 


CALENDAR  OF  MEETINGS 
■ Denotes  Texas  Meetings 


NOVEMBER 

AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  & REHABILITATION 
Honolulu,  Nov  11-16,  1979 
Creston  C Herold,  30  N Michigan,  Suite  922, 
Chicago,  IL  60602 

AMERICAN  ASSOCIATION  FOR  CANCER 
EDUCATION 

Newark,  NJ,  Nov  29-Dec  1, 1979 
John  Horton,  MB,  ChB,  Albany  Medical 
College,  Albany,  NY 

AMERICAN  ASSOCIATION  FOR  THE  STUDY 
OF  LIVER  DISEASES 
Chicago,  Nov  5-8, 1979 
Marcus  Rothschild.  MD,  VA  Medical  Center, 
New  York,  NY  10010 

AMERICAN  CANCER  SOCIETY 

New  York,  Nov  8-10,  1979 

Lane  W Adams.  777  Third  Ave,  New  York,  NY 

10017 

AMERICAN  COLLEGE  OF  CHEMOSURGERY 
Chicago,  Nov  29-30, 1979 
Gerald  Bernstein,  MD,  5420  Barnes  Ave  NW, 
Seattle,  WA  98107 

■ AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS 

Houston,  Nov  4-8,  1979 

Dale  Brady,  91 1 Busse  Highway,  Park  Ridge, 

I L 60068 

AMERICAN  CONGRESS  OF 
REHABILITATION  MEDICINE 
Honolulu,  Nov  11-16,  1979 
Creston  C Herold,  30  N Michigan  Ave, 
Chicago,  IL  60602 

■ AMERICAN  MEDICAL  ASSOCIATION,  Risk 
Control  in  Patient  Care 

San  Antonio.  Nov  9-10, 1979 

AMA,  535  North  Dearborn,  Chicago,  IL  60610 

AMERICAN  MEDICAL  WOMEN'S 
ASSOCIATION,  INC, 

Albuquerque,  Nov  7-11,  1979 

Lorraine  Loesel,  1740  Broadway,  New  York, 

NY  10019 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION 
New  York,  Nov  4-8,  1979 
John  H.  Romani,  PhD,  1015  15th  St,  NW, 
Washington.  DC  20005 

NATIONAL  FIRE  PROTECTION 

ASSOCIATION 

Phoenix,  Nov  12-14, 1979 

Charles  S Morgan,  470  Atlantic  Ave,  Boston, 

MA  02210 

SOCIETY  FOR  COMPUTER  MEDICINE 
Atlanta,  Nov  8-10, 1979 
M J Miller,  JD,  1901  N Ft  Myer  Drive  #602, 
Arlington,  VA  22209 

SOUTHERN  MEDICAL  ASSOCIATION 
Las  Vegas,  Nov  4-7, 1979 
Robert  F Butts.  2601  Highland  Ave. 
Birmingham,  AL  35205 


TEXAS  MEDICINE 


■ SOUTHWESTERN  GYNECOLOGIC 
ASSEMBLY 

Dallas.  Nov  29-Dec  1, 1979 

Diane  Averna,  3630  Noble  Ave,  Dallas,  TX 

75204 

■ TEXAS  DISTRICT  BRANCH  AMERICAN 
PSYCHIATRIC  ASSOCIATION 

Austin,  Nov  8-11,  1979 

Iris  Wenzel.  1905  N Lamar  Blvd,  Austin,  TX 

78705 

■ TEXAS  MEDICAL  ASSOCIATION 
Austin,  Nov  10-11, 1979 

C Lincoln  Williston,  1801  N Lamar  Blvd, 
Austin  TX  78701 

WESTERN  SURGICAL  ASSOCIATION 
Colorado  Springs.  Colo,  Nov  11-14,  1979 
Paul  Hodgson,  IMD,  University  of  Nebraska 
Medical  Center,  42nd  & Dewey  Streets, 
Omaha,  NE  68105 


DECEMBER 

AMERICAN  ASSOCIATION  FOR 

RESPIRATORY  THERAPY 

Washington,  DC,  Dec  1-4,  1979 

Sandra  Parkison,  7411  Hines  Place,  Dallas,  TX 

75235 

■ AMERICAN  COLLEGE  OF  PHYSICIANS, 
TEXAS  REGIONAL  MEETING 

San  Antonio,  Dec  6-7,  1979 
L Rodney  Rogers.  MD,  Hermann  Professional 
Bldg.  Bldg  1232,  Houston,  TX  77025 

AMERICAN  MEDICAL  ASSOCIATION 

Honolulu,  Dec  2-5,  1979 

535  N Dearborn  St.  Chicago.  IL  60610 

■ TEXAS  ACADEMY  OF  THE  AMERICAN 
COLLEGE  OF  PHYSICIANS 

San  Antonio,  Dec  6-7,  1979 

Charles  1.  Blitz.  MD,  Box  841,  Corsicana,  TX 

75110 

■ TEXAS  SOCIETY  OF  INTERNAL  MEDICINE 
San  Antonio,  Dec  7,  1979 

Iris  Wenzel,  1905  N Lamar,  Austin,  TX  78705 


JANUARY 

AMERICAN  ASSOCIATION  FOR  THE 
ADVANCEMENT  OF  SCIENCE 
San  Francisco,  Jan  3-8,  1980 
William  Carez,  1515  Massachusetts,  NW, 
Washington,  DC  20005 

AMERICAN  COLLEGE  OF  ALLERGISTS 
Bal  Harbour,  Fla.  Jan  19-23,  1980 
Frances  White,  2141  14th  St,  Boulder, 

CO  80302 

■ AMERICAN  COLLEGE  OF  SURGEONS. 
SOUTH  TEXAS  CHAPTER 

Temple,  Tex.  Jan  31-Feb  2,  1980 
James  Duke,  MD,  6431  Fannin,  Houston, 

TX  77030 

■ AMERICAN  MEDICAL  ASSOCIATION 
San  Antonio.  Jan  12-15,  1980 

535  N Dearborn,  Chicago,  IL  60610 

PAN-PACIFIC  SURGICAL  ASSOCIATION 

Honolulu,  Jan  12-18,  1980 

Alan  Sharp,  MD,  135  Macquarie  St,  Sydney, 

Australia 

SOUTHERN  CLINICAL  NEUROLOGICAL 
SOCIETY 

Curacao,  Netherlands,  Jan  28-Feb  2,  1980 
BJ  Wilder,  MD.  1011  Jeffords  St,  Clearwater, 
FL  33516 

SOUTHERN  PERINATAL  ASSOCIATION 
New  Orleans,  Jan  23-24, 1980 
Berel  Held,  MD.  6431  Fannin,  Houston 
TX  77030 

SOUTHERN  SOCIETY  FOR  PEDIATRIC 
RESEARCH 

New  Orleans,  Jan  23-27, 1980 
Rebecca  Kirkland,  MD,  Baylor  College  of 
Medicine,  Houston,  TX  77030 


■ TEXAS  MEDICAL  ASSOCIATION 
Austin,  Jan  18-20, 1980 

C Lincoln  Williston,  1801  N Lamar  Blvd, 
Austin,  TX  78701 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS 
Galveston.  Jan  25-27,  1980 

Iris  Wenzel,  1905  N Lamar  Blvd,  Austin, 

TX  78705 

Cards  requesting  information  on  medical 
meetings  are  sent  monthly  to  medical  orga- 
nizations which  are  on  file.  If  your  medical 
organization  is  not  listed,  please  send  meet- 
ing information  to  "Meetings,"  Patricia  Jeter, 
1905  N Lamar  Blvd,  Austin,  TX  78705, 


COURSES 

NOVEMBER 


Cardiovascular  Disease 


Title:  Contemporary  Clinical  Cardiology 

Location  of  course:  American  Heart 
Association  National  Center,  7320  Greenville 
Ave,  Dallas 

Date-  Nov  8-10,  1979 

Fee:  $200 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award;  20  hours 

Contact:  George  J Race,  MD,  Assoc  Dean  for 
Continuing  Education, 

UT  Health  Science  Center  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 


General  Medicine 


Title:  BAY-CAP  IV — Physiology  and 
Pharmacology  of  the  Perioperative  Period 

Location  of  course.  Marriott  Hotel  at  the 
Astrodome,  Houston 

Date:  Nov  8-9,  1979 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


Title.  Musculoskeletal  Trauma  for  the  Primary 
Care  Physician 

Location  of  course:  McAllen  Civic  Center, 
McAllen 

Date:  Nov  8-10,  1979 

Fee:  $150  course  alone:  $175  includes 
optional  basic  life  support  course 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award:  AAFP  Prescribed:  AOA 
Category  2D:  13  hours:  Basic  Life  Support 
Course,  17  hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


Title:  Status  of  Curability  of  Childhood 
Cancers 

Location  of  course:  Shamrock  Hilton  Hotel, 
Houston 

Date:  Nov  8-10.  1979 

Contact:  Stephen  C.  Stuyck,  Information 
Coordinator,  MD  Anderson  Hospital  and 
Tumor  Institute,  Houston,  TX  77030 


Title:  Maxillofacial  Trauma  Workshop— A 
Multidiscipline  Approach  to  Diagnosis  and 
Management  of  T rauma  to  the  Head  and  Neck 
Region 

Location  of  course:  UT  Health  Science  Center 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio 

Date:  Nov  9-11,  1979 

Fee:  $250,  nonmember  AAFPRS:  $200, 
member  AAFPRS:  $125,  resident-in-training 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award;  20  hours:  AGD 
participation  credit  for  dentists:  20  hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


Title:  Introductory  and  Intermediate 
Hypnotherapy 

Location  of  course:  Marriott  Hotel  at  the 
Astrodome,  Houston 

Date:  Nov  16-17,  1979 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


Title:  Basic  Life  Support  for  Physicians 

Location  of  course:  Room  N201.  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio 

Date:  Nov  20,  1979 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award:  AAFP  Prescribed:  4 
hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 


Internal  Medicine 


Title:  Venous  Thromboembolism 

Location  of  course:  D1.600,  Zale  Lecture  Hall, 
UT  Health  Science  Center  at  Dallas 

Date:  Nov  29-30,  1979 

Fee:  $75,  practicing  physicians:  $35,  residents 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award:  8 hours 

Contact:  Geroge  J Race,  MD,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 


Title:  Update  in  Sexually  Transmitted  Diseases 

Location  of  course:  D1.600,  Zale  Lecture  Hall, 
UT  Health  Science  Center  at  Dallas 

Date:  Nov  9-10,  1979 

Fee:  $25 

Credit:  Category  1.  AMA  Physician's 
Recognition  Award;  14  hours 

Contact;  George  J Race,  MD,  Assoc  Dean  for 
Continuing  Education, 

UT  Health  Science  Center  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 
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Obstetrics  & Gynecology 


Title:  The  Female  Breast:  What  the 
Gynecologist  Should  Know 

Location  of  course:  Sheraton-Dallas  Hotel, 
Southland  Center,  Dallas 

Date:  Nov  29-Dec  1,  1979 

Fee:  $150:  $50  for  first  60  residents 

Credit:  ACOG,  25  Cognates;  Category  1 , AMA 
Physician's  Recognition  Award:  15  hours 

Contact:  Harwin  B.  Jamison,  MD,  3630  Noble 
Ave,  Dallas,  TX  75204 


Ophthalmology 


Title:  Contact  Lens  Technology  Course 

Location  of  course:  Baylor  College  of 
Medicine,  Houston 

Date:  Nov  30-Dec  2,  1979 

Fee:  $200 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award;  20  hours 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


Pathology 


Title:  Clinical  Laboratory  Improvement 
Seminar 

Location  of  course:  Galleria  Plaza,  Houston 
Date:  Nov  30,  1979 
Fee:  $150 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award:  5 hours 

Contact:  Frances  Ryan,  Department  of 
Inspection  and  Accreditation,  College  of 
American  Pathologists,  7400  N Skokie  Blvd, 
Skokie,  IL  60077 


Pediatrics 

Title:  Dermatology  for  the  Pediatrician 

Location  of  course:  Loews  Anatole  Hotel, 
Dallas 

Date:  Nov  9-11,  1979 

Fee:  $200,  AAP  or  AAD  members:  $160,  AAP 
candidate  members:  $250,  non-member 
physicians. 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award:  20  hours: 

Reguired  credits  for  American  Board  of 
Peoiatrics'  recertification  program;  20  credits 

Contact.  Mary  G Tenne,  Program  Assistant, 
American  Academy  of  Pediatrics,  Box  1034, 
Evanston,  IL  60204 


Title:  The  Human  Mystery:  The  Self-conscious 
Mind  and  Its  Brain 

Location  of  course:  Gooch  Memorial 
Auditorium,  LIT  Health  Science  Center  at 
Dallas 

Date:  Nov  27,  1979 

Fee:  $40;  $20,  students 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award;  6 hours 


Contact:  George  J Race,  Assoc  Dean  for 
Continuing  Education,  UT  Health  Science 
Center  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 


Psychiatry 


Title:  Phenomenology  and  Treatment  of 
Psychophysiological  Disorders 

Location  of  course:  Marriott  Hotel  at  the 
Astrodome,  Houston 

Date:  Nov  29-30,  1979 

Contact:  Office  of  Continuing  Education. 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston.  TX  77030 


Surgery 


Title:  2nd  Annual  Seminar  in  Surgery — The 
Nutritional  Support  of  the  Surgical  Patient 

Location  of  course:  3001  Medical  School  Main 
Bldg.  UT  Medical  School,  Houston 

Date:  Nov  29-Dec  1,  1979 

Fee:  $225,  practicing  physicians;  $100, 
residents 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award:  17  hours 

Contact:  Joanne  Marshall,  Office  of 
Continuing  Education.  UT  Medical  School. 
Box  20708,  Houston,  TX  77025 


DECEMBER 


Cardiovascular  Disease 


Title:  Selected  Topic  in  Cardiology 

Location  of  course:  St  Joseph  Hospital  and 
Methodist  Hospital.  Houston 

Date:  Dec  5-6,  1979 

Credit:  Category  1,  AMA  Physician’s 
Recognition  Award 

Contact:  Office  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box 
20367,  Houston,  TX  77025 


Title:  Cardiac  Rehabilitation 

Location  of  course:  Hyatt  Regency  Hotel, 
Dallas 

Date:  Dec  7-9,  1979 

Fee:  $215,  physicians:  $115,  nurses  and 
technicians 

Credit:  AAFP  Elective;  Category  1,  AMA 
Physician's  Recognition  Award:  13  hours 

Contact:  International  Medical  Education 
Corp,  64  Inverness  Dr  East,  Englewood 
CO  80112 


General  Medicine 


Title:  Critical  Care  Medicine — Selected 
Topics  tor  the  Practicing  Physician 

Location  of  course:  UT  Health  Science  Center 
at  San  Antonio 

Date:  Dec  14-15,  1979 

Pee:  $80;  $40,  residents 


Credit:  AAEP,  Prescribed;  Category  1,  AMA 
Physician's  Recognition  Award;  AOA; 

11  hours 

Contact:  Marilyn  Rennels,  Office  of  Continu- 
ing Education  Services,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio.  TX  78284 


Title:  Basic  Life  Support  for  Physicians 

Location  of  course:  Auditorium,  UT  Health 
Science  Center  at  San  Antonio.  7703  Floyd 
Curl  Dr,  San  Antonio 

Date:  Dec  18,  1979 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award:  4 hours 

Contact:  Office  ot  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Eloyd  Curl  Dr,  San  Antonio,  TX 
78284 


Pathology 


Title:  Tumors  of  Soft  Tissues 

Location  of  course:  Auditorium,  UT  Health 
Science  Center  at  San  Antonio,  7703  Floyd 
Curl  Dr.  San  Antonio 

Date:  Dec  8.  1979 

Fee:  $40 

Credit:  Category  1,  AMA  Physician's 
Recognition  Award:  6 hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Eloyd  Curl  Dr,  San  Antonio.  TX 
78284 


Pediatrics 


Title:  Fourth  Annual  Course  in  Pediatrics  for 
the  Practitioner 

Location  of  course:  Four  Seasons  Plaza 
Nacional,  555  South  Alamo,  San  Antonio 

Date:  Dec  6-8,  1979 

Fee:  $175;  $40,  visiting  house  officers 

Credit:  Category  1,  AMA  Physician's  Recog- 
nition Award:  18  hours 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at  San 
Antonio,  7703  Eloyd  Curl  Dr,  San  Antonio,  TX 
78284 


Psychiatry 


Title:  Phenomenology  and  Treatment  of 
Sexual  Disorders 

Location  of  course:  Baylor  College  of 
Medicine.  Houston 

Date:  Dec  13-14,  1979 

Credit:  AAFP  Prescribed:  Category  1,  AMA 
Physician's  Recognition  Award;  16  hours 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030 


The  "Meetings  and  Continuing  Education 
Courses"  section  is  prepared  by  Ms  Patricia 
Jeter,  administrative  assistant  for  continuing 
medical  education,  Texas  Medicine  De- 
partment. 


TEXAS  MEDICINE 


ALCOHOLISM 


The  Predictable 
Progression 

The  pattern  for  alcohol  addiction  is  substantially  the  same  for 
almost  every  excessive  drinker.  The  sequence  of  symptoms  to 
follow  is  seen  in  about  80%  of  those  who  become  victim  to  this 
powerful  addiction  and  is  the  basis  for  the  diagnosis  of  excessive 
drinking: 


1.  The  excessive  drinker  begins  drinking 
“socially”  like  millions  of  others.  He  soon 
begins  drinking  more  than  those  around 
him  in  the  same  length  of  time. 

2.  He  drinks  faster  than  those  around  him. 
As  a natural  consequence,  he  becomes 
“drunk”  more  often  than  others. 

3.  Now  he  “has  a few”  before  the  party,  or 
orders  doubles.  He  has  developed  the 
addicts’  classic  tolerance  for  the  drug. 
Drinking  more  and  more,  he  experiences 
temporary  amnesia. 

4.  He  begins  to  find  himself  drunk  nearly 
every  time  he  drinks.  The  social 
consequences  of  drinking  are  now  causing 
noticeable  problems  in  his  work  and 
relationships. 

5.  He  then  loses  the  ability  to  control  his 
drinking.  He  drinks  until  he  can  drink  no 
more,  and  sometimes  goes  on  weekend 
binges. 

6.  Eventually  early  morning  drinking 
becomes  necessary.  He  now  begins  to 
hide  his  dependence  — and  his  bottles. 

7.  At  this  time  most  victims  are  beginning 
to  enter  the  stage  of  severe  physical 


deterioration.  During  periods  of  alcohol 
withdrawal,  tremors  and  "butterflies” 
begin  to  appear. 

8.  In  many  cases  delirium  tremors  begin. 
Hallucinations  are  very  subjective  and  the 
excessive  drinker  now  has  difficulty 
obtaining  rest.  He  is  assailed  by  waves  of 
unwarranted  fear  and  emotional  trauma. 

9.  With  this  deterioration  comes  brain 
damage  sufficient  enough  that  less  and 
less  alcohol  is  needed  to  induce 
intoxication.  At  this  stage,  his  tolerance 
plummets  greatly. 

10.  Liver  damage  is  now  severe,  due  to  the 
toxic  effects  of  the  alcohol,  inadequate 
diet  and,  some  research  indicates,  the 
inability  of  the  alcohol-ridden  body  to 
absorb  vitamins.  The  cardiovascular 
system  deteriorates. 

11.  Excessive  drinking  can  now  be  fatal  with 
an  increased  risk  of  accident,  stroke  or 
heart  attack-.  Chance  of  death  from  other 
mortal  diseases  becomes  much  higher 
than  normcil. 

12.  Without  immediate  professional 
treatment  the  prognosis  is  guarded. 


Schick’s 

Shade! 

Hospital 


Treatment  and  Research 
in  Alcohol  Addiction 
and  Excessive  Drinking 


4101  Frawley  Drive  Fort  Worth,  Texas  76118  (817)  284-9217 


♦ ♦ 


Memorial  Library 

Texas  Medical  Association 
1801  N.  Lamar  Blvd. 
Austin,  Tx.  78701 
(512)477-6704 


The  Memorial  Library  is  maintained  and  operated  by  the  Texas  Medical  Association  as  a service 

to  its  members.  But  what  does  it  really  have  to  offer  YOU? 

The  audiovisuals  catalog — a description  of  our  films,  audiocassettes,  slides,  and  videotapes.  You 
can  order  any  of  the  items  free  of  charge. 

Audiocassettes  (such  as  Audio  Digest) — available  in  15  specialty  areas  or  series.  You  may  sub- 
scribe to  two  tape  series  free  of  charge,  and  to  each  additional  series  for  $15.00.  The  tapes 
will  be  sent  to  you  biweekly. 

A list  of  the  Library's  iournals — to  aid  in  ordering  material  from  us. 

Reference  services — computer-generated  bibliographies  of  current  literature  and  manual 
searches  of  older  literature;  packets  of  journal  and  book  literature  on  a specific  topic;  or 
book  and  journal  articles  from  bibliographies  that  you  send  us.  You  can  reach  us  easily 
with  a request  for  material,  by  phone  or  by  mail  (using  a letter  or  a Physicians  Request 
Form  specifically  designed  for  that  purpose).  All  of  these  services  are  free  to  TMA  mem- 
bers. 

SDILINE  — monthly  computer  printouts  to  keep  you  up  to  date  in  your  particular  area(s)  of 
interest.  The  charge  per  subject  is  $10.00  for  six  months  and  $18.00  for  a year. 

The  new  books  current  awareness  service — a bibliography  compiled  quarterly  for  you  in  up  to 
three  subject  fields.  These  books  are  all  available  from  the  TMA  Library,  and  the  service  is 
free. 

These  and  other  services  are  available  from  your  Library.  For  more  information,  complete  and 

return  the  attached  card. 


(Please  Detach  and  Mail) 

I would  like  to  receive  the  following: 

audiovisuals  catalog  Physician’s  Request  Forms 

audiocassette  series  order  form  SDILINE  brochure 

journal  list  new  books  current  awareness  order  form 

Name 

Address  

City  State Zip 

PLEASE  PRINT  OR  TYPE 


Complete  and  mail  to:  TMA  Memorial  Library,  1801  N.  Lamar,  Austin,  TX  78701. 


TEXAS  MEDICINE 


The  Upjohn  Company 
announces 

anew 
indication  for 

Motrin* 

(ibuprofen) 


© 1979  The  Upjohn  Company 


Motrin  now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores’'' 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 
propoxyphene 

.66 

(100) 

.99 

(99) 

1.13 

(96) 

.99 

(96) 

.80 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0 = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Dan/on  at  all  time  intervals. 


Motrin  400 

ibuDrofenUDOhn 


TABLETS 


mg 


• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin^  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin  - Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  \«ith  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 
Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers 
Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain.*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

*lncidence  3%  to  9%. 

Incidence  less  than  I in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease:  Suggested  dosage  is  3CX),  4(K)  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


MED  B^-S 


TABLETS 

ALDORIL*-25 

containing  250  mg  ALDOMET®  (Methyidopa.  MSD) 
and  25  mg  HydroOlURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL®-15 

containing  250  mg  ALDOMET®  (Methyidopa.  MSD) 
and  15  mg  HydroOlURIL®  (Hydrochlorolhiazide,  MSD) 

TABLETS 

ALDORIL®  D30 

containing  500  mg  ALDOMET®  (Methyidopa,  MSD) 
and  30  mg  HydroOlURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL®  D50 

containing  500  mg  ALDOMET®  (Methyidopa,  MSD) 
and  50  mg  HydroOlURIL®  (Hydrochlorothiazide,  MSD) 


Merck  Sharp  & Dohme.  Division  of 
Merck  & Co,,  Inc.,  West  Point,  PA  19486 

Copyright  © 1979  by  Merck  & Co . Inc 


MSD 
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Allergy 


HOUSTON  ALLERGY  CUNIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Elter,  MD,  FACA,  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA,  FAAA,  FAACIA* 
Warren  J,  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D,  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  oi  Pediatrics) 

*DipIomate  American  Board  oi  Allergy  & Immunology 


Suite  444,  Hermann  Professional  Building 

641()  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


McGovern  allergy  cunic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
China  Vudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh,  MD 
Calvin  J.  McLerran,  PhD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 


Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

Certiiied  American  Board  oi  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


FREDERICK  W.  GROVER,  MD  <S  ASSOCIATES 

Diplomate  oi  the  American  Board  oi  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

G1I4  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


ALLERGY  AND  IMMUNOLOGY  ASSOCIATES 
OF  TEXAS 

Thomas  R.  Woehler,  MD,  FAAA 

Diplomate  American  Board  Allergy  and  Immunology 
Zev  M.  Munk,  MD,  FRCP  (C) 

Royal  College  oi  Physicians-Allergy  and  Immunology 

Diplomates  American  Board  of  Internal  Medicine 

3400  South  Gessner,  #105,  Houston,  Texas  77063;  713  785-6920 


Clinics 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  Allergy-Dermatology 
W.  A.  Crozier,  MD,  FACA,  Allergy-Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  MD,  PA  or  C.  David  Meadows,  MD,  PA 
Diplomates  oi  the  American  Board  oi  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012;  817  277-1161 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE 
Kendra  J.  Belli,  MD 
John  M.  Church,  MD 
Thomas  J.  Coleman,  MD 
Robert  R.  Dickey,  MD 
Ferd  E.  Garrison,  Jr,  MD 
Cortell  K.  Holsapple,  MD 
John  E.  Johnson,  Jr,  MD 
O.  M,  (Jack)  Phillips.  MD 


GENERAL  SURGERY 
John  H.  Sewell,  MD 
Robert  L.  Sewell.  MD 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp.  MD 

CONSULTANTS  IN  RADIOLOGY 
Victor  E,  McCall,  MD 
Dixon  Presnall.  MD 
Harry  H.  Whipp,  MD 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA.  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


Baffled  by  medical-religious  beliefs? 

Find  answers  free  in  TMA's  handy  book 
"Faith  of  Our  Patients." 

Write:  Religion,  TMA,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 
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FIFTH  AVENUE  CUNIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 


Colon  6t  Rectal  Surgery 


MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Ir,  MD 

GENERAL  PRACTICE 
Donald  S,  Gibbs,  MD 

RADIOLOGY 
Otto  H.  Grunow,  MD 


MALONE  AND  HOGAN  CUNIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 

Telephone  267-6361 

OPHTHALMOLOGY  AND 

PSYCHOLOGY 

OTOLARYNGOLOGY 

P.  W.  Malone,  MD,  FACS 

Ron  Cohorn,  PhD 

J.  W.  Tipton.  MD 

DERMATOLOGY 

Merrill  M.  Cooper,  MD 

GENERAL  AND 

VASCULAR  SURGERY 

RADIOLOGY  & NUCLEAR 

J.  E.  Mathews,  MU,  FACS 

MEDICINE 

N,  Rao,  MD,  FACS 

Buerk  Williams,  MD 

John  L.  Rhodes,  MD 

INTERNAL  MEDICINE 

I.  H.  Burnett,  Jr,  MD 

UROLOGY 

W.  A.  Riley,  MD 

R.  S.  Griffin,  MD 

J.  W.  Cowan,  MD 

V.  T.  Smith,  MD 

PODIATRY 

OBSTETRICS  AND 
GYNECOLOGY 

Bradford  Glass,  DPM 

M.  A.  Porter.  MD 

PATHOLOGY 

J.  W.  Kuykendall.  MD 

Robert  R.  Rember,  MD 

FAMILY  PRACTICE 

Brian  J.  Caplan,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 

M,  L.  Proler,  MD 

PEDIATRICS 

J.  M.  Woodall,  MD 

B.  R.  Owen,  MD,  FAAP 

ADMINISTRATION 

R.  Marc  Schwarz,  MD 

R.  L.  Heith,  Administrator 

RUGELEY  AND  BLASINGAME  CUNIC 

2100  North  Fulton  Street,  Wharton,  Texas 

Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  "Ham"  Rugeley 

Richard  R.  Raphael 

INTERNAL  MEDICINE 

R.  D.  Little,  MD 

D.  W,  Samuelson,  MD 

Janet  L.  Strickland,  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 

C.  E.  Woodson,  MD 

PEDIATRICS 

OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  MD 

H.  E.  Secor,  MD 

C.  J.  Landivar,  MD 

OPHTHALMOLOGY 

V.  A.  Black,  MD 

OTOLARYNGOLOGY 

J.  L.  Holcomb,  MD 

ORTHOPEDIC  SURGERY 

E.  T.  Smith,  MD 

F.  W.  Kolle,  MD 

F.  F.  Regueira,  MD 

GENERAL  SURGERY 

R,  B.  Caraway,  Jr,  MD 

W,  C,  Yankowsky,  MD 

UROLOGY 

H.  Z.  Fretz,  MD 

ANESTHESIOLOGY 

C.  G.  Spears,  MD 

DENTISTRY 

J.  R.  Kieler,  Jr,  DDS 

PATHOLOGY— CONSULTANT 

H.  M,  Perches,  MD 

RADIOLOGY— CONSULTANT 

GYNECOLOGY 

J.  A.  Wall,  MD 

L.  D.  O'Gorman.  MD 

HOUSTON  HEADACHE  CUNIC 


Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 
NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 


ALVIN  BALDWIN.  JR.  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN.  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824*2573 


HUGH  C .WELSH.  MD 
Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


FT.  WORTH  PROCTOLOGIC  CUNIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak.  MD.  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 

DAVID  S.  PITA.  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ.  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  681-7757 


Dermatology 

DAVID  R.  WEAKLEY.  MD.  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 

GERALD  A.  CASID.  MD.  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation.  Dermabrasion.  Chemical  Peels 

333  N.  Shiloh  Rd..  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S,  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II.  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7661 


WILUS  I.  COTTEL.  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


TEXAS  MEDICINE 


LUCIUS  P.  COOK,  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 

Medical  City  II.  Suite  2218.  7777  Forest  Lane 
Dallas,  Texas  75230;  214  661-7655 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin.  MD  Gene  P.  Ream.  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.). 

Downtown  "Overlooking  the  Alamo".  705  E.  Houston  St., 

San  Antonio.  Texas  78205;  telephone  512  222-8651.  512  222-2001 


Endocrinology 


9000  Harry  Hines  Boulevard.  Dallas.  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303.  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas.  MD 
George  T.  DeVaney.  MD 
J.  Craig  Billinghurst.  MD 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD.  FACP 
Richard  Sachson.  MD.  FACP 
Steven  Dorlman.  MD.  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


NISAR  AHMED.  MD 

Gastroenterology,  Gastrointestinal  Endoscopy, 
Gastrointestinal  Oncology 

Twelve  Oaks  Tower,  Suite  930,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  961-0115 


ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 


SAM  S.  MILLER.  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building.  Suite  905.  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 

DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers,  Suite  1004,  San  Antonio.  Texas  78205; 
Telephone  512  226-9161;  226-9170 


SHERWYN  L.  SCHWARTZ.  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420.  San  Antonio,  Texas  78229 
512  690-8612 

ERIC  A.  ORZECK,  MD 

Diplomate,  American  Board  of  Internal  Medicine 

Internal  Medicine  & Endocrinology 

7800  Fannin,  Suite  508,  Houston.  Texas  77054;  713  797-9922 


Family  & General  Practice 


General  Surgery 

BURT  B.  SMITH,  MD,  FACS 
Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025;  523-8323 


BRYAN  V.  WILLIAMS,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002;  227-5505 


LeROY  J.  KLEINSASSER,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza.  3600  Gaston  Avenue. 

Dallas.  Texas  75246;  821-2356 


ROBERT  J.  TURNER,  RI.  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104;  335-8311 


ROBERT  M.  STECKLER,  MD 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza.  Suite  1008.  3600  Gaston  Avenue, 
Dallas.  Texas  75246;  214  827-9880 


SAMUEL  SILVA.  MD 
Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas;  817  923-7374 


HOUSTON  SURGICAL  CONSULTANTS 

Robert  Davis,  MD,  FACS,  FRCS,  FICS 
Gail  E.  Burbridge.  MD 

Diplomates  of  the  American  Board  of  Surgery 

General  and  Vascular  Surgery 

430  Park  Plaza  Professional  Building. 

1213  Hermann  Drive.  Houston.  Texas  77004;  713  528-0597 
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Gynecology 


Neurology 


RAYMOND  H.  ABRAMS.  MD.  FACOG 

Diplomats  American  Board  oi  Obstetrics  and  Gynecology 

Gynecology- — Medical  and  Surgical 
Microsurgery 

Breast  Analysis  and  Therapy 

3434  Swiss  Avenue,  Suite  401,  Dallas,  Texas  75204 
Telephone  214  823-1063 


Hand  Surgery 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology.  Electroencephalography. 
Electromyography  and  C.  T.  Scan 

William  H.  Fleming,  III,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J.  Kim,  MD 
Easturi  A.  Kumar,  MD 
Lorenzo  Lorente,  MD 


L,  Lee  Lankford.  MD  and  Peter  R.  Carter,  MD 
HAND  SURGERY  ASSOCIATION 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza«  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246;  214  823<5351 


ROBERT  E.  BUNATA.  MD.  PA 
B.  J.  WROTEN.  MD 
WILLIAM  J.  VAN  WYK.  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4516 
427  West  20th,  Suite  BlOO,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 
Adult  and  Pediatric  Neurology 
Electroencephalography,  Electromyography 

John  W.  Conwell,  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Presbyterian  Professional  Building  #900 

8210  Walnut  HUl  Lane,  Dallas,  Texas  75231;  214  361-9148 


Neurological  Surgery 


Hypnosis 


THE  GLOVER  CUNIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER.  UI,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  oi  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  oi  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY.  MD 

Member,  American  Society  oi  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM.  JR..  MD 
Psychiatry 

Individual  Psychotherapy  & Hypnotherapy 

6300  Hillcroit,  Suite  315,  Houston,  Texas  77081;  713  771-5809 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  lames  A.  Moody,  MD 

Ira  C.  Denton,  Ir,  MD  lack  Wooli,  MD,  Consultant 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 


JACK  STERN.  MD.  FACS 
GARY  C.  HUTCHISON.  MD.  FACS 
THOMAS  R.  BOULTER.  MD.  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Proiessional  Association 

Neurology.  Neurosurgery.  Electroencephalography 
Neuro-Radiology.  Physiotherapy 

William  I.  Nelson.  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER.  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Raymond  A.  LeBlanc,  MD 
Jack  E.  McCallum,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 


TEXAS  MEDICINE 


TEXAS  NEUROLOGICAL  INSTITUTE 
AT  DALLAS,  PA 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Neurological  Surgery 

James  E.  Bland.  MD 
Martin  L.  Lazar.  MD 

Medical  Neurology 
Electroencephalography 
and  Electromyography 

Ralph  G.  Greenlee,  Jr.,  MD 
Allan  L.  Naarden.  MD 
Richard  R,  North.  MD 
William  S.  Woodfin,  MD 

Neuro-Ophthalmology 

Peter  R.  Bringewald,  MD 


Director,  Pain  Relief  Centei 
and  Neuroanesthesiologist 

P.  Prithvi  Raj.  MD 

Consultant  in  Speech 

Josephine  Simonson.  MA 


Richard  S.  Ruiz.  MD.  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD.  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins.  MD,  FACS 


Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen.  MD 
Richard  L.  Kimbrough,  MD 
Charles  A.  Garcia,  MD 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 
WEINBERGER 


7777  Forest  Lane,  MCD-2,  Suite  2420,  Dallas,  Texas  75230;  214  6G1-7656 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long.  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 
3600  Gaston  Avenue — Dallas.  Texas  75246 
Telephone  214  826-7060 


Ophthalmology 

John  J.  Alpar,  MD  Hugh  B.  Currie,  MD 

Coleman  Taylor,  MD  Bruce  L.  Weinberger,  MD 

J.  Franklin  Howell.  Jr,  MD 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder.  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 


PASADENA  NEUROLOGICAL  GROUP  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

4004  Woodlawn,  Pasadena,  Texas  77504;  713  944-1131  5421  LaSierra,  Dallas.  Texas  75231;  214  G92-6941 


Neurology,  Neurosurgery,  Physical  Medicine 
and  Rehabilitation 

Federico  Angel,  MD,  PA,  Neurosurgery 
Jorge  Angel.  MD,  PA,  Neurosurgery 
Hugo  Orellana,  MD.  PA,  Neurology 

Jairo  Puentes.  MD,  PA.  Physical  Medicine  and  Rehabilitation 

Computed  Tomography,  Doppler  Sonography, 
Echoencephalography,  Electroencephalography. 
Electromyography,  Physical  Medicine, 

Rehabilitation,  Speech  Therapy 


Nuclear  Medicine 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  MD 
Robert  A.  Moura,  MD 
Arthur  W.  Willis,  MD 
Robert  W.  Butner.  MD 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology.  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology.  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 

7777  Southwest  Freeway,  St.  916.  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 
John  W.  Lewis,  MD 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


"An  important  message  from  your 
physician  about  prescription  drugs" 

...  a new  pamphlet  from  TMA  that  explains  drug 
selection  to  your  patients.  Order  free  copies  today  from 
TMA  Communication  Dept.,  1801  N.  Lamar,  Austin,  78701. 


RETINA  LIMITED  OF  SAN  ANTONIO 
Diseases  and  Surgery  of  the  Retina  and  Vitreous 

John  Y.  Harper,  Jr.  MD 
Darrell  Willerson,  Jr,  MD 

311  Camden,  Suite  601,  San  Antonio,  Texas  78215;  512  226-2446 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 
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STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M<SS  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


LUBBOCK  ORTHOPEDIC  SURGERY  CUNIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
G.  S.  Gill,  MD 
Dilip  K.  Pal,  MD,  PA 
Prem  K.  Das,  MD 

3702  2l5t  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


LOUIS  M.  ALPERN,  MD,  MPH 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 
E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin.  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


PETER  R.  BRINGEWALD.  MD 
Neuro-Ophthalmology 

Texas  Neurological  Institute  at  Dallas,  PA 
7777  Forest  Lane,  MCD-2,  Suite  2420, 
Dallas,  Texas  75230;  214  661-7676 

By  appointment  only 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd.  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


EDWIN  C.  AUGUSTAT.  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


HOUSTON  ORTHOPEDIC  CUNIC 


Joseph  Barnhart,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 


Orthopedic  Surgery 


Otolaryngology 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


EL  PASO  EAR.  NOSE  AND  THROAT  ASSOCIATES 
Otolaryngology,  Audiology  and 
Electronystagmography 

Mark  J.  Wegleitner,  MD 

Lyle  D.  Weeks,  MD 

Sarah  Daniel,  MA-Audiologist 

First  American  Title  Bldg.,  Suite  160,  5959  Gateway  West 
El  Paso,  Texas  79925;  915  779-5866 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth-  Texas 

Louis  J.  Levy,  MD 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77076;  691-3905 


TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  MD,  FCAP 
Walter  Krohn,  MD,  FCAP 
Robert  Wayne  Walter,  MD,  FACP 

Dane  Barber,  MD,  Diplomate  American  Board  of  Pathology 
Clinical  Pathology,  Surgical  Pathology,  Exfoliative  Cytology,  Medico- 
legal Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707;  756-7226 


TEXAS  MEDICINE 


J.  S.  WILKENFELD.  MD.  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenield.  MD  Ena  E.  Mocega,  MD 

Diplomates  oi  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

88S0  Long  Point  Road,  P.O.  Box  SS008 
Houston.  Texas  7705S;  713  488-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 

George  V.  Miller,  MD 

Walter  G.  Olin,  Ir,  MD 

John  R.  Thomas,  MD 

S.  Joseph  Skinner,  MD 

Joe  B.  rladen,  MD 

Enrique  von  Santen,  MD 

Elaine  V.  Shalek,  MD 

Robert  H.  McNeely,  MD 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527*5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


ARTHUR  L.  RAINES,  MD  AND  ASSOCIATES 
Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne.  Texas  76031 

817  645-9181,  Ext.  360 

Mailing  Containers  on  Request 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABIUTATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 
David  J.  Katrana,  DDS,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

1103  Medical  Tower,  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth.  Texas  76104; 
817  335-4752 

VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215;  224-5509 


BROMLEY  S.  FREEMAN,  MD,  FACS 
D.  ROBERT  WIEMER,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston.  Texas  77030 
713  795-5584 

JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  I,  Corpus  Christi,  Texas;  855-7359 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 
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JOSEPH  P.  FLEMING.  MD.  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

i213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE.  MD.  FACS.  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr..  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


BARRY  M.  BROWN.  MD 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression. 

Phobias  and  Marital  Problems 

902  Frostwood/  Suite  187A,  Houston,  Texas  77024;  713-461-6160 

ROBERT  E.  HAZLEWOOD.  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


Psychiatry 


Psychiatry  & Neurology 


Perry  C.  Talkington,  MD 
Howard  M.  Burkett,  MD 
Jerry  M.  Lewis,  MD 
James  E.  Peden,  MD 
Dode  M.  Hanke,  MD 
Doyle  I.  Carson,  MD 
Joe  W.  King,  MD 
Keith  H.  Johansen,  MD 
Charles  G.  Markward,  MD 


Larry  E.  Tripp,  MD 
Gregory  G.  Dimijian,  MD 
Linda  R.  Hughes,  MD 
Roy  H.  Fanoni,  MD 
Byron  Howard,  MD 
Madeline  W.  Harford,  MD 
John  G.  Looney,  MD 
Carol  A.  Lewis,  MD 
Mark  J.  Blotcky,  MD 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas.  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


HARRIS  HAUSER.  MD  AND  ASSOCIATES 
Psychiatry 

Frank  H.  Chesky,  MD 
Jose  A.  Gutierrez,  MD 
Harris  M.  Hauser,  MD 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 


CHARLES  B.  COVERT.  MD.  PA 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

General  Psychiatry 

1900  Yorktown,  Suite  314 
Houston,  Texas  77056;  713  627-9988 


STEPHEN  WEISZ.  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


HAUSER  CUNIC 

Psychiatry  and  Neurology 

PSYCHIATRY 
Robert  I.  Hauser,  MD 
Javier  A.  Zapata,  MD 
H.  James  Stuart,  MD 
Susan  B.  Darsey,  MD 
Harvey  A.  Rosenstock,  MD 
Cal  E.  Cohn,  MD 
Gerald  Ratinov,  MD 

NEUROLOGY,  ENCEPHALOGRAPHY  & ELECTROMYOGRAPHY 
Diane  S.  Gelfand,  MD 
Josephine  W.  Session,  MD 

PSYCHIATRIC  SOCIAL  WOREERS 
M.  Papademetriou,  ACSW 
Wendy  Smolins,  ACSW 
Cheryl  Verlander,  ACSW 
Rochelle  Rosenthal,  ACSW 

ADMINISTRATOR 
Walter  C.  Pool 

7777  Southwest  Freeway,  Suite  1036,  Houston,  Texas  77074 
Telephone  713  776-8600 


Radiology 


Harvey  M.  Lowry,  MD,  FACR  James  P.  Wills,  MD,  DABR 

James  R.  Gish,  MD,  DABR  Robert  Jacobs,  MD,  DABR 

Edward  A.  Sheldon,  MD,  DABR  Daniel  Earnicki,  MD,  DABR 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital,  833-6421 

Beaumont  Neurological  Center,  835-4921 

Beaumont  Medical  and  Surgical  Hospital,  838-1411 

Beaumont,  Texas 


Rheumatology 


ALCOHOLISM  TREATMENT  PROGRAM 

Comprehensive  Inpatient/Outpatient  Rehabilitation 

Department  of  Psychiatry 

Texas  Tech  University  School  of  Medicine, 

Lubbock.  Texas  79430;  806  743-2804 


DON  E.  CHEATUM.  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


Texas  Medical  Liability  Trust 

. . . Another  service  of  your  association 


TEXAS  MEDICINE 


Urology 


JOEL  E.  RUTSTEIN.  MD 

Diplomale  American  Boards  of  Internal  Medicine  and  Rheumatology 
Arthritis  Diagnostic  and  Treatment  Center 

8042  Wurzbach,  Suite  440,  San  Antonio,  Texas  78229;  S12  690-8067 


Thoracic  Surgery 


Harold  C.  Urschel,  Jr,  MD 
Maruf  A.  Razzuk,  MD 

DRS.  URSCHEL.  RAZZUK  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  824-2503 

JOHN  L.  KEE,  JR,  MD 
Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas.  Texas  75246;  826-5184 


ALLAN  L.  GRAHAM.  MD.  FACS 
KARAMAT  U.  CHOUDHRY.  MD.  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY.  MD 

Diplomate  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave..  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 

HECTOR  O.  YANES,  MD.  PA.  FACS.  FACC 
Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104;  332-1947 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER.  MD 
THOMAS  P.  MEYERS.  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue. 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 

DONALD  L.  PAULSON,  MD,  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas,  Texas;  824-3660 


ELGIN  W.  WARE.  JR.  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CUNIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf,  MD,  FACS 
Sidney  A.  Worsham,  III,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


H.  M.  GIBSON.  JR,  MD.  FACS 
ABEL  GARDUNO,  MD 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


DONALD  J.  NEESE,  MD 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

400  Medical  Center  Blvd.,  Suite  207,  Webster,  Texas  77598;  713  332-2466 


EUGENE  R.  TODD,  MD.  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 
Donald  J.  Logan,  MD 
Donald  L.  McKay,  MD 
Christopher  D.  Fetner,  MD 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  230.  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


TMA  Physician  Placement  Service 


. . . Another  service  of  your  association 


Do  patients  understand  your  fees? 

Avoid  possible  misunderstandings  about  your  fees  and 
services  by  inviting  open  discussion  with  your  patients. 
This  attractive  plaque,  when  prominently  displayed  in 
your  reception  area,  serves  as  an  open  invitation  to  your 
patients  and  shows  that  you  care.  Suitable  for  wall  or 
desk  display,  it  is  6x9  inches.  Available  at  $5.50  each. 
Send  check  and  request  for  OP  033  to  Order  Unit,  Ameri- 
can Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 
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Classified  Advertising 


Physicians  Wanted 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as  otiice 
in  new  clinic  building.  Taylor  Smith,  MD,  Malone  and  coc?' 

1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  ^ly  ° 
group  practice  can  provide.  Taylor  Smith,  MD,  Malone  arid  rlogcin 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Taylor 
Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospitoL 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  lor  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $36,900  to  $44,800  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with  ex- 
cellent facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Taylor  Smith, 
MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  915-267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon  do- 
ing GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  with  salary  of  $45,000  per  year  negotiable.  City 
has  population  of  9,000  with  trade  area  of  25,000  to  30,000.  Contact 
Chris  S.  Cruzcosa,  MD,  300  S.  5th  Street,  Carrizo  Springs,  Texas  78834, 
512-876-5236. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  in  obstetrics,  pediatrics, 
family  practice,  general  surgery  and  radiology.  Enjoy  practicing  medi- 
cine with  our  2S-man  multispecialty  group  located  in  a friendly  city 
of  100,000  people  in  north  central  Texas.  Close  to  everything,  but  away 
from  big  city  problems.  II  you  want  to  know  more  about  this  long 
established  group  (1919)  whose  city  has  a booming  economy,  call 
collect  Dr.  David  Pogue  at  817-766-3551.  Wichita  Falls  Clinic,  501  Mid- 
western Parkway,  Wichita  Falls,  Texas  76302. 


LOCUM  TENENS— EMERGENCY  MEDICINE— available  in  our  Dallas 
area  hospitals;  monthly  scheduling  is  flexible  and  according  to  your 
preferences;  malpractice  is  paid,  excellent  hourly  income  according  to 
your  flexibility  and  hours  worked.  Call  214-522-5481  for  details. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Pediatrician, 
internist,  psychiatrist,  family  practitioner,  solo  practice.  Home  Exxon, 
US  Steel,  Gulf  High  income.  Bay  area  near  Houston.  Outstanding 
schools,  colleges.  Contact  Administrator,  1101  Decker  Drive,  Baytown, 
Texas  77520;  713-422-3405. 


WANTED:  GP,  FP  NEEDED  to  join  4 man  group  to  do  general  practice 
and  OB.  Population  5,000;  trade  area  15,000  plus.  Old  established  clinic 
group  of  3 GPs  and  1 board  surgeon.  Lovett  Meredith  Clinic,  Box  487, 
Olney,  Texas  76374;  817-564-5543. 


PHYSICIANS  WANTED — progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647.  Telephone  214-845-2281. 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


EMERGENCY  DEPARTMENT — part-time  opportunities  in  the  Dallas, 
Texas  area.  Scheduling  flexible,  paid  malpractice,  weekdays,  nights, 
and  or  weekends.  Contact  Texas  Emergency  Room  Services,  PA,  3603 
Hall  Street,  Suite  102,  Dallas,  TX  75219,  or  call  214-522-5481. 


NORTH  DALLAS — Collin  County  Hospital  Emergency  Department.  Phy- 
sician needed  for  weekday/evening  staffing.  Flexible  scheduling;  out- 
standing malpractice  insurance  coverage.  Contact  Texas  Emergency 
Room  Services,  P.A.,  3603  Hall  Street,  Dallas,  Texas  75219,  or  call 
214-522-5481. 


EMERGENCY  DEPARTMENT  STAFF  PHYSICIAN  position  available  at 
500  bed  teaching  hospital,  Dallas,  Texas.  Flexible  scheduling;  $57,000- 
$60,000  minimum  guarantee;  paid  professional  liability  insurance.  Con- 
tact Texas  Emergency  Room  Services,  PA,  3606  Hall  Street,  #102,  Dal- 
las, Texas;  214-522-5481. 


GENERAL  SURGEON — Board  certified,  needed  for  seven  doctor  group 
that  consists  of  one  general  practitioner,  five  board  certified  family 
practitioners,  one  internist.  Must  be  willing  to  do  some  general  prac- 
tice. Our  two  year  old  clinic  has  full  lab  and  x-ray  facilities,  and  is 
located  next  to  a new  65  bed  hospital.  Located  30  miles  E/NE  of 
Austin,  Texas.  Send  resume  to  Johns  Clinic,  P.O.  Box  1010,  Taylor, 
Texas,  76574,  attention  C.  J.  Daniel,  MD. 


OTOLARYNGOLOGIST  WANTED  in  large  multispecialty  clinic  in  Texas 
associated  with  medical  school.  Require  board-certification  or  recently 
board-eligible  person  with  an  interest  in  clinical  ENT,  surgery,  and  in 
some  undergraduate  teaching.  Prefer  native  Texan  or  Southwesterner. 
Salary  negotiable.  Full  fringe  benefits.  Call  817-774-2111,  ext.  2996. 


WANTED:  A board  certified  or  eligible  thoracic  surgeon  to  associate 
with  busy  board  certified  general  surgeon.  This  is  an  ideal  opportunity 
to  be  busy  while  building  a practice  in  thoracic  surgery.  Please  reply 
to  Ad-927,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


GENERAL  SURGEON  AND  GENERAL  PRACTITIONER  NEEDED  for  solo 
or  group  practice  in  Kermit,  Texas.  Well  equipped  85  bed  hospital. 
Large  referral  area.  Contact  Harper  Peddicord,  MD,  Chief  of  Staff  or 
Doug  Schoenewolf,  Administrator,  Memorial  Hospital,  821  Jelfee,  Ker- 
mit, Texas  79745.  Call  collect  915-586-2511. 


PHYSICIANS — Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


WANTED:  YOUNG  FAMILY  PRACTITIONER  to  join  two  man  group. 
Duties  involve  assisting  in  surgery,  obstetrics  and  family  practice. 
Excellent  benefits  for  one  year  and  then  full  partnership.  Gulf  coast 
area  with  new  hospital.  Write  P.O.  Box  666,  El  Campo,  Texas  77437; 
telephone  713-543-9711,  at  night  only. 

PHYSICIAN  NEEDED:  GENERAL  PRACTICE  OR  FAMILY  PRACTICE: 
Waller  area,  35  miles  northwest  of  Houston.  Clinic  available,  good 
clean  country  living,  town  population  3,500.  Excellent  opportunity.  Call 
713-372-2191  or  713-346-1017  or  write  to  Waller  Medical  Association, 
P.O.  Box  437,  Waller,  Texas  77484. 


FAMILY/GENERAL  PRACTITIONER— Solo  or  associate,  progressive  com- 
munity,  new  clinic.  43-bed  hospital,  excellent  churches,  new  schools, 
outdoor  recreation,  large  or  medium  load.  Contact  Paul  C.  Roberts, 
Administrator,  806-256-2114,  806-256-2774,  Shamrock,  Texas. 


GENERAL  PRACTITIONERS,  INTERNISTS,  PEDIATRICIANS,  orthooedic 
surgeons,  occupational  medicine,  and  ENT  openings  available  in  large 
anci  small  towns  throughout  the  state.  Multi-specialty  groups  and  solo 
openings  available.  Guaranteed  salaries  and  other  attractive  bonuses 
for  the  right  individual.  Please  send  your  CV  or  contact  Wellington 
Smith  The  Texas  Doctors  Group,  P.O.  Box  177,  815  Brazos,  Austin, 
Texas  78767;  512-476-7129. 


A PHYSICIAN  WITH  TEXAS  LICENSE  IS  WANTED  to  practice  general 
medicine  at  the  North  Texas  State  University  Student  Health  Center. 
Forty  hour  week  Monday-Friday  with  minimal  call  duty.  Salary  is 
negotiable.  Good  fringe  benefits.  Please  contact  Sheila  Meyer,  Ad- 
ministrative Officer,  NTSU  Student  Health  Center,  P.O.  Box  5158,  Den- 
ton, Texas  76203;  telephone  817-788-2331.  We  are  an  equal  opportunity/ 
affirmative  action  employer. 

CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after  Adult 
Psychiatry  training.  Academic  program  in  child  development,  family 
therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology,  and  ethology.  Basic  clinical  orientation 
in  child  development  and  intensive  individual  supervision  in  psycho- 
analytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  child  developrnent, 
linguistic  anthropology,  community  services  and  other  fields.  Excellent 
opportunities  in  teaching,  administration,  inpatient  and  qutpatierh 
clinical  programs.  New  6(T-bed  inpatient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  community  programs.  Stipends 
range  from  $17,867  to  $22,071  with  additional  fringe  benefits.  Contact 
Anthony  P.  Rousos,  MD,  Director  of  Residency  Training,  Austin  State 
Hospital,  41 1()  Guadalupe,  Austin,  Texas  78751. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $15.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listmgs  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  MEDICINE 


WANTED-  WEST  MEMOHIAL-KATY  AREA,  iamily  practitioner,  GP,  or 
internist.  713-467-4191,  465-1910.  

PART-TIME  MEDICAL  CONSULTANT  positions  available  from  Social 
Security  Disability  Insurance  for:  internal  medicine  surgery,  ortho- 
pedics, psychiatry,  pediatrics.  Involves  rei^ew  of  medical  evidence  in 
disability  claims  at  central  location  in  Dalla^  No  patient  contact. 
5-20  hours  per  week,  depending  on  specialty.  For  further  intormation 
contact:  Weldon  McNeely,  Social  Security  Disability  Insurance,  Dept, 
of  Health  Education,  and  Welfare,  1200  Main  Tower  Building,  Dallas, 
Texas  75202;  phone  214-767-3447.  ^ 

PSYCHIATRIC  RESIDENCY  in  approved  three-year  program.  Effective 
connections  with  universities,  medical  schools,  private  cliriics  and  com- 
munity  centers.  Outstanding  faculty  and  programs.  Stipends  range  from 
$17  867  to  $22,071  with  additional  fringe  benefits.  For  full  information 
write  to:  Anthony  P.  Rousos,  MD  Director  of  Residency  Training, 
Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78/51. 

GENERAL  PRACTITIONER,  OB/GYN,  PEDIATRICIAN  NEEDED  in  Kil- 
qore,  Texas,  America's  number  one  small  city.  Capital  of  the  East 
Texas  oilfield.  Population  16,000.  60-bed  CAH  approved  ° 

tact  Bob  LeDuc,  Roy  H.  Laird  Memorial  Hospital,  1612  S.  Henderson 
Blvd.,  Kilgore,  Texas  75662;  214-984-3505. 

PHYSICIAN  WANTED— board  certified  family  practice  MD  or  resideiit. 
Large  practice.  Professional  association.  Mariy  fringe  benefits  or  rvell- 
aualitied  individual.  Located  between  Dallas/Fort  Worth  Excellent  hos- 
pital assocStion.  Write  Ad-951,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  

GENERAL  PRACTITIONER  NEEDED  for  Rockport  Texas,  a rapidly 
growing  resort  town  on  Gulf  Coast.  Write  or  call  for  cornplete  details. 
G.  M.  Pathllo,  MD,  P.O.  Box  309,  Fulton,  Texas  78358;  512-729-2291. 

DALLAS /FORT  WORTH  PRIMARY  CARE  opportunity  for  GP,  FP  or  gen- 
eral  internist  in  community  hospital-based  clinic  and  sa^llite  lamiiy 
care  center.  Guaranteed  base  Plus  percentage  Overhead  office  m- 
surance,  and  other  support  provided.  Send  CV  to  Ad-y55,  iLAAb 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  /8/Ul. 

SURGICAL  RESIDENCY  DIRECTOR— Austin,  Texas.  Board  certified  or 

gualified  surgeon  wanted  for  director  of  surgical  education  with  tul 
time  salary  and  excellent  benefits.  Salary  negotiable.  Contact:  Earl 
Matthew  MD,  Central  Texas  Medical  Foundation,  Brackenridge  Hos- 
pital, Austin,  Texas  '78'701,  512-478-9249. 

ESTABLISHED  DEPARTMENT  OF  FAMILY  MEDICINE  at  The  Universi'y 
of  Texas  Medical  Branch  in  Galveston,  Texas  invites  applications  tor 
Director  of  Residency  Training  in  newly  developed  satellite  program  at 
Port  Arthur,  Texas.  Duties  depending  on  experience  and  interest  include 
teaching  patient  care,  administration  and  research.  Rank  and  salary 
commensurate  with  qualifications.  M.F.H.  Send  C.V.  and  three  refer- 
ences by  February  1,  1980  to:  Mr.  Dale  A.  Smith,  Assistant  Administra- 
tor Ancillary  Services,  St.  Mary  Hospital,  3600  Gates  Blvd.,  Port  Arthur, 
Texas  77640.  UTMB  is  an  affirmative  action/equal  opportunity  employer. 

SUNBELT  OPPORTUNITY— WANTED  FAMILY  PRACTICE  or  internal 
medicine  physician  for  satellite  clinic.  Large  population  drawing  area. 
Multi-specialist  back  up.  Unlimited  opportunities.  Ideal  for  phy^cic^ 
who  prefers  solo  practice  with  support  clinic  back  up  Contact  D.  K. 
Everitt,  227  Memorial  Drive,  Gatesville,  Texas  76528;  817-865-8201. 

STAFF  PHYSICIAN  (PART-TIME)— A Port  Arthur  refinery  with  an  in- 
dustrial population  of  approximately  3,400  has  an  immediate  vacancy 
for  a part-time  staff  physician,  licensed  in  Texas,  to  work  in  a long 
established  occupational  medical  department.  Competitive  salary  i^m- 
mensurate  with  experience.  Interested  physicians  should  submit 
resumes  to:  Human  Resources,  P.  O.  Box  36506,  Houston,  Texas  77035. 
An  equal  opportunity  employer  M/F. 

TEXAS,  NORTH  CENTRAL.  EMERGENCY  PHYSICIAN,  full-time  or  part- 
time,  need  one  lanuary  1980  and  one  )uly  1980.  177-bed  hospital.  Ex- 
cellent specialty  back-up.  No  weekends.  Call  Kalman  Shwarts,  MD, 
214-872-5723  or  214-872-4861,  ext.  520. 

PINEWOOD  MEMORIAL  HOSPITAL,  HOUSTON,  TEXAS,  is  seeking  the 
services  of  physicians  with  the  following  specialties:  otorhinolaryn- 
gology, orthopedics,  and  general  practice.  Please  contact  the  adminis- 
trator, 7)3-697-2961. 


WANTED:  FAMILY  PRACTITIONER  TO  ASSUME  quality  practice  in  Aus- 
tin of  deceased  young  associate.  Associate  will  introduce.  Office  com- 
pletely furnished.  Only  expense  is  purchase  of  furnishings.  Please 
Teply  to  Ad-94G,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PATHOLOGIST:  Certified  in  AP  & CP  or  eligible.  Special  interest  in 
clinical  pathology  important.  East  Texas  Gulf  Coast  area.  Good  fishing 
and  hunting.  275  bed  hospital  laboratory  striving  for  excellence.  Family 
practice  residency  program  to  be  finalized  soon.  Need  a physician  with 
energy  and  active  interest  in  technologist  and  patients.  Write  or  call 
R E Buchanan,  MD,  St.  Mary  Hospital,  Port  Arthur,  Texas  77640;  713- 
985-7134. 


PEDIATRICIAN  WANTED  to  take  over  active  solo  practice  from  doctor 
wishing  to  retire.  Located  in  growing  city  of  100,000,  2 open  staff 
hospitals,  well  equipped  office,  excellent  week-end  and  other  sign  out 
arrangements.  Good  opportunity  as  practicing  pediatricians  not  eager 
for  new  patients.  Reply  to  Ad-961,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd,,  Austin,  Texas  78701. 


PRESTIGIOUS  PROFESSIONAL  GROUP  is  seeking  affiliates  in  these 
specialties — family  practice,  emergency  medicine,  internal  medicine, 
orthopedics,  allergy,  gastroenterology,  cardiology,  anesthesia,  ENT, 
plastic  surgery,  and  industrial  medicine.  Be  a part  of  a prestigious 
group  practice.  Substantial  guarantees.  Beautiful  climate.  Contact 
Talton  L.  Francis,  Administrator,  Eastwood  Hospital  and  Medical  Cen- 
ter, 10301  Gateway  West,  El  Paso,  'lexas  79925;  telephone  915-592-0261, 


OTOLARYNGOLOGIST — Well  staffed,  active  644  bed  hospital  is  seeking 
otolaryngologist.  Board  certification  preferred.  Affiliated  with  Texas 
A&M  University  College  of  Medicine.  Undergraduate  and  graduate 
teaching  opportunities  available.  Superb  location  in  Texas  city  of 
50,000.  Annual  salary  up  to  $52,700  with  liberal  fringe  benefits.  Equal 
employment  opportunity  ag;ency.  Apply  Chief  of  Staff,  Olin  E.  Teague 
Veterans'  Center,  Temple,  Texas  76501. 


OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  citv  with  surrounding 
rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired.  Complete  medical  office  and  equipment  ready.  Community  sup- 
port negotiable.  County  hospital  12  miles,  supported  by  iaxirig  authori- 
ty. Contact  Chamber  of  Commerce  and  Agriculture,  phone  817-422-4540, 
Munday,  Texas.  

WANTED^  GENERAL  INTERNIST/GASTROENTEROLOGISt"  Position 

available  with  14-doctor  multi-specialty  group  located  in  the  new 
Medical  City  Dallas  complex  in  North  Dallas,  located  within  a 15 
minute  drive  of  all  physicians  residences  in  Dallas.  All  benefits  paid 
for  by  the  group,  afternoon  off,  rotating  call  schedule,  no  buy  in  agree- 
ment. Contact  fay  K.  Lockhart,  Administrator,  7777  Forest  Lane,  Suite 
240,  Dallas,  Texas  75230;  phone  214-661-7707. 


Situations  Wanted 


GENERAL  DIAGNOSTIC  RADIOLOGIST  for  locum  tenens.  Available 
any  time  January  1 to  April  30,  1980.  Office  practice  or  small  ho^itaL 
No  training  in  ultra-sound,  nuclear  medicine  or  angiography.  Board 
certified  1956.  Extensive  experience  in  general  work  but  not  newer 
special  procedures.  Excellent  references.  Prefer  Gulf  Coast.  Co^ntact 
AD-913,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

OB/GYN:  46  year  old  board  certified  OB-GYN  seeks  relocation  in  Texas. 
Solo  or  group  practice  desired.  Trained  in  laparoscopy,  colposcopy  and 
urethroscopy  and  using  these  modalities  in  practice.  Excellent  nealth. 
Available  this  summer.  Wife  anesthesiologist;  seeking  suitable  position. 
Please  reply  to  Ad-924,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  'Texas  '787(11. 

SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  search, 
evaluation  and  screening  to  supplement  your  own  independent  recruit- 
ing. (We  never  require  deposit,  retainer  or  exclusion.)  Full  information 
to  physicians  and  nealth  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 

ANESTHESIOLOGIST — Board  eligible.  Available  January  1980.  Univer- 
sity trained.  Experienced  in  all  kinds  of  anesthesia  including  anesthesia 
for  cardiovascular  surgery.  Wishing  to  relocate  in  Texas.  Please  reply 
to  Ad-957,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

BOARD  ELIGIBLE  FAMILY  PRACTITIONER,  33.  Fellowship  in  family 
therapy.  Desire  salaried  position  in  associateship  or  group.  Please 
reply  to  Ad-934,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 

CERTIFIED  BY  THE  AMERICAN  COLLEGE  OF  ANESTHESIOLOGISTS, 
many  years  of  practice,  wishes  to  relocate  in  Texas.  Group  or  solo 
practice.  Please  reply  to  Ad-933,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  '78701. 

GP  INTERESTED  IN  WORKING  HOUSTON  or  suburban  areas.  FP  board 
eligible  7/79.  Graduated  1964;  post  graduate  training  at  UCLA  (MPH 
19'71);  University  Nebraska  Medical  Center  (1975-1977  in  FP,  700  credit 
hours).  Prefer  first  year  salary  (easy  condition).  Available  any  time. 
Licensed  in  Texas,  Florida  and  Nebraska.  Call  T.  Q.  Vingh,  308-772- 
3264  or  write  Oshkosh  Medical  Center,  Oshkosh,  Nebraska  69154. 

DIAGNOSTIC  RADIOLOGIST:  34  years  old,  American  born,  university 
trained,  board  certified  (1974).  Currently  practicing  in  university  hos- 
pital. Extensive  experience  in  ultrasound,  computed  tomography, 
angiography  and  general  radiology.  Desires  private  practice  position 
beginning  on  or  about  July  1,  1980.  Please  reply  to  Ad-948,  TEXAS 
MEDICIN^,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

EXCELLENT  PHYSICIANS— General  and  specialty.  Inquire  through  Sun- 
belt Physician  Placement  Service,  5500  N.  Braeswood,  No.  177,  Houston, 
Texas  77096;  713-729-6068. 


BOARD  CERTIFIED  INTERNIST  currently  completing  second  year  of 
fellowship  in  gastroenterology  at  the  University  of  Alabama,  Birming- 
ham. Available  after  June,  1980.  Fully  trairied  in  all  GT.  endoscopic 

grocedures.  Seeking  to  join  comparably  qualified  group.  Contact  Joseph 
Fletcher,  MD,  2928  Selkirk  Circle,  Birmingham,  Alabama  35243. 

COMPLETING  OB/GYN  RESIDENCY  6-80.  Case  Western  Reserve  Uni- 
versity/Affiliated Hospitals.  Would  like  to  join  urban/suburban  prac- 
tice.  Will  consider  solo  practice.  Frederick  D.  Sanders,  MD.  1908  Revere 
Road,  Cleveland  Heights,  Ohio  44118;  216-371-4517. 

GENERAL  SURGEON-COLON  AND  RECTAL  SURGEON— 30,  married, 
one  child.  Board  eligible,  November  1979,  available  July  1980.  Desires 
association  with  medical  group  or  solo  in  Dallas  and  vicinity  or 
Northern  “Texas.  Please  reply  to  Ad-959,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST-PULMONOLOGIST  SEEKING  solo,  group  or  hospital  based 
practice.  Available  immediately.  Pediatrician  seeking  solo,  group  or 
hospital  based  practice.  Will  consider  buying.  Available  immediately. 
Contact  Dr.  Malpani,  1165  Route  22,  Apt.  22,  North  Plainfield,  New 
Jersey  07061. 

HOANG,  D.  N.  Available  February  1980.  Born  1928,  Vietnam.  Graduated 
Saigon  Medical  School.  1965.  Internship  and  residency  in  Canada.  Good 
background  in  OB/GYN  and  surgery-emergency  room  care.  Interested 
in  group,  association  or  institutional  practice  in  Houston  area.  Hold 
license  in  Quebec,  Nebraska  and  Texas.  Contact  D.  N.  Hoang,  MD, 
P.O.  Box  333,  Crawford,  Nebraska  69339;  telephone  res.  308-665-1  132, 
clinic  308-665-2345. 

ANESTHESIOLOGIST— relocating— all  types  of  anesthesia  including  ob- 
stetrics, open  heart.  Prefer  group,  can  work  with  CRNAS.  Available 
immediately.  Subbarao  Narepalem,  MD,  5219  West  52nd  Street,  Cleve- 
land, Ohio  44134, 

GENERAL  SURGEON/COLON  RECTAL  SURGEON,  Age  30,  both  boards 
aualified,  county  hospital  trained.  Seeking  opportunities  for  practice  in 
Texas.  Prefer  aroup  or  solo.  Terms  negotiable.  Please  replv  to  Ad-954, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

OPHTHALMOLOGIST — 26,  married,  completing  university  residency  July 
1980.  lOL  and  phacoemulsification  experience,  looking  for  community 
hospital  desiring  a complete  consultative  and  emergency  eye  program. 
Please  reply  to  Ad-950,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 
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MEDICAL  ONCOLOGIST-INTERNIST-29,  ABIM  certified,  oncology  board 
eligible  seeking  solo,  group  or  hospital  based  practice.  Available  July 
i960.  Please  contact  at  713-765-1862.  Reply  to  Ad-960,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd  , Austin,  Texas  78/01. 


For  Sale  or  For  Rent 


DALLAS— WELL  ESTABLISHED  PROFESSIONAL  LOCATION.  Newly  re- 
decorated, 1200  sq.  ft.  furnished  space.  Five  minutes  Baylor  Hospital. 
Immediate  occupancy.  Lab  and  x-ray  in  building.  Free  parking  for 
physicians,  patients  and  employees.  Janitorial  service  and  all  bills  paid. 
Excellent  location  for  primary  care  physicians  (family  practitioner,  in- 
ternist, pediatrician,  obstetrician-gynecologist,  dermatologist,  etc.). 
Contact  Lakewood  Medical  Building  214-821-9161. 


FOR  SALE — One  Profexray  (Litton)  Jupiter  325,  up  to  300  MA  with 
fluoroscopy  capabilities.  Floor  to  ceiling  tube  with  Bucky  table.  One 
1978  Breon  Spirometer,  model  2400  with  disposable  mouthpieces  and 
respirograph  charts.  For  further  information  call  Mobile  Health  Services, 
803  Juchwood,  Suite  100,  Houston,  Texas  77090;  713-444-5110. 


LAKE  FRONT  MEDICAL  BUILDING,  located  at  Ingram,  Texas  (6  miles 
above  Kerrville).  Physician  has  had  a successful  practice  for  several 
years  and  is  retiring.  Two  sets  of  offices  m this  building  that  could  be 
converted  easily  into  dental  offices.  Large  parking  area.  Owner  will 
finance  $110,000.  Please  contact  Harold  White  Epling,  MD,  Hunt  Star 
Route,  Box  202-R,  Ingram,  Texas  78025. 


LUFKIN,  TEXAS — Established  professional  location.  Five  minutes  from 
both  hospitals.  Centrally  located  1500  sq.  ft.  medical  office.  Call  713- 
634-8201  for  information. 


HOUSTON — New  45,000  sq.  ft.  atrium  office  building  in  rapidly  expand- 
ing Spring  Branch-Memorial  area.  On  major  thoroughfare  near  two 
hospitals.  Space  available  for  new  or  established  physicians  and  health 
care  professionals.  Call  or  write  Dr.  Vincent  Bash,  8945  Long  Point  Road, 
Houston,  Texas  77055;  713-468-7911. 


^The  Room  Has  Grown  - 

To  a full  department!  Many  hospitals  have 
responded  to  increased  community 
demands,  improved  training  and  growth 
in  the  state-of-the-art  by  elevating  the 
Emergency  Room  into  the  Emergency 
Department, 

The  American  College  of  Emergency 
Physicians  has  helped  to  develop  tal- 
ented, trained  men  and  women  to  deliver 
quality  patient  care.  Our  client,  staffing 
over  20  Emergency  Departments,  has  a 
high  proportion  of  Emergency  Medicine- 
frained  physicians  working  wifh  fhem. 

If  you  are  an  experienced  Emergency 
Physician,  you  will  want  to  live  your  career 
in  a Department,  not  in  a Room,  Call  us. 
We  will  put  you  with  the  leader  in  your 
field. 


OFFICE  SPACE  IN  DALLAS — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Laboratory  in  building.  Generous  allowance 
for  office  improvements.  Planning  and  layout  available  without  cost. 
Contact  Ike  H.  Silver,  214-328-3578,  or  write  P.O.  Box  18237,  Dallas, 
Texas  75218. 


SHERMAN — 3000  sguare  feet  in  new  medical  office  building.  Sell  or 
lease  all  or  part  and  remodel  to  suit.  Sherman  is  a growing  city 
located  north  of  Dallas.  For  details  contact  Osteen  Realty,  214-892-3551. 


FOR  SALE — X-ray  film  processor  (Picker  Diplomat)  Series  530.  Price 
$1,000  (original  price  $5,000).  Contact  David  Reynolds,  McKeever 
Orthopedic  Clinic,  S02  Frostwood,  Suite  309,  Houston,  Texas  77079; 
phone  713-932-3480. 


Miscellaneous 


You  oan  grow,  too. 

/MEDSECO 

Medical  Search  Consultants,  Irtc. 

M 12605  East  Freeway,  Suite  608 

Houston,  Texas  77015 
800  / 231-7888 

^ 713  / 451-2222  (Texas) 

/MEDSECO 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  lor  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705,  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


Christmas 

Seals 

fight 

lung  disease. 


Space  contributed  by  the  publisher  as  a public  service 


TOMORROW  AND 

TOMORROW,  AND 

TOMORROW  creeps  this  petty 

pace  from  day  to  day  . . . sai(d 
Shakespeare,  who  never 
wasted  his  time.  What 
about  your  tomorrows, 

Doctor?  Will  they 
be  all  you 
intended 
when  you 
became  a 
physician? 

They  can  be. 

And  LIPEMARK 
can  help.  If  relocation 
IS  desirable,  LIFEMARK'S 
37  community  hospitals  in 
Sun  Belt  cities  offer  any  lifestyle 
you  and  your  family  prefer.  Call  us 
today,  and  enjoy  all  your  tomorrows. 

Call  collect  for  complete  information 
about  our  confidential  service.  Address  . 
your  Curriculum  Vitae  to:  Director  Physician 
Relations,  P.O.Box  3448,  Houston,  TX  77001 
(713)  621-8131  An  Equal  Opportunity 
Employer  Male/  Female/Handicapped. 

ILIIPEfi^ARICTtospitals,  Inc. 


TEXAS  MEDICINE 


IT  PAYS  TO  BE  AN  OWNER/MEMBBI  OF  API, 
THE  TEXAS  DOCTOR'S  INSURANCE  COMPANY 


SAY  JACK , DID  YOU  RECEIVE 
yOUR  API  DIVIDEND  ? 


SURF  DID  B\LL- 
' ALONG  WITH  MY  INTEREST 
CHECKS.  IT  certainly 
PAYS  TO  BELONG  TO  API  i 


IT  PAYS 
IN  CASH... 


*6%  interest  on  your  surplus  deposit  — paid 
twice  annually. 

*Over  $400,000  in  dividends  to  be  paid  to 
owner/members  — started  June,  1979. 

"It  pays"  is  more  than  just  a figure  of  speech 
when  you're  an  owner/member  of  API.  Call 
us,  or  complete  the  coupon  and  mail  it.  We’re 
anxious  to  show  you  how  }^ou  can  join  your 
colleagues  in  API. 
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THE  TEXAS  DOCTOR'S  INSURANCE  COMPANY 


I SAW  THAT  ATTORN  EY 
DID  HE  FILE  SU)T  ? 

YES,  BUT  FORTUM ATCLY 
I HAVE  THE  API  DEFENSE 
TEAM  ON  MY  SIDE.  THEIR 
MAM  WILL  BE  HERE  TODAY. 

INSURING  WITH  API  IS 
ONE  OF  THE  SMARTEST 
THINGS  rVE  DONE  IN 
A LONG  TIME  H y 
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IT  PAYS 
IN  SERVICE 


Promising  is  one  thing  — delivering  is  some- 
thing else.  And  API  delivers! 

When  you  need  professional  liahility  protec- 
tion, as  an  owner/member  of  API  you  'll  have  a 
medical-legal-lay-investigative  defense  team 
whose  No.  1 concern  is  YOU! 

You  decide  whether  to  settle  or  litigate,  and  if 
you  choose  to  fight,  then  that  team  is  ready. 
And  they  have  WON  every  case  they  have 
taken  to  court. 

To  find  out  how  you  can  be  an  owner/ 
member  of  API,  call  us  or  complete  and  mail 
the  coupon. 
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POSITIONS  AVAILABLE 


Established  group  seeks  full-time, 
qualified  Emergency  Physicians  for  large 
volume  emergency  departments  in 
Dallas/Fort  Worth,  Austin,  and  other 
metropolitan  areas.  Fee-for-service. 
Malpractice  provided.  $40.00-$50.00 
per  hour. 

Please  contact  Kathleen  Gallie,  897 
MacArthur  Blvd.,  San  Leandro,  California 
94577:415-638-3979. 


PHYSICIAN 

One  of  America’s  largest  health  care 
corporations  is  currently  seeking  a full 
time  physician  for  our  Plasma  Donor 
Center  located  inCentralTexas. Spanish/ 
English  speaking  preferred. 

Responsibilities  will  include  performing 
physicals  in  conjunction  with  donor 
screening  and  evaluation. 

Our  requirements  are  flexible  and  we  will 
consider  licensed  but  non-practicing 
physicians,  as  well  as  those  desiring  to 
work  on  a consulting  basis.  We  offer 
excellent  working  environment  and  a 
highly  competitive  salary. 

Please  send  curriculum  vitae  to; 

Ad-958,  TEXAS  MEDICINE, 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

Equal  Opportunity  Employer  M/F 
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The  clinical  laboratory 

Dear  Ms  Baker: 

The  July  1979  issue  of  Texas  Medicine  published  an  arti- 
cle by  J.H.U.  Brown,  PhD,  entitled  “Reducing  costs  of 
medical  care — clinical  laboratory.”  I disagree  with  most  of 
Dr  Brown’s  conclusions. 

Dr  Brown  begins  by  saying  “too  many  tests  are  being 
ordered.”  This  is  a popular  theme  nowadays,  both  in  and 
out  of  laboratory  circles.  What  I suspect  Dr  Brown  and 
others  really  mean  is  that  some  tests  are  ordered  inappro- 
priately. Such  tests  are  relatively  easy  to  identify,  but  on 
the  other  hand  it  is  very  difficult  to  identify  those  tests 
which  should  have  been  ordered,  but  were  not.  Until  both 
sides  of  this  issue  have  been  studied  closely,  I am  not 
ready  to  conclude  that  one  outweighs  the  other.  On  the 
other  hand,  I am  not  defending  the  inappropriate  use  of 
lab  tests. 

I imagine  that  the  number  of  tests,  x-rays,  and  many 
other  easily  obtained  diagnostic  procedures  save  physi- 
cians an  enormous  amount  of  time  and  effort.  I see  little 
on  the  horizon  that  will  change  this  fundamental  and  often 
overlooked  fact. 

Dr  Brown  goes  on  to  say,  "Still  another  problem  of  the 
clinical  laboratory  is  the  automation  which  dominates 
most  chemical  determinations. " On  further  reading,  one 
finds  that  Dr  Brown  believes  that  multichannel  analyzers 
have  the  net  effect  of  increasing  the  cost  of  laboratory 
tests.  Dr  Brown  makes  the  point  that  one  test  may  be 
better  than  many.  While  not  debating  the  merit  or  demerit 
of  the  philosophy  embodied  in  this  idea,  let’s  not  forget 
that  Dr  Brown’s  article  is  about  economics.  It  is  an  incon- 
trovertible fact  that  the  cost  to  run  one  or  20  tests  on  most 
multichannel  analyzers  is  exactly  the  same.  Most  patients 
need  more  than  one  test.  That  you  can  have  up  to  19  tests 
for  free  if  you  need  them  would  seem  to  be  virtue  rather 
than  vice. 

In  making  his  argument  against  multichannel  analyzers. 
Dr  Brown  uses  the  following  sentence:  “The  SMA-12  and 
the  SMA-24  are  sophisticated  instruments  which  greatly 
count  the  cost  of  analyses  (12  analyses  cost  less  than 
$5).”  The  meaning  of  this  sentence  is  not  clear.  Its  most 
reasonable  implication  is  that  many  tests  can  be  produced 
for  a small  amount  of  money.  This  is,  however,  the  obverse 
of  the  argument  being  advanced. 

Dr  Brown  also  cites  reference  5 on  three  occasions  but 


fails  to  list  the  reference.  This  is  no  doubt  a simple  over- 
sight, but  it  is  a frustrating  one  indeed  to  any  serious 
reader. 

Dr  Brown’s  most  serious  statements  regard  “the  prob- 
lem of  inaccuracy”  in  clinical  laboratory  studies.  He  calls 
for  increased  accuracy  of  laboratory  determinations  and 
concludes  that  “essentially  zero  error  should  be  allowed  in 
a determination  which  may  affect  life  and  death.”  This  is  a 
powerful  sentiment.  However,  close  examination  will  re- 
veal that  it  is  flawed. 

The  first  flaw  is  the  implication  that  it  is  possible  to 
discriminate  effectively  between  life-and-death  specimens 
and  not-so-important  specimens.  It  is  possible  that  any 
laboratory  determination  can  have  life-or-death  implica- 
tions. It  would  be  folly  to  try  to  discriminate  among  glu- 
coses, for  example,  to  sort  out  the  life-and-death  speci- 
mens. 

The  second  flaw  is  the  implication  that  “essentially  zero 
error”  can  be  achieved.  To  take  the  opposite  position  re- 
garding error  is  particularly  difficult,  for  one  appears  to  be 
attacking  accuracy  and  defending  error.  The  difficulty  is 
that  "error”  usually  connotes  “mistake.”  However,  for  lab- 
oratory tests  the  use  of  the  words  “error”  and  “accuracy” 
have  special  meanings  which  have  nothing  to  do  with  mis- 
takes. 

Most  laboratorians  know  that  the  “standard  error”  is  a 
part  of  any  laboratory  determination.  It  refers  to  the  near- 
ness of  any  given  measurement  to  the  true  value.  To  re- 
duce the  standard  error  beyond  the  point  prevailing  in 
most  laboratories  would  be  an  expensive  proposition. 
Most  physicians  know,  as  studies  document,  that  the 
standard  error  is  so  low  that  it  is  medically  meaningless.’ 
Despite  this.  Dr  Brown  urges  “pressure”  to  force  greater 
accuracy  upon  laboratories  when  no  measurable  medical 
benefit  would  accrue. 

Sincerely, 

Thomas  H.  McConnell,  MD,  Dallas 
REFERENCE 

1.  Vellios  F (ed):  Introduction  to  the  College  of  American  Pathologists 
survey  supplement.  Am  J Clin  Pathol  (SuppI)  70:447-584,  1978. 


TEXAS  MEDICINE 


99 


Dr  Brown  replies 

Dear  Ms  Baker: 

Speaking  from  a variety  of  experiences  relating  to  the  cost 
of  medical  care,  I wish  to  offer  the  following  comments  in 
reply  to  Dr  McConnell’s  letter.  During  a 15-year  span  of 
service  with  DHEW,  I served  as  the  Associate  Adminis- 
trator of  the  Division  of  Research  Resources  of  NIH,  de- 
veloping various  laboratory  instruments  and  attempting  to 
survey  their  usefulness.  I served  for  four  years  as  the 
Associate  Deputy  Administrator  of  the  Health  Services 
and  Mental  Health  Administration  with  direct  responsibility 
for  the  National  Center  for  Health  Services  Research  and 
Development,  working  on  the  problems  of  health  care  and 
health  care  costs.  I proposed  and  developed  the  EMS 
system  and  have  written  several  books  on  the  general 
problems  of  cost  containment  in  medical  practice. 

Speaking  from  this  viewpoint,  I must  disagree  with  Dr 
McConnell.  The  series  of  papers  by  Alvin^  points  out  that 
technology  has  increased  the  demand  for  lab  services 
without  increasing  benefit.  Griner^  has  made  the  same 
point.  Many  other  references  also  testify  that  unnecessary 
tests  are  being  conducted  and  that  this  increases  the  cost 
of  care. 

This  bears  directly  on  Dr  McConnell’s  second  point.  The 
problem  is  not  that  an  analyzer  costs  less  for  20  tests;  it  is 
that  the  patient  pays  for  20  tests  when  only  one  may  be 
necessary. 

The  hearings  on  S-1737  imply  that  perhaps  fewer  than 
10%  of  the  labs  in  the  country  can  perform  with  an  accu- 
racy which  is  considered  acceptable  by  the  Center  for 
Disease  Control.  We  are  unlikely  to  achieve  zero  error,  but 
we  should  approach  it  as  closely  as  possible.  One  witness 
before  the  Senate  subcommittee  testified  that  only  20  of 
225  labs  in  New  York  City  were  correct  90%  of  the 
time  and  that  the  variation  ran  from  30%  to  95%  correct; 
something  beyond  mere  statistical  error  was  occurring. 
Those  laboratories  which  are  are  willing  to  accept  standard 
samples  from  the  Center  for  Disease  Control  and  adjust 
their  procedures  in  accordance  with  the  results  can 
achieve  reasonable  accuracy. 

When  these  data  are  coupled  with  the  data  of 
Schroeder,^  indicating  the  variation  of  almost  100% 
among  physicians  in  requests  for  tests  and  in  the  use  of 
tests  in  diagnosis,  it  becomes  apparent  that  there  is  a real 
problem. 

Reference  5 unfortunately  was  omitted;  it  should  be: 


Brown  JHU:  The  health  care  dilemma.  New  York, 
Human  Sciences  Press,  1978. 

Sincerely, 

J.H.U.  Brown,  PhD,  Houston 
REFERENCES 

1 . Ahivin  RC:  Biochemical  screening — a critique.  N Engl  J Med  283: 
1084-1086,  1970. 

2.  Griner  PF,  Liptzin  B:  Use  of  the  laboratory  in  a teaching  hospital. 
Implications  for  patient  care,  education,  and  hospital  costs.  Ann  Intern 
Med  75:157-163,  1971 

3.  Schroeder  SA:  Variation  among  physicians  in  use  of  laboratory 
tests:  relation  to  quality  of  care.  Med  Care  12:709-713,  1974. 
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What  the  doctor  can  do  to  improve  the  health 
education  of  school  children 


To  affect  the  health  habits  of  today’s  school-aged  young- 
sters is  to  influence  the  health  of  tomorrow’s  graduates, 
and  in  at  least  one  public  school  program,  school  children 
themselves  are  being  organized  to  promote  good  health. 
Professional  alliances  are  collaborating  to  recruit  the 
student  as  a partner  in  good  health.  Physicians  have  been, 
and  will  continue  to  be,  at  the  heart  of  such  campaigns. 

The  physician  joins  the  effort  for  good  health  in  his 
patient’s  pre-cradle  days.  With  parents,  community,  and 
other  health  care  professionals,  he  or  she  guides  the  child 
around  potential  health  crises,  and  as  important,  helps  lay 
the  groundwork  for  long,  quality  life.  But  there  is  room 
for  more  involvement. 

The  physician  is  uniquely  qualified  to  lead  the  com- 
munity in  school  health  education  programs.  There  is  no 
shortage  of  suggestions  for  physician  leadership.  For 
example,  the  doctor  can  join  the  school  committees  that 
oversee  health  programs.  He  or  she  can  help  evaluate 
existing  programs  and  voice  opinions  to  school  and  com- 
munity organizations.  Obviously  the  physician  can  be 
directly  involved  in  specific  health-promotion  activities, 
but  by  all  means,  he  clearly  should  be  a visible,  vocal 
advocate  of  solid  health  education. 

In  an  indirect  and  important  manner,  physicians  can 
become  active  in  local  medical  society  activities  pertain- 
ing to  school  health,  such  as  the  school  health  committee 
of  the  local  medical  society  or  advisory  committees  to 
school  administrations  or  state  committees.  On  commit- 
tees such  as  these  the  physician  has  the  opportunity  to 
get  an  overview  of  the  entire  school  health  program.  An 
example  of  what  can  be  done  is  beginning  in  Houston. 

An  arm  of  the  Houston  Independent  School  District  (HISD) 
administration  is  the  School  Health  Medical  Advisory  Com- 
mittee. This  committee  is  composed  of  physicians  in  vari- 
ous disciplines  who  represent,  among  others,  the  local 
medical  society,  pediatric  society,  and  local  medical 
schools.  The  committee  meets  regularly  with  school  offi- 
cials in  helping  advise  on  various  aspects  of  school  health. 
The  school  health  department  has  implemented  a program 
for  this  school  year  entitled  “Children  Take  Command”  in 
which  children  in  many  of  the  HISD  schools  will  develop 
programs  designed  to  improve  the  health  of  that  school 
population  (children,  teachers,  and  families).  The  Houston 
Pediatric  Society  and  the  Harris  County  Medical  Society 


have  been  asked  to  help  with  the  project,  and  there  will 
be  a physician  advisor  for  each  school.  It  is  hoped  that 
the  physician  will  have  a child  enrolled  in  the  school  to 
which  he  or  she  will  be  an  advisor,  or  that  the  physician 
will  live  near  the  school.  The  project  will  continue  for  six 
months,  and  the  school,  or  schools,  deemed  to  have  the 
most  successful  program  then  will  present  its  program  at 
the  1980  TMA  School  Health  Committee  Conference  on 
School  Health. 

In  addition  to  being  active  in  medical  society-related 
school  activities,  the  physician  also  can  become  more 
directly  involved  and  can  run  for  position  on  local  school 
boards.  This  gives  the  physician  probably  the  most  direct 
effect  on  school  health,  for  one  is  then  in  a position  not 
only  to  give  expert  advice  on  health  matters,  but  also  to 
see  the  bigger  picture  of  how  health  and  education  mesh. 
Significant  changes  can  be  brought  about  through  the 
power  of  the  vote.  The  physician  also  gets  direct  input 
into  some  of  the  overall  problems  of  the  educators.  In 
this  position  the  physician  is  most  exposed  to  the  public 
and  probably  has  the  best  chance  to  understand  the  com- 
munity’s desires. 

Another  important  area  of  physician  cooperation  in 
school  health  matters  is  direct  participation  as  a school 
physician.  This  can  be  performed  as  a paid  professional  or, 
as  is  more  common  in  many  Texas  communities,  as  an 
interested  volunteer  consultant.  The  physician  can  offer 
advice  regarding  communicable  diseases  in  individual 
schools  or  help  with  district-wide  policy  problems.  In  this 
capacity  he  or  she  can  participate  in  in-service  training 
programs,  thereby  providing  school  officials  with  informa- 
tion they  can  impart  to  teachers  and  parents. 

The  field  is  open  for  participation.  Whether  the  physician 
takes  part  indirectly,  as  in  parent-teacher  organizations  or 
school  board  or  medical  society  committees,  will  depend  of 
course  on  the  physician’s  individual  inclination.  The  oppor- 
tunity is  there,  and  the  need  is  there;  one  would  hope  that 
all  of  us  will  make  ourselves  available  according  to  our 
needs  and  the  needs  of  our  children. 

Richard  L.  Plumb,  MD,  Houston 
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Howard  O.  Smith,  M.D.,  F.A.C.S.* 
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Howard  L.  Smith,  M.D.,  F.A.C.S. 
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James  S.  Bussell.  M.D. 

C.  G.  Brown,  M.D. 
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S.  W.  Hughes,  M.D. 
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S.  W.  Hughes,  M.D. 
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S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee.  R.N. 

Director  of  Patient  Care: 

Ruhy  Lowrance.  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  ofTru.stees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

•Expired  May  17th,  1977. 
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The  cover  design  symbolizes  TMA's  active  par- 
ticipation in  disseminating  patient  education  in- 
formation throughout  Texas.  TMA  President 
Mario  Ramirez,  MD.  has  named  health  education 
"the  number  one  priority"  for  his  presidential 
term,  and  on  page  1 03  he  asks  physicians  to  take 


"an  active  part  in  schools,  PTA  organization 
meetings,  churches,  service  clubs,  and  any  other 
groups  which  offer  an  outlet  for  health  education 
activities  " The  article  beginning  on  page  33  fur- 
ther outlines  TMA  activities  in  promoting  health 
education. 
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NEWSBRIEFS 


Medical  licenses  issued 

The  Texas  State  Board  of  Medical  Examiners  reports  that 
904  medical  licenses  were  issued  by  examination  in 
June  1 979  by  the  Board.  Of  these,  855  persons  had  taken 
the  three-day  Federation  Licensing  Exam  (FLEX),  19 
had  taken  the  medical  jurisprudence  only,  and  30  gradu- 
ates were  repeating  the  FLEX  and  jurisprudence.  There 
were  727  Texas  medical  school  graduates  taking  the 
exam,  109  from  out-of-state  medical  schools,  and  67  from 
foreign  medical  schools.  A total  of  972  medical  school 
graduates  undertook  the  exam.  Of  the  281  reciprocating 
applications  which  were  approved,  97  were  from  foreign 
medical  school  graduates. 

Fetal  alcohol  syndrome 

Pregnant  women  who  drink  alcoholic  beverages  may  be 
causing  damage  to  their  unborn  babies.  Many  children 
born  to  women  who  drink  excessively  while  pregnant  have 
shown  recognizable  patterns  of  physical  and  mental 
birth  defects  known  as  the  fetal  alcohol  syndrome.  The 
Texas  Task  Force  on  the  Fetal  Alcohol  Syndrome  will 
launch  a public  awareness  campaign  in  January  to  bring 
attention  to  this  problem.  The  task  force,  led  by  the  Texas 
Commission  on  Alcoholism,  the  TMA  Special  Committee 
on  Alcoholism  and  Drug  Abuse,  and  the  March  of  Dimes, 
will  work  with  20  other  state  organizations  to  deliver  infor- 
mation concerning  the  syndrome  to  the  public. 

TMA  studies  physicians’  prescribing  habits 

Physicians’  prescribing  habits  and  their  attitudes  toward 
use  of  drugs  and  alcohol  are  the  subjects  of  a cooperative 
research  project  by  the  Texas  Medical  Association’s 
Special  Committee  on  Alcoholism  and  Drug  Abuse  and 
the  Hogg  Foundation  for  Mental  Health.  The  purpose  of 
the  study  is  to  gather  current  basic  data  to  be  used  in 
developing  physicians’  awareness  of  their  role  in  the  prob- 
lem of  drug  abuse,  both  in  its  cause  and  in  its  solution.  A 
random  sample  of  physicians  has  been  selected,  and 
each  one  is  being  asked  to  participate  in  a personal 
interview.  Conducting  the  survey  are  O.Z.  White,  PhD; 
John  H.  Lindquist,  PhD;  and  Carl  D.  Chambers,  PhD,  all  of 
Trinity  University  in  San  Antonio.  Members  of  the  TMA 
committee  made  the  final  selection  of  questions  to  be 
asked  and  the  report  of  the  survey  will  become  the  prop- 
erty of  the  TMA. 


Texas  medicine  receives  award 

Texas  Medicine  received  a 1979  award  of  commenda- 
tion from  the  International  Association  of  Business  Com- 
municators, US  District  5,  during  its  meeting  in  Septem- 
ber. The  award  was  based  upon  1979  issues  of  Texas 
Medicine  with  emphasis  on  content,  design,  and  layout. 
US  District  5 comprises  states  in  the  midwest  and  south- 
west. 

Monthly  continuing  education  directory 

For  the  past  nine  years,  the  Texas  Medical  Association 
has  published  an  annual  Texas  Continuing  Education 
Directory  for  Physicians,  supplemented  monthly  by  list- 
ings in  Texas  Medicine.  After  careful  review,  the  Associa- 
tion has  decided  to  discontinue  publication  of  the  annual 
directory  and  will  instead  publish  a monthly  directory  in 
Texas  Medicine.  The  new,  expanded  monthly  directory 
will  include  a six-month  listing  of  continuing  medical  edu- 
cation courses  of  interest  to  physicians  in  Texas.  For 
information  regarding  the  directory  contact  the  Office  of 
Medical  Education  at  TMA  Headquarters.  (See  page  83 
for  this  month’s  directory.) 

New  facility  opens  in  Gonzales 

Warm  Springs  Rehabilitation  Hospital  in  Gonzales  re- 
cently opened  a new  facility  equipped  for  intensive  physi- 
cal therapy  for  persons  with  spinal  cord  injuries,  suffering 
the  effects  of  paralytic  stroke,  birth  defects,  or  disabling 
disease.  The  new  facility,  named  the  John  B.  Walton  Build- 
ing, replaces  a series  of  smaller  units  built  in  the  1940s 
and  1950s  to  treat  polio  patients.  The  Warm  Springs  Re- 
habilitation Hospital  serves  approximately  400  patients 
annually  with  intensive  therapy  and  more  than  500  pa- 
tients monthly  through  outpatient  services. 
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January  conference  to  cover 
medical  ethics,  FTC  ruling 

How  physicians  can  influence  national  and  statewide  is- 
sues will  be  the  focus  of  the  Texas  Medical  Association’s 
January  leadership  conference  and  orientation  session  in 
Austin.  Texas  physicians  will  be  offered  a deeper  insight, 
and  learn  of  ways  in  which  they  can  influence  issues  such 
as  medical  ethics  and  advertising,  national  health  insur- 
ance, and  political  elections.  The  conference,  entitled 
“Influencing  the  Issues,”  will  be  held  Jan  19  at  the  Joe  C. 
Thompson  Center  in  Austin. 

Scheduled  to  speak  are  John  E.  Lyons,  president  of 
Merck  Sharp  and  Dohme,  West  Point,  Penn;  Winfield 
Dunn,  senior  vice  president  of  Public  Affairs,  Hospital 
Corporation  of  America  in  Nashville,  Tenn;  James  S.  Todd, 
MD,  chairman,  American  Medical  Association  Ad  Hoc 
Committee  on  Principles  of  Medical  Ethics;  and  Lowell  H. 
Steen,  MD,  chairman,  AMA  Board  of  Trustees. 

Jack  R.  Bierig  of  Sidley  and  Austin,  a lawyer  represent- 
ing the  AMA  in  the  Federal  Trade  Commission  case  con- 
cerning physician  advertising;  Hoyt  D.  Gardner,  MD,  AMA 
president;  and  Congressman  Marvin  Leath  have  also 
been  invited  to  speak.  Topics  to  be  addressed  include 
the  principles  of  medical  ethics,  the  Federal  Trade  Com- 
mission, medical  and  drug  research,  the  importance  of 
health  care  issues  in  an  election  year,  the  role  of  the 
Joint  Commission  on  Accreditation  of  Hospitals,  hospital 
staff  privileges,  and  sunset  legislation. 

Postgraduate  courses  will  also  be  offered  on  Saturday, 
Jan  19,  and  Sunday,  Jan  20.  On  Saturday,  a basic  cardiac 
life  support  course  will  be  offered  from  1-5  pm.  On  Sun- 
day, physicians  may  select  from  the  following:  Update  on 
Antibiotics;  New  Diagnosis  and  Treatment  of  Neck  and 
Low  Back  Syndrome;  Office  Procedures:  Oral  and  Neck 
Lesions;  and  Office  Surgical  Procedures. 


Workshops  to  focus  on 
physicians’  office  staff 

Patients  do  not  evaluate  their  physician  solely  on  his  or 
her  ability  as  a professional  practitioner,  but  by  the  atti- 
tudes and  conduct  of  everyone  working  in  the  physician’s 
office. 

In  this  regard,  the  American  Association  of  Medical 


Assistants,  Inc,  will  offer  two  workshops  during  the  Texas 
Medical  Association’s  1980  January  conference.  One 
workshop  entitled  “Learning  Patience  with  Patients”  will 
highlight  human  relations  with  an  emphasis  on  increasing 
physician  self  awareness,  and  awareness  of  others.  This 
program  will  be  presented  by  Arlin  V.  Peterson,  EdD, 
author  of  The  Humanistic  Medical  Assistant,  a textbook 
on  human  relations.  Peterson  is  director  of  the  tutorial 
team  instructional  program  at  the  Texas  Tech  University 
School  of  Medicine  in  Lubbock. 

In  a second  workshop,  “Avoiding  Practice  Pitfalls,” 
medical  ethics  will  be  discussed  and  participants  made 
aware  of  the  TMA  Committee  on  Physician  Health  and 
Rehabilitation  and  its  functions.  Ruth  M.  Bain,  MD,  chair- 
woman of  the  TMA  Subcommittee  on  Medical  Discipline, 
and  Kenneth  L.  Orten,  MD,  a member  of  the  TMA  Com- 
mittee on  Physician  Health  and  Rehabilitation,  will  present 
this  program. 

The  AAMA  program  registration  fee  is  $50  before  Jan 
1 5,  and  $60  after  that  date.  Employees  of  physicians  are 
urged  to  attend  these  workshops.  Continuing  education 
credit  has  been  applied  for. 

Successful  year  forces 
TMLT  to  relocate 

Steady  growth  and  financial  independence  have  resulted 
in  the  Texas  Medical  Liability  Trust  (TMLT)  having  to 
relocate  its  offices.  The  Trust,  now  entering  its  second 
year  of  operation,  almost  doubled  in  membership  during 
its  first  nine  months  of  operation  and  has  repaid  all  of  its 
implementation  expenses. 

TMLT  was  created  by  the  Texas  Medical  Association  in 
May  1978,  during  a period  when  medical  professional 
liability  insurance  became  almost  unobtainable.  In  Sep- 
tember of  that  year,  the  Trust  made  its  first  offerings  to 
TMA  physician  members.  By  Jan  1 , 1 979,  there  were 
sufficient  reserves  and  sufficient  insured  members  to  pro- 
ceed with  issuance  of  policies.  At  that  time,  there  were 
approximately  525  insured  members.  In  September  1979, 
there  were  over  1 ,000  members  and  reserves  of  over  $3 
million.  The  Trust  is  reinsured  by  Lloyds  of  London. 

Professional  insurance  managers  run  the  company,  and 
the  physician  committees  operate  in  underwriting  and 
claims  areas.  This  year,  policy  holders  will  elect  three 
board  members  who  will  each  serve  for  a three-year  term. 
In  1981 , the  governing  board  will  consist  entirely  of  mem- 
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bers  selected  by  the  policy-holding  participants  of  the 
Trust. 

The  physician  policy  holder  has  direct  access  to  the 
company  through  the  governing  board  and  committees. 
The  Trust  policy  decisions  are  made  by  physician  mem- 
bers of  the  governing  board.  No  profits  are  made  and  all 
investment  income  stays  within  the  Trust. 

The  Trust  has  secured  space  at  1 01 6 La  Posada,  Suite 
1 76,  Austin,  located  north  of  the  Austin  Marriott  Motor 
Hotel  on  IH-35.  The  mailing  address  is  PO  Box  1 5403, 
Austin,  78761 . 

In-house  TMA  staff  broadens 
legislative  and  iegai  services 

As  additional  emphasis  is  placed  on  state  and  federal 
legislation  and  the  electoral  process,  the  Texas  Medical 
Association  has  created  an  inhouse  staff  for  legal  and 
legislative  services. 

Donald  P.  “Rocky”  Wilcox  was  recently  appointed  TMA 
general  counsel.  Mr  Wilcox  served  as  director  of  the 
Health  Law  Department  of  the  American  Medical  Asso- 
ciation and  as  legal  counsel  of  AMPAC  prior  to  his  TMA 
appointment.  He  is  a graduate  of  The  University  of  Texas 
and  holds  the  law  degree  from  Southern  Methodist  Uni- 
versity. As  general  counsel,  Mr  Wilcox  will  advise  and 
counsel  the  TMA  House  of  Delegates,  Executive  Board, 
Board  of  Trustees,  and  Board  of  Councilors  on  actions 
which  may  have  legal  implications.  He  will  also  be  avail- 


TMA  in-house  legal  and  legislative  staff:  seated.  Donald  P.  Wilcox; 
standing  from  left,  Gregory  D.  Hooser,  Kim  D.  Ross,  and  Kathryn  M. 


able  to  confer  with  councils  and  committees  on  legal  as- 
pects of  issues  which  they  may  be  considering. 

In  addition  to  appointing  a general  counsel,  the  TMA 
has  created  a division  of  legislative  affairs.  This  division 
replaces  the  former  Office  of  Legislative  Affairs  and  will  be 
responsible  for  nine  primary  areas:  state  legislation,  lob- 
bying, federal  legislation,  the  TMA  Council  on  Legislation, 
interim  committees  of  the  Legislature,  the  state  commit- 
tee on  appointments,  TEXPAC,  the  Grassroots  Mobiliza- 
tion Program,  and  medical  specialty  societies. 

Gregory  Drew  Hooser  was  recently  named  director  of 
this  division.  In  this  capacity,  he  will  coordinate  the  Asso- 
ciation's activities  in  the  state  legislature  and  will  serve  as 
TMA's  chief  lobbyist.  Mr  Hooser  has  been  identified  with 
the  Austin  and  Midland  law  firm,  Stubbleman,  McRae, 
Sealy,  Laughlin  and  Browder  since  1976.  He  has  repre- 
sented the  Texas  Association  of  Defense  Counsel,  the 
Pharmaceutical  Manufacturers  Association,  the  Texas 
Surveyors  Association,  and  the  San  Antonio  Chamber  of 
Commerce  at  the  State  Capitol.  Mr  Hooser  received  the 
bachelor’s  degree  in  government  from  The  University  of 
Texas  along  with  the  JD  degree  from  the  UT  School  of 
Law. 

Within  the  Legislative  Affairs  Division,  a new  execu- 
tive director  of  TEXPAC  has  been  appointed.  Ms  Kathryn 
M.  Little  replaces  Robert  A.  Stiuka,  who  accepted  a 
position  as  assistant  executive  director  of  the  Texas 
Academy  of  Family  Physicians.  Ms  Little  has  an  exten- 
sive background  in  fund  raising,  membership,  and  organi- 
zational experience.  She  assisted  Congressman  Tom 
Loeffler  with  his  campaign  and  has  helped  other  candi- 
dates seeking  national  and  state  offices.  She  holds  a 
bachelor's  degree  in  education  from  the  University  of 
Georgia.  As  executive  director,  Ms  Little  is  responsible  for 
fund  raising  and  the  TMA  political  action  program. 

Dr  Ramirez  stresses  need 
for  better  health  education 

Helping  Mexican  Americans  understand  basic  physiol- 
ogy, personal  hygiene,  good  nutrition,  first  aid,  simple 
diseases,  chronic  illness,  and  infectious  diseases,  was  the 
theme  of  a September  conference  sponsored  in  part  by 
Baylor  College  of  Medicine  and  the  National  Heart  and 
Blood  Vessel  Research  and  Demonstration  Center.  There, 
Mario  Ramirez,  MD,  TMA  president,  presented  his  favor- 
ite theme,  improving  health  education.  "Health  problems 
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of  Mexican  Americans  are  really  not  very  different  than 
those  of  poor  rural  communities  in  other  parts  of  the 
United  States,  ’ he  said.  Dr  Ramirez  urged  that  innovative 
solutions  be  found  for  cultural  differences,  language 
barriers,  and  economic  realities.  Diet  plans  printed  for  the 
people  in  Westchester  County,  New  York,  are  not  ap- 
plicable for  residents  of  Zapata  or  Starr  counties  in  Texas, 
he  noted. 

Dr  Ramirez  emphasized  the  need  to  recruit  more  Mex- 
ican Americans  into  health  fields  of  all  types.  He  said,  “I 
am  convinced  that  there  exists  a very  large  pool  of  poten- 
tial future  doctors,  nurses,  pharmacists,  x-ray  and  labo- 
ratory technicians,  etc,  in  the  Mexican  American 
community.  These  students  need  to  be  identified,  moti- 
vated, and  helped.”  By  help,  he  added,  ‘I  do  not  mean 
that  standards  need  to  be  lowered  or  altered — I know  that 
our  students  can  compete  on  equal  footing  and  still  suc- 
ceed.” 

Almost  100  participants  with  backgrounds  in  business, 
health,  social  science,  and  communications  attended  the 
conference  entitled,  “Communicating  with  Mexican  Amer- 
icans: For  Su  Buena  Salud,”  Sept  13-14.  Recommend- 
ations were  drawn  from  the  conference  for  use  by  the 
National  Heart,  Lung  and  Blood  Institute  in  planning  pro- 
grams for  the  1 980s.  The  recommendations  address  the 
design  and  strategies  for  disseminating  health  informa- 
tion, and  focus  on  areas  in  which  further  research  should 
be  done  on  Mexican  American  health  needs. 

TMA  members  receive 
auto  rental  discount 

Texas  physicians  may  find  it  more  economical  to  rent  a 
car  when  traveling  because  of  a new  TMA  agreement  with 
Avis  Rent  A Car.  The  Board  of  Trustees  recently  ap- 
proved an  agreement  with  Avis  Rent  A Car  System,  Inc, 
which  will  allow  a 25%  discount  from  regular  time  and 
mileage  rates  when  traveling  for  business  or  pleasure. 

To  take  advantage  of  the  discount,  physicians  need  only 
show  their  TMA  membership  card  and  the  discount  num- 
ber A/A729800.  Foreign  travel  is  discounted  10%  from 
regular  time  and  mileage  rates. 

Avis  corporate  charge  cards  are  also  available.  Contact 
a local  Avis  district  sales  officer  or  write  Avis  District 
Sales,  12600  Northborough  Drive,  Suite  138,  Houston, 
77067.  For  reservations  in  the  US,  call  toll  free  800- 
331-1212. 


Physicians  alerted  to  danger 
of  drug-alcohol  interactions 

Physicians  and  health  professionals  need  to  give  greater 
attention  to  possible  dangers  of  prescribing  certain  drugs 
to  individuals  who  use  alcohol,  the  surgeon  general  of 
the  Public  Health  Service  says. 

During  the  past  several  years  there  has  been  a major 
increase  in  this  country  in  the  medical  and  nonmedical 
use  of  drugs.  A parallel  increase  in  the  use  of  alcohol  by 
both  men  and  women  increases  the  probability  that  alco- 
hol will  interact  with  another  drug  causing  potentially  fatal 
consequences.  About  20%  of  the  total  number  of  deaths 
from  accident  and  suicide  each  year  are  related  to  drugs. 

Concern  over  these  trends  has  prompted  the  surgeon 
general  to  issue  the  following  advisory  on  the  special 
problems  of  prescribing  certain  drugs  for  patients  who 
consume  alcohol: 

Many  commonly  prescribed  drugs  have  altered 
therapeutic  and/or  adverse  medical  effects  when  taken 
with  alcohol.  These  drugs  include  not  only  sedatives, 
hypnotics,  antidepressants  and  tranquilizers,  but  also 
certain  antihistamines,  analgesics,  anticoagulants,  and 
anti-infective  agents. 

Minor  tranquilizers  as  well  as  other  central  nervous 
system  depressants  are  frequently  used  by  patients  in 
combination  with  alcohol  despite  warnings  to  the  con- 
trary. This  combined  use  may  produce  adverse  medical 
consequences.  Moreover,  the  resultant  potentiation  of 
central  nervous  system  depression  can  impair  perfor- 
mance of  tasks  requiring  alertness — such  as  driving — 
increasing  the  likelihood  of  injury  and  even  death.  The 
combination  itself  can  lead  to  death  by  accidental  over- 
dose or  by  suicide. 

The  use  of  marijuana  and  other  illicit  psychoactive 
substances  is  widespread,  and  this  use  often  occurs  in 
combination  with  alcohol  or  other  licit  psychoactive 
drugs. 

Therefore,  I urge  all  physicians  and  health  profes- 
sionals to: 

(1 ) routinely  document  the  history  and  scrutinize  the 
pattern  of  alcohol  consumption  for  individual  patients  to 
determine  the  possible  relationship  between  present- 
ing complaints  and  mixing  drugs  with  alcohol; 

(2)  be  alert  to  the  possible  interaction  of  prescribed, 
over-the-counter,  or  illicit  drugs — singly  or  in  combina- 
tion— with  alcohol; 
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Liability  Insurance ; 

Texas  Doctors  are  Taking 
Care  of  Each  Other. 

TMA  created  a nonprofit 
Trust  eliminating  the  need 
for  an  expensive  sales  force 
and  high  commercial 
operating  expenses.  All  of 
what  would  be  "profits"  ac- 
crue to  the  Trust's  policy- 
holders. This  means  lower 
premiums.  Physician- 
owned  TMLT  has  grown  to 
more  than  1,000  partici- 
pants since  the  first  of  this 
year  and  more  are  join- 
ing every  day. 

Professionalism — 

A Key  Word. 

TMLT's  executive  staff 
of  insurance  profes- 
sionals has  been  re- 
cruited from  across  the 
nation.  They're  known 
as  TMLT's  medical  lia- 
bility insurance  experts 
for  Texas.  The  staff  is 
available  to  all  Texas 
Medical  Association  mem- 
bers for  consultation  on  risk 
management — patient 
safety — or  any  of  your  liabil- 
ity insurance  needs.  The 
staff  knows  the  insurance 
business  and  can  provide 
the  most  for  every  premium 


dollar.  This  means  "Quality 
through  sound  manage- 
ment and  administration." 

TMLT  delivers — It  gives 
the  word  'Trust''  new 
meaning. 

Fiduciary  responsibility, 
sound  investment  policies 
and  discretionary  man- 
agement preserve  and 
safeguard  the  Trust's  funds. 
These  funds,  with  the  Trust's 
other  services,  are  building 
toward  future  stabilization 
of  professional  liability  in- 
surance providing  Texas 
physicians  with  coverage 
at  the  lowest  possible  cost. 

For  medical  liability  consul- 
tation call  our  offices  today. 
512/472-3322.  Or  simply 
drop  the  attached  reply  card 
in  the  mail. 

TmU 

TEXAS  MEDICAL 
LIABILITY  TRUST 

"A  health  care  liability  claim  trust 
created  by  the  Texas  Medical 
Association." 

1016  LaPosada  / Suite  176 
P.O.  Box  15403 
Austin,  Texas  78761 


(3)  pay  careful  attention  to  the  section  in  the  package 
insert  that  deals  with  drug-alcohol  interactions  and 
consult  the  current  medical  literature  and  references  for 
specific  problems; 

(4)  limit  as  much  as  is  practical  the  quantity  of  drugs 
dispensed  with  anyone  prescription  and  monitor  the 
patient  with  regular  follow-ups  for  unexpected  reactions 
to  the  medication; 

(5)  consider,  both  in  the  choice  of  therapy  and  in  the 
evaluation  of  the  patient,  the  likelihood  of  the  patient’s 
adherence  to  your  admonition  (and  that  of  the  warning 
label  on  the  prescription)  against  using  alcohol  while 
taking  medication. 

Texas  Neurological  Society 

establishes  research  award 

0 

The  Texas  Neurological  Society  is  offering  a $250  award 
for  Texas  students,  residents,  or  postgraduate  fellows  for 
original  neurological  research  papers. 

The  paper  must  have  been  completed  within  the  last  1 8 
months  and  must  not  have  been  published  elsewhere.  It 
may  be  in  basic  science  or  clinical,  but  should  pertain  to 
neurologic  problems. 

The  winning  manuscript  will  be  presented  at  the  TNS 
meeting  in  May  1980  in  conjunction  with  the  TMA  annual 
session.  Travel  and  lodging  expenses  for  the  author  will  be 
paid  for  by  the  society. 

Manuscripts  and  an  abstract  of  1 50  words  or  less 
should  be  submitted  to  the  TNS  president  prior  to  Jan  31 , 

1 980.  Mail  to:  Walter  Buell,  MD,  1 006  Rosa  Verde  Tower, 
San  Antonio,  TX  78205. 

TDH  prepares  for  influenza, 
conducts  special  study 

The  Texas  Department  of  Health  will  conduct  a special 
influenza  surveillance  program  during  the  1 979-1980  res- 
piratory disease  season.  Weekly  reports  of  influenza  and 
respiratory  disease  information  will  be  collected  via  a 
regional  sentinel  system  supported  by  private  physicians, 
outpatient  medical  care  facilities,  hospitals,  university 
health  centers,  schools,  industrial  settings,  and  other 
health  providers  who  are  in  a position  to  collect  data  on 
absenteeism  or  morbidity  due  to  influenza  or  respiratory 
diseases. 

In  addition  to  the  influenza  morbidity  data  collected 


through  this  special  surveillance  program,  the  Bureau  of 
Communicable  Disease  Services  will  continue  to  monitor 
reports  of  influenza  and  influenza-like  illness,  laboratory 
requests  for  serological  or  virological  tests  for  influenza, 
reports  received  from  special  respiratory  disease  centers, 
and  nationwide  reports  of  suspected  and  confirmed  in- 
fluenza activity. 

Texas  health  officials  expect  the  influenza  A/Brazil/78 
strain  to  be  circulating  during  the  1 980  influenza  season. 
This  strain  predominated  in  the  United  States  last  year 
causing  outbreaks  in  schools,  colleges,  and  military 
bases.  People  over  25  years  of  age  were  generally  not 
affected,  presumably  because  of  previous  infection 
with  antigenically  related  strains  that  had  circulated 
throughout  the  world  in  the  early  1 950s. 

Mary  Carson-Coe,  RN,  director  of  the  Surveillance  and 
Information  Program  of  the  Bureau  of  Communicable 
Disease  Services,  said,  “Because  the  influenza  virus 
strains  expected  to  be  circulating  during  1 979-1980 
closely  resemble  those  of  last  year,  this  season's  influenza 
activity  is  expected  to  be  similar  to  that  of  the  1 978-1 979 
season.”  Last  year,  when  people  became  ill  from  the  virus, 
many  experienced  mild  flu  symptoms  for  which  they  ap- 
parently did  not  seek  medical  attention.  Thus,  while  the 
Bureau  of  Communicable  Disease  Services  received  re- 
ports of  high  absenteeism  among  schools  and  industry, 
corresponding  reports  of  influenza  and  influenza-like  ill- 
ness were  not  received  from  the  medical  community. 

The  number  of  cases  of  influenza  and  influenza-like 
illness  reported  to  the  Texas  Department  of  Health  during 
1 978  was  99,394.  This  figure  represents  a 48%  increase 
over  the  67,394  cases  reported  in  1977. 

Physicians  are  urged  to  report  any  indication  of  an 
unusual  clustering  of  apparent  influenza  cases.  Early  noti- 
fication of  such  a clustering  would  enable  the  Bureau  of 
Communicable  Disease  Services  to  provide  epidemi- 
ologic assistance. 

Year  of  child  focuses 
on  needs  of  children 

In  1976,  the  United  Nations  General  Assembly  pro- 
claimed 1979  as  the  International  Year  of  the  Child.  This 
year  was  chosen  because  it  is  the  20th  anniversary  of  the 
UN  Declaration  of  the  Rights  of  the  Child.  These  include 
the  right  to  affection,  love  and  understanding;  to  adequate 
nutrition  and  medical  care;  to  free  education;  to  full  op- 


Volume  75  December  1979 


portunity  for  play  and  recreation;  to  a name  and  na- 
tionality; to  special  care  if  handicapped;  to  be  among  the 
first  to  receive  relief  in  times  of  disaster;  to  be  a useful 
member  of  society  and  to  develop  individual  abilities;  to  be 
brought  up  in  a spirit  of  peace  and  universal  brother- 
hood; and  to  enjoy  these  rights,  regardless  of  race,  color, 
sex,  religion,  national  or  social  origin. 

As  the  International  Year  of  the  Child  draws  to  a close, 
Texas  medical  schools  and  specialty  societies  are  evaluat- 
ing and  reviewing  the  year’s  activities.  Basically,  it  has 
been  a year  for  heightening  public  awareness  of  children 
on  many  different  levels,  such  as  medical,  social,  and 
educational.  Paul  Meyer,  MD,  president  of  the  Texas 
Chapter,  American  Academy  of  Pediatrics  said,  "The  year 
has  been  an  initial  success  in  that  people  are  more  cog- 
nizant of  the  problems  of  children  and  their  health.”  While 
cognizance  is  a necessary  first  step.  Dr  Meyer  noted  the 
next  step  will  be  obtaining  monies  to  continue  initiating 
and  carrying  out  projects  for  children. 

Texas  medical  schools,  along  with  the  Texas  Chapter  of 
the  Academy,  which  followed  the  lead  of  its  national 
parent  organization,  established  programs  throughout  the 
year  focusing  on  four  major  medical  issues  concerning 
children:  immunization,  nutrition,  accident  prevention,  and 
health  education. 

Recognition  of  these  objectives  was  purposely  left  un- 
defined to  allow  local  areas  to  determine  where  children 
needed  attention  and  to  undertake  the  approaches  neces- 
sary to  meet  those  needs.  Dr  Meyer  commented,  “Plan- 
ning for  the  lYC  has  been  slow  because  Texas  is 
extremely  large;  it  has  been  difficult  to  initiate  four  projects 
at  once.”  Instead,  many  communities  chose  to  focus  on 
only  one  issue.  In  Texas,  some  communities  chose  acci- 
dent prevention  as  a key  issue  and  worked  along  with  the 
traffic  safety  committees  to  demonstrate  how  seat  belts 
help  protect  children.  In  Houston,  the  emphasis  was  on 
immunization,  with  talk  shows  and  even  an  immunization 
Sunday,  when  physicians  immunized  children  at  the  zoo, 
in  parks,  and  in  malls.  In  San  Antonio,  a different  theme 
was  featured  each  month  such  as  legal  rights  of  children, 
teenage  parenting,  education,  sports,  etc. 

Some  Texas  medical  schools  initiated  no  new  programs 
because  they  already  had  activities  similar  to  those  out- 
lined for  the  lYC  in  operation.  Heinz  Eichenwald,  MD,  UT 
Southwestern  Medical  School  in  Dallas,  explained  that  in 
the  early  part  of  the  year,  his  department  decided  that 
adding  any  new  activities  would  be  redundant.  Dr  Eichen- 


wald  said,  “We  agreed  that  you  don't  do  something  for 
one  year,  and  then  drop  it  the  next.  These  must  be 
ongoing  programs." 

Many  of  the  programs  initiated  by  the  Texas  Chapter  of 
the  AAP  during  1979  will  be  continued  into  1980  to  coin- 
cide with  the  50th  anniversary  of  the  AAP.  In  addition,  the 
Texas  Chapter  and  the  Texas  Pediatric  Society  com- 
posed a Joint  Task  Force  on  Child  Health  Planning  to 
establish  long-range  goals  with  the  ultimate  result  to  be 
more  than  impressive  observations  and  declarations 
made  during  the  lYC.  It  is  hoped  that  these  long-range 
plans  will  initiate  significant  improvements  for  the  well- 
being of  children. 

Houston  to  host 
1980  annual  session 

Syndicated  columnist.  Art  Buchwald,  will  be  a featured 
speaker  for  the  Texas  Medical  Association's  1980  Annual 
Session  in  Houston.  The  1 13th  annual  session  will  con- 
vene May  14-18,  1980  and  is  expected  to  draw  some 
6,500  participants. 

The  five-day  conference  will  include  some  30  scientific 
sessions,  1 1 symposia,  and  programs  by  20  specialty 
societies.  Topics  in  family  practice,  surgery,  and  internal 
medicine  will  be  discussed  by  prominent  speakers  from 
across  the  country.  Already,  39  out-of-state  speakers 
have  affirmed  their  participation  in  the  scientific  sessions. 

A special  five-hour  course  on  hypertension,  spon- 
sored by  the  American  Heart  Association,  Texas  Affiliate, 
will  be  offered.  Primary  care  physicians  will  have  an  op- 
portunity to  learn  more  about  screening  cancer  patients  in 
a program  entitled,  “Early  Detection  of  Cancer.”  This 
seminar  will  include  presentations  by  guest  speakers  Saul 
B.  Gusberg,  MD,  professor  and  chairman,  obstetrics  and 
gynecology.  City  University  of  New  York,  Mount  Sinai 
School  of  Medicine,  New  York;  and  LaSalle  D.  Leffall,  Jr, 
MD,  president,  American  Cancer  Society,  chairman.  De- 
partment of  Surgery,  Howard  University  College  of  Medi- 
cine, Washington,  DC. 

The  1980  annual  session  will  be  headquartered  at  four 
Houston  locations.  The  scientific  sessions  and  exhibits  will 
be  quartered  at  the  Astrohall  and  Astrovillage;  the  House 
of  Delegates  will  convene  in  the  Shamrock  Hilton;  and  the 
TMA  Auxiliary  will  conduct  its  proceedings  in  the  War- 
wick Hotel. 
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Dr  R.M.  Tenery 
dies  in  Dallas 

Robert  Mayo  Tenery,  MD,  67,  died  Oct  5 at  the  Baylor 
University  Medical  Center  in  Dallas.  Until  his  retirement  in 
January  1 978,  Dr  Tenery  was  chief  of  surgery  at  the 
W.C.  Tenery  Community  Hospital  in  Waxahachie. 

Dr  Tenery  served  as  the  98th  Texas  Medical  Associa- 
tion president  in  1963.  Active  in  medical  organizations 
since  1945,  he  served  as  secretary  and  president  of  the 
Ellis  County  Medical  Society  and  North  Texas  Medical 
Association.  He  held  memberships  in  TMA  and  the  Amer- 
ican Medical  Association,  and  was  a fellow  of  the  Amer- 
ican College  of  Surgeons,  Texas  Surgical  Society, 
Southwestern  Surgical  Congress,  and  American  Associa- 
tion for  the  Surgery  of  Trauma.  He  was  TMA  vice-presi- 
dent in  1961-1962;  TMA  president-elect  in  1962-1963; 
and  was  a member  of  the  TMA  Board  of  Councilors  for 
nine  years.  He  also  contributed  to  the  TMA  Council  on 
Constitution  and  Bylaws,  serving  as  chairman  from  1967- 
1972. 

Surviving  family  members  include  his  wife,  Barbara 
Nell  Tenery;  son  and  daughter-in-law.  Dr  and  Mrs  Robert 
Mayo  Tenery,  Jr,  Dallas;  and  daughter  and  son-in-law.  Dr 
and  Mrs  Peter  R.  Carter,  all  of  Dallas;  grandchildren, 
Robert  Mayo  Tenery  III,  Robyn  Jarratt  Tenery,  Rich  Gar- 
rett Carter,  and  Benjamin  Garrett  Carter;  and  stepmother, 
Mrs  W.C.  Tenery,  Waxahachie. 

Fall  conference  examines 
government  role  in  health  care 

Texas  physicians  were  urged  to  assume  a leading  role 
as  organized  medicine  enters  a new  decade  and  pre- 
pares to  confront  the  challenges  which  threaten  its  future. 
Six  guest  speakers  spoke  soberly  and  bluntly  about  cur- 
rent and  upcoming  issues,  and  the  more  than  1 ,200  phy- 
sicians who  attended  the  Texas  Medical  Association 
Fall  Conference  in  Austin  did  not  waver  in  their  attention. 
Such  programs  as  public  health  education,  the  exten- 
sion of  health  insurance  to  more  Texans,  participation  in 
the  election  processes  during  the  coming  election  year, 
and  tending  to  the  “Sunset  Hearings,”  which  may  re- 
define the  practice  of  medicine,  are  some  of  the  immedi- 
ate challenges  which  have  also  been  named  priorities 
by  TMA. 


Foremost  in  everyone's  mind,  however,  was  the  en- 
croachment of  government  into  the  practice  of  medicine. 
Representative  James  M.  Collins-R,  Dallas,  com- 
mented, "Socialized  medicine  is  real  in  this  country.”  He 
noted  that  health  care  is  a popular  political  issue  at  pres- 
ent, and  that  most  senators  and  representatives  wish  to 
be  known  as  innovative  and  creative.  He  urged  physi- 
cians to  be  sure  of  the  people  they  vote  into  Congress. 
“What  matters  is  who  you  send  to  Congress, " he  said, 
"because  they  are  the  people  who  form  the  future.” 

George  TC.  Way,  MD,  president  of  the  Medical  Society 
of  New  York  State,  remarked  on  how,  in  the  past,  the 
government  has  tested  some  of  its  proposed  programs  in 
his  state.  “We  have  had  a cap  on  hospital  costs  for  over 
two  years,  and  about  two-thirds  of  our  hospitals  are  on 
the  verge  of  bankruptcy,”  he  said.  “Our  hospital  system  is 
bogged  down  by  being  subject  to  inspection  by  and  re- 
porting to  some  162  regulatory  and  accrediting  bodies.” 

Merlin  K.  DuVal,  MD,  president.  National  Center  for 
Health  Education,  San  Francisco,  stressed,  “This  pro- 
gressive movement  toward  an  egalitarian  state  has  one 
defect.  That  is,  one  pursues  the  equality  of  results  rather 
than  equality  of  opportunity.” 

Coupled  with  the  increasing  government  interest  in 
medical  affairs  is  the  challenge  of  reversing  the  trend  of 
decreasing  physician  membership  in  organized  medicine. 
Robert  B.  Hunter,  MD,  American  Medical  Association 
president-elect,  noted  that  only  one-half  of  the  physicians 
in  this  country  are  members  of  the  AMA.  On  a local  level, 
however,  TMA  is  enjoying  a banner  year  in  membership 
retention  and  development.  In  July  1979,  the  number  of 
regular  and  provisional  members  increased  by  1 ,069  from 
July  1 978.  That  number  is  more  than  double  that  for  the 
previous  year.  Texas  membership  in  the  AMA  has  also 
increased  by  almost  1 ,300  since  mid-year  1978. 

While  discussing  health  education,  TMA’s  number  one 
priority  for  this  year.  Dr  DuVal  recommended  that  physi- 
cians alter  their  public  image  by  thinking  in  terms  of 
health  rather  than  illness.  He  suggested  setting  good 
health  examples,  seeking  out  ways  to  visibly  aid  the  com- 
munity, and  adding  health  education  to  prescriptions  as 
possible  positive  measures. 

Dr  DuVal  scoffed  at  the  idea  of  a patient's  ‘right’  to 
good  health.  “Health  is  not  a personal  right,  but  a per- 
sonal responsibility,”  he  emphasized.  “Along  with  a ‘right’ 
to  good  health,”  he  added,  “there  is  a right  to  self-deter- 
mination and  free  choice.  One  must  believe  the  patient 
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will  pursue  his  or  her  right  to  health.” 

The  growing  number  of  data  banks  and  problems  of 
maintaining  confidentiality  were  issues  addressed  by  Al- 
meta  Cooper,  JD,  attorney,  AMA  Office  of  the  General 
Counsel.  Ms  Cooper  noted  that  there  are,  as  yet,  no 
guidelines  as  to  what  information  should  be  disclosed  by  a 
physician  if  asked.  She  recommended  that  physicians 
place  only  pertinent  medical  information  in  medical  rec- 
ords to  protect  both  the  patient  and  physician  from  any  un- 
necessary disclosures. 

The  Leadership  Conference  and  Orientation  Program 
was  held  Sept  22  at  the  Joe  C.  Thompson  Center  in 
Austin.  Cassette  recordings  of  the  presentations  are 
available.  For  information,  contact  TMA  Cassettes,  c/o 


Associated  Duplicators,  Inc,  2829  W Northwest  Hwy, 
Suite  215,  Dallas,  TX  75220. 

Coming  next  month 

Articles  scheduled  for  publication  in  the  January  issue  of 
Texas  Medicine  include  “Therapy  of  malignant  brain  tu- 
mors: an  update  on  progress,”  “Psychogenic  water  intox- 
ication: a fatality,”  and  “Exercise  stress  testing:  an 
overview,  1979.”  The  issue  also  will  include  a report  of 
medical  services  utilization  and  health  care  attitudes  in  a 
rural  Texas  population  and  a discussion  of  the  family  and 
premature  infant  following  intensive  neonatal  care. 


Investment  performance 

for  TMA  Members’  Retirement  Plan  and  Trust 


(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling  in  the  program,  comparative  perfor- 
mances for  investments  are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  news- 
papers list  up-to-the  minute  values  on  mutual  funds.) 


1979 

3 Years 

5 Years 

Current 

through 

Ended 

Ended 

Dividend 

Investment  Media^ 

10/31/79 

12/31/78 

12/31/78 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+ 6.7 

+ 39.5 

7.6 

1.9 

Loomis-Sayles  Mutual  Fund 

+ 0.2 

+ 3.1 

- 9.7 

5.1 

Mercantile  Bank  HR-10  Equity  Fund 

+ 15.4 

*24.9 

M7.8 

b 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

- 0.6 

+ 22  9 

*28.1 

b 

T.  Rowe  Price  Growth  Stock  Fund 

+ 0.9 

+ 9.1 

- 3.8 

2.5 

T.  Rowe  Price  New  Income  Fund 

- 4.8 

* 0.2 

- 2.9 

8.3 

Stein,  Roe  & Farnham  Balanced  Fund 

+ 3.8 

+ 3.6 

- 7.4 

4.0 

Standard  & Poor  500  Stock  Average 

+ 5.9 

+ 6.6 

- 1.3 

— 

Dow  Jones  Industrial  Average 

+ 1.3 

- 5.6 

- 5.4 

a.  Mutual  Fund  performances  include  reinvested  capital  gain  distributions. 

b.  Mercantile  HR-10  Equity  and  Fixed  Income  Funds  make  no  distributions.  All  earnings  are  retained  in  the  respective  funds. 
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A double-blind,  con- 
trolled study  of  28 
patients  employing 
maximal  treadmill 
exercise  stress  tests. 

1.  Antianginal  efficacy  of  oral  therapy 
with  isosorbide  dinitrate  capsules, 
Lee  G,  Mason  DT,  Amsterdam  EA. 
Miller  RR,  and  DeMaria,  AN. 

Chest  73:327-333, 1978. 


ISORDIl  nMBIDS^cAPsuLEs 

(ISOSORBIDE  DINITRATE)  sustained-action  capsules,  40  mg 


gradual  release  provides  up  to  ten  hours  of  sustained  prophylaxis  against  angina 
pectoris  attacks 

bid  dosage  is  frequently  satisfactory  to  prevent  angina  attacks... dosage  range  1 capsule 
bid  to  qid 

stable... retains  potency  without  significant  loss  or  variation  under  normal  conditions 
(room  temperature,  c 73  F) 


*lndications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated  for 
the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is  not  in- 
tended to  abort  the  acute  anginal  episode,  but  is  widely  regarded  as 
useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites  and 
nitrates  may  occur. 


Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is  com- 
mon and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness  and 
weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug  rash 
and/or  exfoliative  dermatitis  may  occasionally  occur. 

Conoj/t  direction  circular  before  presrribing. 

May  we  send  you  reprints,  detailed  information  and/or  professional  samples? 

IVES  laboratories  INC. 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE  THROUGH  MEDICINE® 


© 1979  Ives  Laboratories  Inc. 


TEMBIDS®- TRADEMARK  FOR  SUSTAINED-ACTION  CAPSULES 


MEDICAL  NEWSMAKERS 


JOHN  F.  WILLIAMS,  JR,  MD,  professor  of  internal  medi- 
cine and  director  of  cardiology  at  UT  Medical  Branch,  has 
been  elected  chairman  of  the  board  of  governors  of  the 
American  College  of  Cardiology. 

MAX  E.  JOHNSON,  MD,  San  Antonio,  has  been  pre- 
sented the  first  annual  “Special  Friend  Award”  by  The 
University  of  Texas  at  Austin  School  of  Nursing  and  the 
school’s  advisory  council  in  recognition  of  his  service  to 
the  nursing  profession,  the  UT  Austin  Nursing  School  and 
the  advisory  council.  Dr  Johnson,  who  has  been  a mem- 
ber of  the  advisory  council  since  1 977,  previously  served 
for  many  years  on  the  development  board  of  the  UT 
System  School  of  Nursing. 

JEAN  MOBLEY,  CMA-AC,  Lubbock,  has  been  installed  as 
president  of  the  American  Association  of  Medical  Assis- 
tants, Inc.  Ms  Mobley  is  employed  by  JOHN  H.  SELBY, 
MD,  as  office  manager. 

SETH  B.  COWAN,  MD,  Garland,  is  the  new  president  of 
the  Texas  Academy  of  Family  Physicians.  Other  newly- 
elected  officers  include  HAROLD  R.  HIGH,  MD,  Cuero, 
president-elect;  GLEN  E.  JOURNEAY,  MD,  Austin,  vice- 
president;  and  WARREN  T.  LONGMIRE,  MD,  Hitchcock, 
treasurer. 

WALTER  L.  DICK,  director  of  the  Hospital  Licensure  and 
Certification  Division  of  the  Texas  Department  of  Health,  is 
the  recipient  of  the  Administrator's  Citation,  the  highest 
award  given  by  the  Health  Care  Financing  Administration. 
Mr  Dick,  who  is  currently  serving  as  president  of  the 
Association  of  Health  Facility  Licensure  and  Certification 
Directors,  was  recognized  for  his  contributions  to  quality 
health  care  through  improved  enforcement  of  the  Medi- 
care and  Medicaid  provider  standards  and  improved  inter- 
governmental relations. 

JACK  A.  GRAY,  MD,  Arlington,  is  the  new  president  of 
the  Texas  Society  of  Anesthesiologists  (TSA).  Other  of- 
ficers elected  during  the  TSA  annual  meeting  in  Septem- 
ber include  RICHARD  C.  WOLFF,  MD,  San  Antonio, 
president-elect;  EARL  L.  GRANT,  MD,  Austin,  treasurer; 
VAL  F.  BORUM,  MD,  Fort  Worth,  member  of  the  Board  of 
Directors  of  the  American  Society  of  Anesthesiologists 
(ASA) ; and  LAMAR  JACKSON,  MD  Houston,  alternate  to 
the  ASA  Board  of  Directors. 

STERLING  H.  FLY,  JR,  MD,  a Uvalde  physician  and 
member  of  The  University  of  Texas  Board  of  Regents,  has 
been  elected  vice-president  of  The  University  of  Texas 


Medical  Branch  Alumni  Association.  A 1950  graduate  of 
UTMB,  Dr  Fly  has  been  in  private  practice  in  Uvalde  since 
1 952  and  has  served  as  a clinical  associate  professor  of 
family  practice  at  The  University  of  Texas  Health  Science 
Center  at  San  Antonio. 

MICHAEL  E.  DEBAKEY,  MD,  president  and  chancellor  of 
the  Baylor  University  College  of  Medicine  in  Houston,  is 
among  nine  men  and  women  from  North  America  honored 
with  the  1 980  Encyclopaedia  Britannica  Awards  for 
Achievement  in  Life.  Best  known  for  his  efforts  in  the 
treatment  of  cardiovascular  diseases.  Dr  DeBakey  has 
received  the  Britannica  Award  for  Achievement  in  Science 
and  Medicine. 

M.  T.  JENKINS,  MD,  the  McDermott  Professor  and  chair- 
man, department  of  anesthesiology  at  UT  Southwestern 
Medical  School,  has  received  the  1978  Distinguished  Ser- 
vice Award  of  the  American  Society  of  Anesthesiologists 
(ASA).  Cited  for  meritorious  service  and  achievement  in 
his  career.  Dr  Jenkins  is  a former  president  of  ASA  and  the 
Texas  Society  of  Anesthesiologists,  a member  of  the 
AMA  Council  on  Medical  Education,  and  a delegate  to  the 
American  Medical  Association  from  the  ASA. 


John  F.  Williams,  Jr,  MD  M.  T.  Jenkins,  MD 
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AnERAUlHOSE 

YEARS  OF  HARD 
WORK,  SOMEONE 
nNAUy  HANDS 
IT  TO  YOU. 


You’re  extremely  vulnerable. 

Because,  along  with  achiev- 
ing a good  reputation,  a nice- 
sized practice,  and  a large 
estate,  you’ve  become  a prime 
target  for  malpractice  claims. 

And  though  you  may  get 
one  that’s  of  a frivolous  nature, 
improperly  handled  it  can  cause 
enough  pressure  to  affect  you 
at  work. 

Which  is  why  you  may  want 
to  contact  Insurance  Corporation 
of  America. 

There  are  some  specific  rea- 
sons why  we  ’re  better  at  help- 
ing you  than  other  malpractice 
insurance  companies. 

AN  ICA  ATTORNEY.  FROM 
THE  START. 

Legal  action  against  a policy- 
holder of  ours  is  met  head-on. 

With  legal  action  from  us. 

So,  unlike  other  insurance 
companies,  ICA  doesn’t  give 
you  a general  adjuster  who 
also  handles  auto  liability 
claims. 

Instead,  even  your  initial 
phone  conversation  with  ICA 
about  a claim  is  with  one  of  our 
licensed  attorneys,  .seasoned  in 


handling  professional  liability 
claims. 

AFTER  YOU  CALL  US,  WE 
WON'T  LEAVE  YOU 
HANGING. 

To  help  relieve  the  worries  and 
frustrations  a claim  can  bring 
you,  we  quickly  become  per- 
sonally involved. 

Soon  after  your  call,  we’re 
discussing  the  claim  face-to- 
face  with  you. 

We  also  personally  check 
every  hospital  record  in  a case, 
and  act  promptly  on  even  a 
suspicion  of  a claim. 

In  so  doing  we’re  able  to  end 
many  malpractice  threats  before 
they  become  formal  suits. 

And  if  a claim  is  formally 
lodged  against  you,  your  ICA 
attorney  will  bring  together  a 
task  force  drawn  from  the  best, 
most  experienced  legal  firms  in 
the  field  of  malpractice  law. 

He  will  coordinate  the  attor- 
neys’ efforts  with  those  out- 
standing physicians  who  serve 
as  ICA  consultants. 

And  he’ll  be  totally  com- 
mitted to  fight  until  you  get  a 
favorable  Judgment  or  until 


all  remedies  by  appeal  or  other 
proceedings  are  exhausted. 

What’s  more,  at  ICA  we 
never  recommend  that  you  set- 
tle just  because  it  could  be  less 
costly  than  fighting. 

WE  TREAT  $15,000-D0LLAR 
CLAIMS  LIKE  CLAIMS  100 
TIMES  BIGGER. 

A small  claim  can  do  as  much 
damage  to  a doctor’s  reputation 
as  a big  one. 

And  we’re  very  sensitive 
to  that  fact.  Because  in  addition 
to  being  operated  by  attorneys, 
our  medical  liability  division  is 
founded  by  an  attorney  who  is 
also  a physician. 

So  when  it  comes  to  protect- 
ing physicians,  we’re  not  only 
highly  professional. 

We’re  highly  motivated. 

And  we  hope  that  motivates 
you  to  fill  in  and  mail  the  at- 
tached postage-paid  form  today. 

INSURANCE 
CORPORATION 
OF  AMERICA 
ICA  Building,  2205  Montrose  Blvd., 
Houston,  Texas  77006,  713/526-4863 

A:XV  Reinsurance  Protection  Provided. 


MEDICINE  AND  THE  LAW 


THE  SUNSET  LAWS 

A Harris  Poll  in  the  early  1 970s  indicated  that  55%  of  the 
American  people  believed  that  those  running  the  country 
did  not  really  care  what  happened  to  the  public.  In  a more 
recent  Harris  poll,  76%  of  the  people  felt  that  the  trouble 
with  government  is  that  elected  officials  have  lost  control 
over  bureaucrats  who  really  run  things. 

In  response  to  this  public  sentiment,  state  and  national 
legislative  bodies  began  their  search  on  how  to  get  a 
handle  on  the  fourth  branch  of  government,  the  admin- 
istrative agencies.  The  principal  thrust  has  been  to  enact 
"Sunset  Acts,”  a concept  that  attempts  to  institutionalize 
change,  and  provides  a process  by  which  review  of  the 
bureaucracy  can  be  accomplished  on  a regular,  system- 
atic basis. 

In  spite  of  the  recent  consideration  and  enactment  in 
almost  every  state  and  in  the  Congress,  the  concept  is  not 
a new  idea.  In  the  1 930s,  former  US  Supreme  Court 
Justice  William  O.  Douglas  is  said  to  have  proposed  to 
President  Franklin  D.  Roosevelt  a limited  lifespan  for  the 
newly  created  governmental  agencies.  The  concept  fell  on 
deaf  ears  at  that  time. 

In  1964  Congress  enacted  the  Legislative  Reorgan- 


Texas  Sunset  Act  Time 

Before  Oct  30 
of  each  year 


Before  June  1 
even  numbered  years 

Between  June  1-Nov  1 
even  numbered  years 


Dec  15 

even  numbered  years 


Requirements 

-the  Sunset  Advisory  Commission,  with  the 
Legislative  Budget  Board's  Performance 
and  Evaluation  Section,  must  submit  an  an- 
nual report  on  a given  agency,  to  the  Sec- 
retary of  State 

-each  agency  under  review  must  report  on 
its  advisory  committees  to  the  Secretary  of 
State. 

-each  agency  must  report  to  the  Com- 
mission. 

-the  Commission  must  evaluate  the  agency 
under  review  during  the  even  numbered 
year  before  an  agency's  termination. 

-the  Commission  must  hold  public  hearings 
in  the  even  numbered  years  prior  to  an 
agency's  scheduled  termination.  These 
hearings  may  occur  prior  to  June  1 when  the 
Commission's  review  and  evaluation  have 
been  made  public  before  June  1 . 

-the  Commission's  report  and  evaluation  is 
due  before  this  date  in  the  even  numbered 
year  prior  to  termination.  Before  the  year  of 
termination,  the  Commission  shall  give  its 
report  to  the  Governor  and  the  Legislature, 
The  Legislature  then  must,  by  law,  con- 
tinue the  agency  or  advisory  committee, 
or  it  is  abolished. 


ization  Act  of  1 964,  giving  each  substantive  committee  of 
Congress  the  responsibility  to  supervise  the  administrative 
agencies'  execution  of  laws  within  their  jurisdiction.  The 
congressional  mandate,  however,  has  been  little  used. 

Texas  was  the  first  state  to  seriously  consider  the  Sun- 
set approach.  The  Texas  Advisory  Commission  on  Inter- 
governmental Relations  outlined  Sunset  provisions  that 
applied  not  only  to  all  regulatory  agencies,  but  to  all 
statutory  state-created  agencies  with  statewide  jurisdic- 
tion, and  appointed  officers.  Institutions  of  higher  learning 
were  excepted. 

While  Texas  developed  the  concept,  Colorado  is  cred- 
ited with  enactment  of  the  first  Sunset  act  in  the  nation, 
Texas  enacted  a Sunset  law  in  1 975,^  which  brought 
under  its  12-year  review  more  than  1 70  state  agencies. 
State  laws  which  regulate  the  following  businesses,  oc- 
cupations, and  professions  come  under  the  mandate  of 
the  Sunset  laws:  accountants;  airlines;  amusement  and 
music  coin  machines;  archeological  and  salvage  opera- 
tions; architects;  landscape  in  general;  athletic  trainers; 
attorneys;  automobile  clubs,  banks,  barbers  and  barber 
shops;  beer  licenses;  boxers;  wrestlers,  managers  and 
matchmakers;  chiropractors;  corporations;  cosmetolo- 
gists; credit  unions;  dentists;  drivers;  egg  industry;  em- 
ployment agencies;  engineers;  fire  protection  instructors; 
geophysical  permits;  hearing  aid  fitters  and  dispensers; 
hospitals;  hunting  and  fishing;  insurance  agents;  labor 
agents;  law  enforcement  officers  and  instructors;  li- 
brarians; liquor  permits;  medical  doctors;  mental  hospitals; 
morticians,  funeral  directors,  and  embalmers;  motor  car- 
riers; nurses;  tuberculosis  nurses  and  vocational  nurses; 
nursing  home  administrators;  oil  and  gas  drilling  permits; 
optometrists;  osteopaths;  pest  control  business;  realtors; 
savings  and  loan  associations;  security  sales  personnel; 
surveyors;  veterinarians;  and  water  appropriations.  The 
list  is  by  no  means  complete,  but  exemplifies  the  wide 
range  of  activities  and  services  regulated  by  the  State  of 
Texas. 

Under  the  Texas  Sunset  Act,  certain  affected  state 
agencies  and  advisory  committees  are  scheduled  for  re- 
view of  automatic  termination  every  two  years  from  1 979  to 
1 989.  The  act  outlines  strict  time  requirements  which  must 
be  adhered  to  within  the  review  process.*  The  Sunset 
Advisory  Commission,  which  in  turn  is  aided  by  the  Legis- 
lative Budget  Board’s  Performance  and  Evaluation  Sec- 
tion, offers  the  Legislature  recommendations  in  its 
decision  to  continue  or  abolish  an  agency.  This  commis- 


TEXAS  MEDICINE 


Sion  is  composed  of  four  members  of  the  Senate  ap- 
pointed by  the  lieutenant  governor,  and  four  members  of 
the  House  of  Representatives  appointed  by  the  speaker. 

There  are  three  distinct  pfiases  which  the  commission 
undergoes  before  submitting  its  recommendations  to  the 
Legislature.  In  the  first  phase,  the  agency  under  study 
sends  a self  evaluation  report  to  the  Commission.  The 
second  phase  involves  the  preparation  of  an  evaluation 
report  by  the  Legislative  Budget  Board’s  program  evalua- 
tion staff.  The  final  phase  involves  a public  hearing  at 
which  the  information  contained  in  the  reports,  and  testi- 
mony by  the  public,  is  considered. 

The  66th  Session  of  the  Texas  Legislature  considered 
some  26  state  agencies  for  review  between  1 977  and 
1 979.  Two  of  the  major  professional  type  acts  considered 
were  the  State  Bar  of  Texas  and  the  Board  of  Law  Exam- 
iners. The  Sunset  staff  and  the  Commission  developed 
several  overall  approaches  in  regard  to  this  type  of  state 
regulation.  These  approaches  addressed  common  prob- 
lems found  while  reviewing  agencies,  and  could  be  cate- 
gorized as;  a lack  of  public  representation  on  the  various 
boards  or  commissions;  lack  of  responsiveness  to  com- 
plaints by  the  public;  the  imposition  of  unnecessary  re- 
quirements for  obtaining  a license;  the  use  of  rulemaking 
authority  to  reduce  the  competitive  aspects  of  advertising 
and  competitive  bidding;  and  the  avoidance  of  legislative 
review  of  expenditures  through  the  appropriations  pro- 
cess. 

In  1978,  the  Sunset  Commission  recommended  the 
following  approaches  to  these  overall  problems:  (1 ) re- 
quire public  membership  on  boards  and  commissions;  (2) 
require  specific  provisions  relating  to  conflict  of  interest; 

(3)  allow  advertising  and  competitive  bidding  practices 
which  are  not  deceptive  or  misleading;  (4)  provide  for 
notification  and  information  to  the  public  concerning  board 
activities;  (5)  provide  an  analysis,  on  request,  to  individu- 
als failing  the  examination;  (6)  provide  for  licensing  by 
endorsement  rather  than  reciprocity;  (7)  require  that  all 
parties  to  formal  complaints  be  periodically  informed  in 
writing  as  to  status  of  the  complaint;  (8)  require  staggered 
renewals  of  licenses;  (9)  require  standard  time  frames  for 
renewal  of  licenses  which  are  delinquent;  and  ( 1 0)  require 
that  files  be  maintained  on  complaints.  These  recom- 
mended approaches  were  incorporated  into  the  text  of  the 
recommendations  for  each  of  the  agencies  reviewed. 

The  following  state  agencies  concerned  with  health 
matters  are  scheduled  for  the  Sunset  Commission  review 
prior  to  and  during  the  1 979-1980  session  of  the  Legis- 
lature: The  boards  of  medical  examiners,  tuberculosis 
nurse  examiners,  licensed  vocational  nurse  examiners, 
optometry  examiners,  pharmacy  examiners,  registered 
nurse  examiners,  chiropractic  examiners,  physical  therapy 
examiners,  podiatry  examiners,  psychology  examiners, 
dental  examiners,  veterinary  medical  examiners,  and  so- 
cial psychotherapy  examiners. 

The  Sunset  process  is  important  to  physicians  in 
Texas  because  unless  the  Legislature  reenacts  the  acts 


which  comprise  the  Medical  Practice  Act,  not  only  will  the  25 
Board  of  Medical  Examiners  be  abolished,  but  all  the 
provisions  relating  to  the  practice  of  medicine  will  be 
repealed.  In  addition,  many  of  the  current  provisions  could 
be  altered,  modified,  or  deleted  by  amendment. 

The  first  organized  medical  association  of  Texas  was 
formed  in  1 853.  One  of  the  principal  reasons  for  its  forma- 
tion was  to  foster  and  support  the  passage  of  the  licens- 
ing law  for  physicians  in  Texas.  Time  and  time  again  the 
association  tried  to  get  a medical  practice  act  passed,  and 
time  and  time  again  the  Legislature  failed  to  pass  a 
meaningful  act.  It  took  44  years  to  enact  such  a proposal. 

Now  this  historical  struggle  to  insure  that  only  qualified 
persons  are  permitted  to  practice  medicine  will  be  up  for 
review,  revision,  or  abolishment  once  again. 

Some  of  the  topics  of  concern  to  physicians  as  they 
relate  to  the  Medical  Practice  Act  and  the  Sunset  Act  are: 

(1 ) the  definition  of  the  practice  of  medicine  itself;  (2)  the 
composition  of  the  Board  of  Medical  Examiners  and 
whether  non-physicians  will  be  added;  (3)  the  so-called 
“umbrella  type”  agency  concept;  (4)  the  construction  and 
exemption  section  of  the  Medical  Practice  Act;  (5)  the 
disciplinary  section  of  such  laws  as  they  relate  to  the 
prohibition  of  the  corporate  practice  of  medicine;  (6)  the 
titles  “physician"  and  “surgeon”;  (7)  the  procedure  for 
appeal  of  a decision  by  the  Board;  (8)  the  rulemaking 
authority  of  the  Board;  (9)  the  nonprofit  health  organiza- 
tion section;  and  (10)  the  fees  under  the  act. 

This  periodic  review  of  the  administrative  agencies  will 
of  necessity  force  those  in  the  medical  profession  to 
review,  plan,  defend  when  necessary,  provide  assistance 
when  necessary,  and  generally  convince  the  Legislative 
Session  of  1 981  to  reenact  the  statutes  which  comprise 
the  licensing  and  regulation  of  those  permitted  to  practice 
medicine  in  Texas.  To  do  otherwise  could  not  only  have 
adverse  effects  upon  physicians  but  upon  those  they 
serve,  their  patients. 


Ace  Pickens 
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Hie  primary 
beneficiaries  of 

ORAL 

HYDERGINETi: 

Each  1 mg  Hydergine  tablet  contains  dihydroergocornine  mesylate  0.333  mg,  dihydro- 
ergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  [dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


The  still-functioning  geriatric  can  benefit 
from  Hydergine  treatment 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded— the 
ability  to  function  can  be  maintained. 

Oral  Hydergine  tablets  promote 
better  patient  compliance 

Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 

© 1979  Sandoz,  Inc. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  should 
be  attempled  before  prescribing  Hydergine  tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  etfects  have  not  been  found.  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin- 
gual tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg:  packages  of  100,  500,  and  1000.  Hydergine  sublingual  tablets  0.5  mg,  contain- 
ing dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.167  mg,  representing  a total  of  0.5  mg; 
packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  lor  lull  product  information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936  sandoz 
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Jobst® 

Venous  Pressure  Gradienf  Supports 

These  measured,  custom-made  therapeutic  elastic  supports  have  carried  the  Jobst 
name  to  the  four  corners  of  the  world.  Prescription  only,  the  supports  can  be 
engineered  with  counterpressures  of  25,  30,  40  or  50  mm.Hg  at  the  ankle,  decreasing 
proximally  along  the  venous  pressure  gradient.  They  are  available  in  knee-length,  full- 
leg,  waist-height  and  lymphedema  sleeve  styles.  The  waist-height  jobst  Pregnancy 
Leotard  deserves  special  mention  because  each  one  is  custom  made  with  an 
expandable  panel  according  to  the  patient's  own  measurements. 

Contact  your  local  jobst  Service  Center  for  complete  details. 


1^®  JOBST  SERVICE  CENTER 

DALLAS:  The  Medical  Center  Building,  3101  Gaston  Avenue,  Suite  304,  Dallas,  Texas  75246;  214  824-4110 
HOUSTON:  Medical  Towers,  Main  & Fannin  at  Dryden,  Suite  1406,  Houston,  Texas  77030;  713  797-0010 
SAN  ANTONIO:  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229;  512  691-1031 
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CAPITAL  COMMENTS 


GUBERNATORIAL  APPOINTMENTS  AUSTIN  Ed- 
ward Lefeber,  MD,  of  Galveston  has  been  appointed  to 
replace  W.  G.  Millington,  MD,  to  the  Board  of  Licensure  for 
Nursing  Home  Administrators.  Anne  Rinker  Race,  MD, 
of  Dallas  has  been  appointed  to  replace  J.  E.  Miller,  MD, 
on  the  Rehabilitation  Commission.  Marion  L.  Stahl,  MD, 
Austin,  has  been  appointed  to  replace  Ruth  M.  Bain,  MD, 
of  Austin,  to  the  Board  of  Medical  Examiners  District 
Review  Committee’s  District  4.  James  Walter  Simmons, 
MD,  of  San  Antonio  was  reappointed  by  Gov  Clements  for 
a six-year  term  on  the  Governor’s  Commission  on  Physi- 
cal Fitness.  The  term  expires  June  1 3,  1 985. 

BOARD  OF  MEDICAL  EXAMINERS  AMENDS  FEE 
RULES  AUSTIN  Rule  386.08.00.001  was  amended  to 
provide  for  the  following  fees:  annual  registration,  $25; 
institutional  permits  per  year  (interns  and  residents),  $25; 
licensure  by  examination  (FLEX,  full),  $1 50;  first  day 
only  repeat,  $30;  second  day  only  repeat,  $35;  third  day 
only  repeat,  $85;  jurisprudence  only  repeat,  $25;  board 
full,  $150;  preclinical  only  repeat,  $100;  first  repeat  pre- 
clinical,  $25;  second  repeat  preclinical,  $35;  clinical,  $50; 
clinical  and  first  repeat,  $60;  clinical  and  second  repeat, 
$60;  licensure  by  reciprocity,  $200;  temporary  license, 
$25;  duplicate  license,  $35;  endorsement,  $25;  reinstate- 
ment after  lapse  or  cancellation,  $100;  certification  to 
other  boards  of  grades  in  basic  science  examination,  $25; 
verification  of  basic  science  grades  for  licensure,  $50. 

TSBME  PROPOSES  FEE  REDUCTION  AUSTIN  The 
Texas  State  Board  of  Medical  Examiners  is  authorized  to 
charge  a fee  for  the  annual  registration  of  medical  licen- 
sures for  physicians  licensed  in  Texas.  The  current  fee  is 
$25.  The  Board  proposed  to  reduce  that  amount  to  $1 5. 
The  net  amount  represents  a reduction  in  the  fee  as 
provided.  The  Board  reports  that  after  an  extensive  study 
of  the  office’s  fiscal  records,  it  determined  that  the  fee 
reduction  could  be  initiated.  The  rule  amendment  has 
been  reviewed  thoroughly  with  the  Board’s  Accounting 
Office  and  it  has  been  determined  that  no  fiscal  implica- 
tion exists  for  either  the  state  or  any  unit  of  local  govern- 
ment. 

HOSPITAL  DISTRICTS  REVIEWED  AUSTIN  The 
House  Interim  Committee  on  Governmental  Affairs  has 
appointed  the  following  members  of  the  House  of  Repre- 
sentatives to  the  subcommittee  to  review  the  status  of 


hospital  districts:  Gibson  Lewis,  chairman,  George  Pierce, 
Frank  Tejeda,  El  Franco  Lee,  Chase  Untermeyer,  Her- 
man Lauhoff,  Al  Edwards,  Lloyd  Criss,  Joe  Gibson,  Bill 
Caraway,  Ray  Keller,  Smith  Gilley,  and  Danny  Hill. 

CONGRESSIONAL  STAFF  INCREASES  PROMPTS 
PROXMIRE  AWARD  WASHINGTON  Sen  William  Prox- 
mire,  D-Wis,  has  given  his  most  recent  fleece  of  the 
month  award  to  the  US  Congress  for  increasing  its  staff  by 
70%  in  a decade.  According  to  Proxmire,  the  House  and 
Senate  staffs  have  grown  from  1 0,700  persons  to  1 8,400 
persons  and  the  cost  to  the  American  taxpayer  from  $1 50 
to  $550  million  per  year.  House  of  Representatives  staff 
grew  from  approximately  7,300  to  1 1 ,600  from  1 968  to 
fiscal  year  1978,  or  by  almost  60%.  The  Senate  staff  has 
increased  from  about  3,400  to  6,800  in  the  same  period,  a 
big  fat  whopping  100%.  Then,  there  were  34  employees 
for  each  Senator.  Now  there  are  68.  The  Capitol  police 
force  has  grown  from  an  authorized  strength  of  602  in 
fiscal  year  1968  to  1 ,187  in  the  middle  of  1979,  a 97% 
Increase.  Additional  costs  in  staff  have  been  added 
through  new  agencies  or  new  administrative  functions  not 
directly  involved  in  work  of  standing  committees  or  con- 
gressional members’  offices.  These  include  1 30  autho- 
rized employees  of  the  Office  of  Technological  Assess- 
ments (OTA)  and  21 8 at  the  Congressional  Budget  Office. 
There  are  also  1 ,286  employees  of  the  Architect  of  the 
Capitol  and  856  at  the  Congressional  Research  Service  of 
the  Library  of  Congress. 

SUPREME  COURT  REFUSES  BERLIN  COUNTER- 
SUIT APPEAL  WASHINGTON  The  United  States  Su- 
preme Court  has  recently  declined  to  review  a medical 
malpractice  countersuit  matter  of  Leonard  Berlin,  MD,  a 
Chicago  physician.  The  decision  will  let  stand  a 1978 
Illinois  Appellate  Court  ruling  that  lawyers  cannot  be  held 
accountable  for  filing  suits  that  lack  merit.  This  represents 
a major,  but  temporary,  setback  in  view  of  Dr  Berlin.  Last 
year,  the  state’s  appeal  court  reversed  Dr  Berlin’s  1976 
win  at  the  trial  court  level.  The  original  court  jury  had 
found  two  lawyers,  their  client,  and  her  lawyer  husband 
guilty  of  wanton  and  willful  misconduct  and  negligence  for 
suing  Dr  Berlin  without  probable  cause  and  without  rea- 
sonable investigation.  Dr  Berlin  was  awarded  $2,000  in 
compensatory  damages  and  $6,000  in  punitive  damages. 
It  was  perhaps  the  first  time  that  a trial  court  had  ac- 
cepted the  argument  raised  by  the  attorneys  for  Dr  Berlin 
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Editor's  note:  "Capital  Comments"  is  prepared  by  Brown,  Maroney, 
Rose,  Baker  & Barber,  and  highlights  current  items  of  interest  relating  to 
health  matters  in  the  US  Congress,  federal  agencies,  state  legislatures, 
and  Texas  administrative  agencies. 


that  a lawyer  has  a duty  not  only  to  his  client,  but  also  to 
those  he  sues  and  to  the  general  public.  The  state  ruled 
that  lawyers  had  no  duty  to  their  adversaries  and  con- 
sequently are  immune  from  liability  actions.  To  counter- 
sue, a physician  must  show  that  the  original  suit  was 
brought  against  him  with  malicious  intent  or  that  he  had 
been  arrested  or  had  property  seized  as  a result  of  frivo- 
lous litigation.  After  the  Illinois  Supreme  Court  turned 
down  Dr  Berlin’s  petition  to  review  the  appeal  court  deci- 
sion, Dr  Berlin  petitioned  the  US  Supreme  Court.  The 
Supreme  Court's  refusal  to  consider  the  case  puts  an  end 
to  Dr  Berlin’s  attempts  to  countersue. 

ROPER  STUDY  FINDS  AMERICANS  OPPOSE  NHI 

WASHINGTON  The  newly  released  1979  Roper  Organi- 
zation Survey  on  tax  matters  has  found  about  55%  of 
Americans  would  rather  keep  the  current  system  of  financ- 
ing medical  cost  than  adopt  the  national  health  insur- 
ance plan.  Those  favoring  NHI  were  reportedly  divided 
almost  evenly  between  a comprehensive  plan  and  one 
covering  only  catastrophic  illness. 

LELAND-ROSENTHAL  COSPONSOR  NATIONAL 
HEALTH  SERVICE  BILL  WASHINGTON  Rep  Mickey 
Leland,  D-Tex,  and  Benjamin  Rosenthal,  D-NY,  have 
added  their  names  as  cosponsors  to  HR  2969,  the  Health 
Service  Act.  Under  this  bill,  introduced  by  Rep  Ronald 
Dellums,  D-Cal,  a US  health  service  would  be  established 
to  provide  all  individuals  (while  within  US  territory),  with- 
out charge  or  without  discrimination  of  any  kind,  com- 
prehensive health  care  and  supplementary  services, 
delivered  by  salaried  health  workers.  Health  care  would  be 
considered  a “right.”  The  health  service  would  be  set  up 
as  a four-tier  system.  Community  boards  would  provide 
primary  health  care  services  and  be  chosen  in  com- 
munity-wide elections.  District  boards  would  oversee  gen- 
eral hospitals  and  be  selected  by  the  community  boards. 
Regional  boards  would  oversee  specialized  care  facilities 
and  health  team  schools  and  would  be  selected  by  dis- 
trict boards.  The  national  health  board  would  provide 
overall  planning  and  guidance  and  be  selected  by  the 
regional  boards,  with  approval  by  the  president. 

The  service  would  be  financed  through  progressive 
taxation  of  individual  and  payroll  taxes  on  their  employers, 
with  these  funds  distributed  on  a capitation  basis,  sup- 
plemented by  allocations  for  special  health  care  needs. 
The  bill  would  become  effective  immediately  upon  enact- 


ment to  allow  for  transition  from  the  present  system  to  the 
new  health  service  system;  but  health  care  services 
would  begin  delivery  on  Jan  1 of  the  fourth  calendar  year 
after  enactment.  Services  provided  under  the  proposed 
arrangement  would  include:  health  education  programs; 
preventive  services;  diagnosis  and  treatment  of  illness 
and  injury,  both  inpatient  and  outpatient;  mental  health, 
occupational  health,  dental  care,  long  term  care  and  home 
health  services;  rehabilitation  services;  drug  and  thera- 
peutic devices,  appliances  and  equipment;  transportation 
and  ambulance  services  to  health  facilities;  child  care 
facilities;  homemaking  and  home  health  services;  coun- 
seling and  social  services  system;  the  environmental  and 
preventive  functions  now  performed  by  state  and  local 
health  departments;  and  reimbursement  for  emergency 
health  care  services  provided  by  facilities  or  persons 
outside  of  the  service.  This  service  would  replace  all 
existing  employer-employee  health  plans,  the  worker's 
compensation  program  and  all  portions  of  the  Public 
Health  Service  Act,  the  Social  Security  Act,  and  other  acts 
relating  to  the  provision  of  health  care  services  and  the 
conduct  of  health  and  health  care  research. 

HEW  TO  BE  RENAMED  WASHINGTON  HEW  will  be 
renamed  the  Department  of  Health  and  Human  Services 
in  view  of  President  Carter’s  signature  of  a bill  creating  a 
separate  education  department. 

HEW  REVISES  HSA  REGS  WASHINGTON  HEW  has 
issued  regulations  giving  health  systems  agencies  (HSAs) 
a greater  voice  in  determining  how  federal  health  funds 
are  used  in  the  nation’s  205  health  service  areas.  Regula- 
tions are  designed  to  insure  that  certain  public  health 
service  funds  are  spent  in  ways  consistent  with  local 
health  planning  decisions  and  support  of  state  and  local 
health  plans.  They  implement  one  of  the  review  require- 
ments in  the  National  Health  Planning  and  Resources 
Development  Act,  PL  93-641 . The  Act  gives  an  HSA 
authority  to  review  and  approve  or  disapprove  the  use  of 
specified  HEW  health  funds  within  its  HSA.  Funds  in- 
cluded are  those  appropriated  under  the  Public  Health 
Service  Act,  the  Community  Mental  Health  Centers  Act, 
Sections  409  and  41 0 of  the  Drug  Abuse  Office  and 
Treatment  Act,  and  a comprehensive  Alcohol  Abuse  and 
Alcoholism  Prevention  Treatment  and  Rehabilitation  Act  of 
1970.  These  funds,  amounting  to  some  $3  billion  per 
year,  are  used  to  operate  community  mental  health  cen- 
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ters,  local  drug  abuse  prevention  and  treatment  programs, 
local  projects  on  alcoholism  and  alcohol  abuse,  and 
other  programs.  The  regulations  permit  HEW  to  override 
HSAs’  disapproval  of  an  application  for  HEW  funds.  But 
before  it  can  override,  the  Department  must  notify  the 
HSA  that  it  is  reviewing  the  disapproval  decision.  If  HEW 
then  decides  to  award  the  funds,  it  must  provide  the  HSA 
with  a detailed  statement  of  justification.  HSAs  are  local 
planning  bodies  responsible  for  preparing  and  implement- 
ing health  plans  designed  to  improve  the  health  of  resi- 
dents, improve  health  care  services,  and  restrain 
increases  in  health  care  costs.  Regulations  published  in 
the  Aug  10  Federal  Register  incorporate  changes  made 
as  a result  of  comments  received  on  a notice  of  proposed 
rulemaking  of  May  9,  1 978.  Under  the  regulations,  crite- 
ria for  use  in  reviewing  projects  must  include  meeting  the 
need  of  certain  population  subgroups,  including  persons 
with  low  income,  women,  minorities  and  the  handicapped; 
giving  equitable  treatment  to  HMOs;  and  meeting  energy 
conservation  needs.  Appended  to  the  regulation  is  a list  of 
federal  grant  programs  intended  to  serve  as  a general 
guide  in  determining  which  projects  are  to  be  reviewed. 
The  health  planning  program  is  administered  by  HEW’s 
Bureau  of  Health  Planning. 

ANCILLARY  WRIT  OF  INJUNCTION  BARRING  PUB- 
LICATION OF  MEDICARE  PHYSICIANS  HELD  IN- 
VALID FLORIDA  A class  action  on  behalf  of  all 
physicians  in  the  US  who  received  income  from  Medicare 
was  brought  in  the  US  District  Court  by  the  Florida  Medi- 
cal Association  and  the  AMA  as  interveners  to  enjoin 
HEW  from  publishing  a list  of  every  physician  in  the  US 
who  treated  Medicare  beneficiaries  in  1 977,  including  the 
amount  of  income  individually  received  from  the  Medi- 
care program.  The  District  Court  issued  an  ancillary  writ  of 
injunction  which  was  based  on  powers  drawn  from  the 
doctrine  of  ancillary  jurisdiction  and  the  All  Writs  Act 
empowering  courts  to  issue  writs  appropriate  to  aid  their 
jurisdiction.  The  ancillary  writ  of  injunction  would  bar  HEW 
from  disclosing  the  list  for  an  indefinite  period  of  time, 
which  the  lower  court  believed  to  be  necessary  in  view  of 
the  impending  irreparable  injury  of  mootness  caused  by 
disclosure  of  the  list.  On  appeal,  the  circuit  court  con- 
cluded: “We  find  no  authority  for  the  issuance  of  the 
ancillary  writ  of  injunction  and,  in  the  light  of  availabilty  of 
sufficient  and  appropriate  procedures  for  protection  the 
District  Court’s  jurisdiction  provided  in  the  rules  (Federal 


Rules  of  Civil  Procedure),  we  refuse  to  uphold  the  issu- 
ance of  the  writ.  In  addition,  we  refuse  to  consider  this  writ 
as  a de  facto  preliminary  injunction  since  the  District 
Court  specifically  refused  to  order  a preliminary  injunction 
and  consideration  of  one  of  the  four  prerequisite  factors, 
ie,  the  likelihood  that  movement  will  prevail  on  the  merits 
was  entirely  absent.  The  Court  therefore  vacated  the  writ 
and  remanded  the  action.”  Florida  Medical  Association, 
Incorp  V.  US  Dept  of  FIEW,  US  Court  of  Appeals,  5th  Cir, 
No.  78-2910. 

PATIENTS’  BILL  OF  RIGHTS  LAW  ENACTED  IN  MAS- 
SACHUSETTS MASSACHUSETTS  Massachusetts’ bill 
of  rights  law  has  gone  into  effect.  The  law,  signed  by  the 
governor,  gives  patients  in  hospitals,  nursing  homes,  and 
mental  institutions  the  right  to  an  itemized  bill  and  expla- 
nation of  charges  including  credits  from  any  third  party 
payors;  to  be  fully  informed  about  risks;  have  privacy 
during  treatment;  be  informed  when  a student  or  trainee 
provides  care;  refuse  to  be  a research  subject  or  submit  to 
examination  or  treatment  for  educational  or  informa  tio- 
nal  purposes;  confidentiality  of  records;  prompt  emer- 
gency treatment  without  questions  about  ability  to  pay; 
know  who  is  responsible  for  care;  and  gain  information 
about  financial  assistance  or  free  care.  Patients  must  be 
informed  of  rights,  but  the  law  leaves  unspecified  the 
agency  that  will  enforce  it.  The  law  also  permits  civil  suits 
for  rights  violations,  with  claims  screened  through  three- 
year-old  medical  malpractice  panels.  It  does  not  cover 
treatment  in  the  physician’s  office,  but  places  respon- 
sibility for  guaranteeing  patients’  rights  on  both  the  MD 
and  institutions.  The  law  is  only  one  of  three  such  in  the 
nation.  The  AMA  has  expressed  concern  over  one  of  the 
law’s  requirements  covering  treatment  of  breast  cancer.  It 
requires  that  MDs  inform  patients  of  alternative  treat- 
ment methods,  including  risks  of  radical  mastectomy,  and 
lumpectomy,  in  which  only  a tumor  is  removed  in  com- 
bination with  radiation  therapy  and  chemotherapy.  Provi- 
sion has  been  termed  difficult  by  Grant  Rodkey,  MD, 
president,  Massachusetts  Medical  Society. 

TERMINATION  OF  LIFE  SUPPORT  SYSTEMS  CAL- 
IFORNIA In  a precedent  setting  case,  a California  court 
granted  a petition  authorizing  a mother,  acting  as  con- 
servator, to  terminate  the  life  support  systems  being  sup- 
plied to  an  eighteen-year-old  son.  The  conservatee  had 
been  kept  alive  since  the  date  of  his  injury  by  artificial 
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means,  and  the  uncontested  medical  evidence  was  that 
his  condition  was  hopeless.  The  Court  ruled  that  each 
person  has  the  right,  based  on  the  right  to  privacy  guaran- 
teed by  Article  I,  Section  1 of  the  California  State  Consti- 
tution, to  refuse  treatment  and  to  terminate  medical 
procedures,  even  if  this  refusal  hastens  death  or  con- 
travenes conventional  medical  advice.  The  Court  held  that 
a conservatee  also  has  this  right,  and  the  conservator 
may  assert  this  right  on  behalf  of  the  conservatee  if  he  or 
she  believes  it  to  be  in  his  or  her  best  interest.  In  the 
Matter  of  Vincent  Martin  Young,  No.  A1 00863,  California 
Superior  Court,  Orange  County,  September  11,1 979. 

MENTAL  HEALTH  MANDATED  MASSACHUSETTS 
Judge  Joseph  S.  Mitchell,  Jr  of  Suffolk  Superior  Court  in 
Massachusetts  recently  ruled  in  a preliminary  injunction 
that  Metropolitan  Life  and  Travelers  Insurance  must  offer 
broader  health  coverage  in  certain  health  plans  provided 
within  the  state.  The  companies  had  taken  the  position 
that  they  were  not  required  to  abide  by  the  1 976  Massa- 
chusetts law  mandating  specific  coverage  if  mental  health 
care  is  included  because  their  policies  are  issued  under 
federal  law  and  cover  workers  in  other  states.  The  ruling 
remains  in  effect  pending  trial  on  the  merits  unless  re- 
versed by  higher  court.  The  case  was  brought  under  the 
Massachusetts  consumer  protection  law  by  a state  at- 
torney general’s  office  and  state  insurance  division.  Trav- 
elers and  Metropolitan  had  refused  to  comply  with  the 
Massachusetts  statute  because  the  policies  were  written 
outside  the  state.  Companies  carrying  plans  providing 
mental  health  care  included  AT&T,  GTE  Sylvania,  Boston 
Globe,  GTE  Laboratories,  and  General  Electric  Mon- 
santo. Judge  Mitchell,  in  issuing  a temporary  injunction, 
said  the  state  would  win  the  case  on  the  merits.  State  law 
requires  broadened  mental  health  coverage  as  part  of  a 
health  package  and  purchasers  must  accept  all  or  none. 

CON  FOR  PHYSICIANS  OFFICES  NEBRASKA  A re- 
cently enacted  law  in  Nebraska  requires  a certificate  of 
need  (CON)  for  doctors  who  purchase  or  lease  for  their 
offices  certain  named  equipment  primarily  used  in  hospi- 
tals, such  as  ultrasound  or  nuclear  scanning  equipment, 
costing  more  than  $1 00,000.  The  loss  specifically  ex- 
cludes physicians'  offices  from  CON  requirements  other- 
wise. 


HOSPITAL  LIABLE  FOR  NEGLIGENCE  OF  INDEPEN- 
DENT PHYSICIAN  NEW  JERSEY  In  a New  Jersey  case 
of  first  impression,  a patient  treated  for  a fracture  in  a 
hospital  emergency  room  brought  a malpractice  suit 
against  the  hospital  and  doctors  who  treated  him.  The 
hospital  moved  for  summary  judgment  on  the  basis  that 
because  the  doctors  were  independent  contractors,  it  was 
free  from  liability  and  entitled  to  dismissal  as  a matter  of 
law.  The  Court  rules  that  under  a holding  out  theory  or 
doctrine  of  apparent  authority,  the  hospital  could  be  held 
vicariously  liable  for  the  negligence  of  the  physicians.  The 
Court  took  notice  that  usually  people  who  seek  medical 
help  through  the  emergency  room  are  unaware  of  the 
status  of  the  workers  there,  and  ruled  there  was  "at  least  a 
permissible  inference  that  the  hospital  held  out  these 
physicians  as  its  employees.”  The  motion  was  therefore 
denied.  Arthur  v.  St  Peters  Hospital,  No.  L-21 250,  77  New 
Jersey  Superior  Court,  Atlantic  County,  July  30, 1 979. 
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Timberlawn  Psychiatric  Hospital  announces 
the  opening  of  the 

CHILD 

PSYCHIATRIC 
INPATIENT  UNIT 


□ Comprehensive  initial 
evaluation  of  child 
and  family. 

□ High  impact,  highly 
structured  milieu 
specifically  tailored  to 
each  child's  medical, 
psychological, 
developmental  and 
educational  needs. 

□ Orientation  eclectic 
with  psychodynamic 
emphasis. 

□ Intensive  individual, 
collaborative  and 
family  therapy. 


□ Crisis  intervention  as 
well  as  long-term 
intensive  treatment. 

□ Daily  psychiatric 
supervision;  24-hour 
medical  and  nursing 
coverage. 

□ Individualized 
educational  program 
including  special  and 
remedial  education. 

□ Wooded  residential 
campus  with  large 
variety  of  recreational 
programs. 


□ JCAH  approved  Child 
and  Adolescent 
Service. 


For  information  write  or  call: 

ADMISSIONS 

Timberlawn 

Psychiatric  Hospital 

00x11288 

Dallas,  Texas  75223 

214/381-7181 


^ijeciciiizecl  Se 


meciaiizea  ^epuice 

PROFESSIONAL  LIABILITY  INSURANCE 

is  a 


II  kl^DIbll  I 

Li(^L  marL  distinction 


Since  1899 


Professional  Protection  Exclusively  since  1899 


TEXAS  REPRESENTATIVE 

Arthur  F.  Ennis,  Jr.,  Bruce  C.  Crim,  Keith  H.  Prince  and  Charles  F.  Curtice,  Suite  415  Medical  Tower, 

71 2 N.  Washington,  Dallas  75246  Telephone  (214)  821  -4640 

L.  Wayne  Kirk,  7887  Katy  Freeway,  Suite  255,  Houston  77024  Telephone  (713)  682-8024 

Michael  C.  Rollans,  Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216  Telephone  (512)  344-5901 
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Progress  in  Texas  health  education 


Editor's  Note:  Perhaps  the  most  striking  characteristic  of 
Texas  health  education  programs  is  their  diversity.  There 
are  telephone  information  services,  videocassettes,  au- 
diocassettes, closed-circuit  television,  live-in  training  pro- 
grams, public  and  commercial  television  features,  health 
fairs,  hours  and  hours  of  reading  material,  and  even  grade 
school  health  promotion  contests.  Patient  education  has 
always  been  a major  activity  for  the  American  Medical 
Association  and  the  Texas  Medical  Association,  but 
clearly  it  has  become  even  more  important  as  the  public 
seeks  greater  knowledge  about  health.  TMA’s  president. 
Dr  Mario  Ramirez,  has  named  health  education  his  num- 
ber-one priority  while  he  is  in  office.  Some  of  TMA's  plans 
will  be  discussed  in  this  article. 


Seventy-two  years  ago  the  American  Medical  Associa- 
tion established  its  “Board  of  Public  Instruction,”  a body 
whose  duties  are  now  absorbed  by  the  Department  of 
Health  Education.  Each  month  that  department  receives 
between  3,000  and  5,000  inquiries  from  the  public  asking 
for  health  information.  The  AMA  library  nets  another 
2,000  to  3,000  similar  calls  monthly. 

TMA  has  distributed  more  than  500,000  brochures, 
entitled  “Your  Health  Is  in  Your  Hands,”  sends  information 
releases  (“Health  Tips”)  to  Texas  newspapers  and  radio 
stations,  and  encourages  immunization  through  the  Texas 
Volunteers  for  Immunization  Action.  (During  the  first  nine 
months  of  1979,  TMA  has  answered  requests  for  more 
than  64,000  immunization-reminder  cards  to  be  sent  by 
physicians  to  patients.) 

TMA  also  is  a member  of  the  Venereal  Disease  Action 
Council  of  Texas  ( VD-ACT)  which  promotes  education 
about  VD,  is  working  with  the  Texas  Education  Agency  in 
reviewing  certain  health-related  training  manuals,  and  has 
worked  with  the  Texas  Restaurant  Association  to  teach 
the  Heimlich  maneuver  to  restaurant  employees. 

These  activities  alone  should  qualify  the  AMA  and  TMA 
as  primary  sources  for  public  health  information,  and 
other  professional  and  voluntary  organizations  are  ob- 
vious sources  for  persons  seeking  information.  Judging 
from  the  preventable  health  problems  and  health  ques- 
tions that  the  physician  must  deal  with,  however,  many 
patients  still  can  be  helped  by  better  health  education. 

A 1978  Louis  Harris  poll,  authorized  by  the  Pacific 
Mutual  Life  Insurance  Company,  concludes  in  part  that 
health  education  has  affected  the  behavior  of  the  31 
million  individuals  who  have  stopped  smoking  or  those 


who  have  changed  to  more  nutritious  diets.  Others,  con- 
cerned with  their  cardiovascular  systems,  jog  daily  along 
city  streets.  But  looking  at  the  figures  from  a different 
perspective,  the  survey  concluded  that  only  37%  of  the 
population  exercises  regularly,  that  62%  are  obese,  that 
67%  feel  that  they  should  improve  their  diets,  and  that 
another  37%  of  adults  smoke. 

“The  General  Mills  American  Family  Report,  1978-79” 
lists  obstacles  to  good  health:  smoking,  ignorance,  over- 
indulgence,  high  medical  costs,  and,  ironically,  a backlash 
against  surplus  information  about  health  hazards.  Only 
one  in  four  of  the  families  surveyed,  however,  claimed  to 
be  well  informed  about  good  health  habits. 

Other  media  and  organizations  are  trying  to  saturate  the 
public  with  the  information  it  needs.  The  American  Heart 
Association,  American  Cancer  Society,  American  Lung 
Association,  and  numerous  others,  readily  provide  infor- 
mation. 

The  Cancer  Information  Service  at  M.  D.  Anderson 
Hospital  and  Tumor  Institute  in  Houston  each  month  an- 
swers more  than  500  inquiries  about  cancer.  Reached 
through  a toll-free  number  (800-392-2040;  for  Houston 
residents:  792-3245),  the  program  answers  specific  ques- 
tions and  provides  written  follow-up  answers.  A spokes- 


A worker  in  the  Cancer  Information  Service  at  M D.  Anderson  Hospital 
and  Tumor  Institute  refers  to  patient  education  materials. 
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man  for  the  program  says  the  number  of  calls  “varies  with 
the  amount  of  promotion  we  do”  and  increases  when 
“anything  about  cancer”  is  mentioned  in  the  news  media. 
In  recent  months,  he  says,  there  has  been  a “tremen- 
dous surge”  in  the  number  of  calls  about  breast  cancer, 
asbestos,  and  smoking. 

The  Memorial  Hospital  System,  also  in  Houston,  spon- 
sors/Vea/frt-Zj'ne.  By  calling  the  local  number  and  referring 
to  a list  of  numbered  health  topics,  the  caller  can  listen  to 
a brief  tape-recorded  explanation  of  the  topic  in  question. 
Since  the  program  began  on  April  2,  more  than  3,000 
calls  have  been  answered  each  week.  The  service  is 
available  from  7 am  to  11  pm  each  day.  Health  Line 
Highlights,  reached  through  a separate  telephone  num- 
ber, provides  the  listener  with  a rundown  on  the  pre- 
recorded health  message  of  the  week. 

The  Memorial  Hospital  program  is  similar  to  Tel-Med,  a 
telephone-tape-library  service  in  operation  since  1972. 
The  Tel-Med  program  has  about  200  tape  centers  in  the 
United  States,  allowing  access  to  more  than  85  million 
persons.  In  1978,  the  program  claimed  about  20  million 
calls,  a figure  already  surpassed  in  1979.  The  tape  library 
includes  tapes  on  more  than  300  subjects.  Tel-Med  pro- 
grams have  been  established  in  at  least  eight  Texas  cities: 
Abilene,  Amarillo,  Austin,  Corpus  Christi,  El  Paso,  Fort 
Worth,  LaMarque,  and  Lubbock. 

Baylor  College  of  Medicine  sponsors  also  a phone-in 
information  program.  Every  two  months  the  Baylor  pro- 
gram features  information  on  a specific  aspect  of  health 
care.  Callers  are  sent  pamphlets  dealing  with  the  given 
health  topic. 

Some  institutions,  such  as  Hendrick  Medical  Center  in 


Charlene  Haliford,  audiovisual  aide  at  Hendrick  Medical  Center  for 
Continuing  Education,  helps  produce  video  programs 


Abilene,  have  taken  advantage  of  the  video-education 
boom.  Technicians  there  can  tape  patient  education  pro- 
grams in  the  hospital  and  transmit  them  to  patients’  rooms 
via  closed-circuit  television.  HMC,  incidentally,  also 
provides  a week-long,  live-in  program  to  teach  diabetic 
individuals  proper  diet,  exercise,  and  other  self-care 
habits. 

Public-access  and  other  educational  television  pro- 
grams provide  other  outlets  for  health  education,  and 
educators  are  organizing  special  health  education  pro- 
grams, such  as  a Houston  program  in  which  public  school 
students  are  competing  to  prepare  the  most  effective 
health  promotion  program. 

Effective  dissemination  is  a key  problem  in  dealing  with 
this  wealth  of  health  information.  For  example,  how  does 
the  health  professional  connect  the  person  in  need  of 
information  with  the  specific  information  or  program 
needed?  Several  routes  are  obvious,  but  generally  speak- 
ing, there  is  no  apparent  statewide  program  for  catalog- 
ing of  health  information  and  programs.  The  Texas 
Medical  Association  hopes  to  change  that. 

TMA  Plans 

In  May  TMA  President  Mario  Ramirez,  MD,  urged  the 
Association  to  “mobilize  all  available  resources  . . . and  to 
assume  the  lead  in  informing  the  public  regarding  the 
hard  facts  of  health.” 

"We  will,”  he  said,  “endeavor  to  convey  to  the  13  million 
people  of  Texas  the  importance  of  good  health  habits. 

We  must  start  at  the  grade  school  level  and  continue  to 
the  nursing  home  setting.” 

Dr  Ramirez  appointed  the  Ad  Hoc  Committee  on  Health 
Education  to  follow  through  on  his  priority.  Joseph 
Painter,  MD,  of  Houston  was  appointed  chairman  of  the 
committee  which  has  set  several  goals.  Among  them  are: 
to  develop,  coordinate,  and  implement  a statewide  sys- 
tem for  cataloging  and  coordinating  governmental,  volun- 
tary, and  professional  health  information  and  education 
functions,  programs,  and  activities — a momentous  task. 

In  short,  the  Texas  Medical  Association,  county  medical 
societies,  voluntary  health  organizations,  hospitals,  and 
many  other  organizations  are  doing  a great  deal  already  to 
help  people  help  themselves  when  it  comes  to  their  per- 
sonal health. 

If  the  ad  hoc  committee’s  goals  are  successful,  physi- 
cians will  have  at  their  fingertips  a valuable  source  of 
patient  education  resources  for  their  patients. 


TEXAS  MEDICINE 


[CEFADROXIL  MONOHYDRATE] 

Refarancet: 

1.  Data  on  file,  Mead  Johnson  Phormaceuticol  Division. 

2.  Gotley  MS:  To  be  token  os  directed.  J Hoy  Coll  Gen  Prod  16  39,  1968 


DESCRIPTION:  DURICEF®  (cefadroxil  monohydrate)  is  a semisynthetic  ceph- 
alosporin antibiotic  intended  for  oral  administration.  It  is  a white  to  yellowish- 
white  crystalline  powder.  It  is  soluble  in  water  and  it  is  acid-stable.  It  is  chemically 
designated  as  7-([D-2-amino-2-(4-hydroxyphenyl)acetyl)aminol-3-methyl-8- 
oxcH5-thia-l-azabicyclo  [4.2. 01oct-2-ene-2-carboxylic  acid  monohydrate.  It  has 
the  following  structural  formula: 


Clinical  Phaimacology-DURICEF  (cefadroxil  monohydrate)  is  rapidly  absorbed 
after  oral  administration.  Following  single  doses  of  500  and  1000  mg.,  average 
peak  serum  concentrations  were  approximately  16  and  28  meg. /ml.,  respec- 
tively. Measurable  levels  were  present  12  hours  after  administration.  Over  90 
percent  of  the  drug  is  excreted  unchanged  in  the  urine  within  eight  hours.  Peak 
urine  concentrations  are  approximately  1800  meg. /ml.  duripg  the  period  fol- 
lowing a single  500  mg.  oral  dose.  Increases  in  dosage  generally  produce  a 
proportionate  increase  in  DURICEF  urinary  concentration.  The  urine  antibiotic 
concentration,  following  a 1 gm.  dose,  was  maintained  well  above  the  MIC  of 
susceptible  urinary  pathogens  for  20  to  22  hours. 

MICROBIOLOGY;  In  vitro  tests  demonstrate  that  the  cephalosporins  are  bac- 
tericidal because  of  their  inhibition  of  cell-wall  synthesis.  DURICEF  is  active 
against  the  following  organisms  in  vitro: 

Beta-hemolytic  streptococci 

Staphylococci,  including  coagulase-positive,  coagulase-negative,  and 

penicillinase-producing  strains 

Streptococcus  (Diplococcus)  pneumoniae 

Escherichia  coli 

Proteus  mirabilis 

Klebsiella  species 

Note-Most  strains  of  Enterococci  (Streptococcus  faecalis  and  S.  faecium)  are 
resistant  to  DURICEF.  It  is  not  active  against  most  strains  of  enterobacter  species, 
P.  morgana,  and  P.  vulgaris.  It  has  no  activity  against  Pseudomonas  or  Herella 
species. 

Disc  Susceptibility  Tests-Quantitative  methods  that  require  measurement  of  zone 
diameters  give  the  most  precise  estimates  of  antibiotic  susceptibility.  One  rec- 
ommended procedure  (CFR  Section  460.1)  uses  cephalosporin  class  disc  for 
testing  susceptibility:  interpretations  correlate  zone  diameters  of  the  disc  test 
with  MIC  values  for  DURICEF.  With  this  procedure,  a report  from  the  laboratory 
of  “resistant"  indicates  that  the  infecting  organism  is  not  likely  to  respond  to 
therapy.  A report  of  “intermediate  susceptibility”  suggests  that  the  organism  would 
be  susceptible  if  the  infection  is  confined  to  the  urinary  tract,  as  DURICEF  produces 
high  antibiotic  levels  in  the  urine. 

INDICATIONS;  DURICEF  (cefadroxil  monohydrate)  is  indicated  for  the  treatment 
of  the  following  infections  when  caused  by  susceptible  strains  of  the  designated 
microorganisms: 

Urinary  tract  infections  caused  by  E.  coli,  P.  mirabilis,  and  Klebsiella 
species 

Skin  and  skin  structure  infections  caused  by  staphylococci  and/or 
streptococci 

Note-Culture  and  susceptibility  tests  should  be  initiated  prior  toand  during  therapy. 
Renal  function  studies  should  be  performed  when  indicated. 
CONTRAINDICATION:  DURICEF  (cefadroxil  monohydrate)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin  group  of  antibiotics. 

WARNING:  IN  PENICILLIN-ALLERGIC  PATIENTS,  CEPHALOSPORIN  ANTI- 
BIOTICS SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE  IS  CLINICAL  AND 
UBORATORY  EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE  PEN- 
ICILLINS AND  THE  CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  REACTIONS  TO  BOTH  DRUGS  (INCLUDING  FATAL 
ANAPHYLAXIS  AFTER  PARENTERAL  USE.) 

Any  patient  who  has  demonstrated  a history  of  some  form  of  allergy,  particularly 
to  drugs,  should  receive  antibiotics  cautiously  and  then  only  when  absolutely 
necessary.  No  exception  should  be  made  with  regard  to  DURICEF  (cefadroxil 
monohydrate). 


PRECAUTIONS:  Patients  should  be  followed  carefully  so  that  any  side-effects 
or  unusual  manifestations  of  drug  idiosyncrasy  may  be  detected.  If  a hypiersen- 
sitivity  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents  (eg.,  epinephrine  or  other  pressor  amines,  antihistamines, 
or  corticosteroids). 

DURICEF  (cefadroxil  monohydrate)  should  be  used  with  caution  in  the  presence 
of  markedly  impaired  renal  function  (creatinine  clearance  rate  of  less  than  50 
ml/min/1.73M*).  (See  Dosage  and  Administration.)  In  patients  with  known  or 
suspected  renal  impairment,  careful  clinical  observation  and  appropriate  lab- 
oratory studies  should  be  made  prior  to  and  during  therapy. 

Prolonged  use  of  DURICEF  may  result  in  the  overgrowth  of  nonsusceptible 
organisms,  (ireful  observation  of  the  patient  is  essential.  If  superinfection  occurs 
during  therapy,  appropriate  measures  should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported  during  treatment  with  the 
cephalosporin  antibiotics.  In  hematologic  studies  or  in  transfusion  cross-match- 
ing proc^ures  when  antiglobulin  tests  are  performed  on  the  minor  side  or  in 
Coombs  testing  of  newborns  whose  mothers  have  received  cephalosporin  anti- 
biotics before  parturition,  it  should  be  recognized  that  a positive  Coombs  test 
may  be  due  to  the  drug. 

USAGE  IN  PREGNANCY:  Although  no  teratogenic  or  anti-fertility  effects  were 
seen  in  reproductive  studies  in  mice  and  rats  receiving  dosages  greater  than  the 
normal  human  dose,  the  safety  of  this  drug  for  use  in  human  pregnancy  has  not 
been  established . The  benefits  of  the  drug  in  pregnant  women  should  be  weighed 
against  a possible  risk  to  the  fetus. 

ADVERSE  REACTIONS:  Gastrointestinal-The  most  frequent  side-effect  has  been 
nausea.  It  was  infrequently  severe  enough  to  warrant  cessation  of  therapy.  Admin- 
istration with  food  decreases  nausea  and  does  not  decrease  absorption.  Diarrhea 
and  dysuria  have  also  occurred. 

Hypersensitivity-Allergies  (in  the  form  of  rash,  urticaria,  and  angioedema)  have 
been  observed.  These  reactions  usually  subsided  upon  discontinuation  of  the 
drug. 

Other  reactions  have  included  genital  pruritus,  genital  moniliasis,  vaginitis,  and 
moderate  transient  neutropenia. 


DOSAGE  AND  ADMINISTRATION;  DURICEF  (cefadroxil  monohydrate)  is  acid 
stable  and  may  be  administered  orally  without  regard  to  meals.  Administration 
with  food  may  be  helpful  in  diminishing  potential  gastrointestinal  complaints 
occasionally  associated  with  oral  cephalosporin  therapy. 

Adults-For  urinary  tract  infections  the  usual  adult  dosage  is  one  gm.  (two  5(X) 
mg.  capsules)  two  times  per  day.  For  skin  and  skin  structure  infections  the  usual 
dose  is  500  mg  two  times  per  day  or  1 gm.  once  a day. 

In  patients  with  renal  impairment,  the  dosage  of  cefadroxil  should  be  adjusted 
according  to  creatinine  clearance  rates  to  prevent  drug  accumulation.  The  fol- 
lowing schedule  is  suggested.  In  adults,  the  initial  dose  is  1 gm.  of  DURICEF 
(cefadroxil  monohydrate)  and  the  maintenance  dose  (based  on  the  creatinine 
clearance  rate  [ml/min/1.73M^))  is  500  mg.  at  the  time  intervals  listed  below. 


Creatinine  Clearances 

0-10  ml/min 
10-25  ml/min 
25-50  ml/min 


Dosage  Interval 

36  hours 
24  hours 
12  hours 


Patients  with  creatinine  clearance  rates  over  50  ml/min  may  be  treated  as  if  they 
were  patients  having  normal  renal  function. 


Children-Dosage  and  safety  have  not  yet  been  established  in  children. 


HOW  SUPPLIED:  DURICEF®  (cefadroxil  monohydrate)  capsules  500  mg.  for 
oral  administration  in  an  opaque  maroon  cap  and  opaque  white  body  No.  0 hard 
gelatin  capsule.  On  each  halt  capsule  printed  in  black  is  “MJ'and  “500."  Available 
in  bottles  of  24  capsules  (NDC  0087-0784-41)  and  100  capsules  (NDC  0087- 
0784-42). 
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WHAT’S  NEW 


What’s  new  in  anesthesiology 

James  F.  Arens,  MD 

Changes  in  Practice 

Changes  in  anesthesia  practice  usually  follow  develop- 
ment of  new  surgical  procedures.  The  tremendous  in- 
crease in  the  frequency  of  surgical  treatment  of  coronary 
artery  disease  during  the  past  1 5 years,  for  example,  has 
required  changes  in  anesthesia  practice  to  assure  opti- 
mal care  of  patients  undergoing  these  procedures.  One 
such  change  has  been  the  development  of  more  aggres- 
sive means  of  invasive  monitoring.  The  use  of  Swan-Ganz 
catheters  allows  recognition  of  pulmonary  hypertension 
and  congestive  heart  failure,  as  well  as  appropriate  main- 
tenance of  preload  and  afterload.  The  early  recognition 
of  myocardial  ischemia  to  prevent  reinfarction  or  infarct 
extension  is  facilitated  in  most  patients  by  the  use  of  the 
Vs  lead  to  detect  changes  in  ST  segments.  At  the  same 
time,  careful  attention  is  given  to  the  determinants  of 
myocardial  oxygen  consumption.  A useful  guide  in  this 
regard  is  the  pressure-rate  product,  which  is  determined 
by  multiplying  the  systolic  blood  pressure  (mm  Hg)  by  the 
heart  rate.  A pressure-rate  product  above  18,000  usually 
is  associated  with  angina  in  a patient  with  coronary  artery 
disease  and  helps  determine  preoperatively  a patient’s 
angina  threshold. 

Potent  inhalation  agents  were  thought  to  produce  un- 
due myocardial  depression,  but  it  is  now  recognized  that 
the  myocardial  depression  is  accompanied  by  decreased 
myocardial  oxygen  consumption.  In  patients  with  severe 
coronary  artery  disease,  a potent  inhalation  agent  such  as 
enflurane  or  halothane  is  frequently  used  in  conjunction 
with  a narcotic  in  an  attempt  to  minimize  the  deleterious 
effects  of  myocardial  depression  while  preventing  in- 
creases in  myocardial  oxygen  consumption. 

Vasodilation  therapy  with  either  nitroprusside  or  nitro- 
glycerin may  decrease  afterload  and  increase  endocardial 
viability.  Vasodilators  are  also  effective  in  increasing  car- 
diac output  because  they  decrease  peripheral  vascular 
resistance.  In  addition,  vasodilators  are  a useful  adjuvant 
in  managing  acute  mitral  insufficiency. 

Propranolol  commonly  is  used  to  decrease  myocardial 
consumption  and  thereby  reduce  the  severity  of  angina. 
Propranolol  is  equally  effective  in  treating  ventricular  ar- 
rhythmias, and  renin-induced  hypertension  is  effectively 

James  F.  Arens,  MD,  Professor  and  Chairman,  Department  of  Anes- 
thesiology, UT  Medical  Branch,  Galveston,  Texas  77550. 


treated  with  large  doses  of  propranolol. 

As  a consequence  of  operating  on  large  numbers  of 
patients  with  recent  myocardial  infarctions,  risk  factors 
have  been  developed.  Tarhan®  has  reported  that  37%  of 
patients  operated  on  within  three  months  of  myocardial 
infarction— and  1 6%  of  those  who  undergo  surgery  three 
to  six  months  after  myocardial  infarction — will  have  an- 
other infarction.  At  six  months  the  risk  decreases  to  5%. 
Symptoms  of  congestive  heart  failure  in  the  patient  with 
coronary  artery  disease  also  indicate  a significant  risk. 
Therefore,  patients  who  have  had  a myocardial  infarct  in 
the  past  six  months  should  be  operated  upon  only  for 
emergency  conditions. 

Halothane  Hepatitis 

A controversy  that  has  plagued  anesthesiologists  since 
the  early  1 960s  concerns  the  occurrence  of  hepatitis  in 
patients  anesthetized  with  halothane.  The  incidence  is 
approximately  1 : 1 0,000  to  1 ; 1 5,000  halothane  administra- 
tions. Data  suggest  that  repeated  administration  of 
halothane  within  three  months  increases  the  incidence 
about  sevenfold.  Various  causes  such  as  impurities  and 
sensitivities  have  been  suggested  and  eventually  refuted. 
However,  two  metabolites  of  halothane  have  recently 
been  found  to  be  hepatotoxins;  ethanolamine  derivative 
(N-trifluoroacetyl-2-aminoethanol),  and  a cysteine  conju- 
gate. What  remains  unknown  is  the  circumstances  under 
which  sufficient  qualities  of  these  metabolites  are  pro- 
duced to  cause  hepatotoxicity. 

In  the  National  Halothane  Study  reported  in  1966, 
halothane  was  shown  to  be  as  safe  as,  if  not  safer  than, 
other  anesthetics  on  the  basis  of  mortality  figures.  How- 
ever, the  study  recommended  that  a patient  who  de- 
veloped either  unexplained  fever  or  jaundice  after 
receiving  halothane  should  not  be  given  halothane  again. 
The  problem  is  how  to  define  an  unexplained  fever,  since 
many  patients  have  fever  following  a surgical  procedure. 
An  interesting  fact  is  that  halothane  hepatitis  has  not  been 
reported  in  children  less  than  eight  years  old. 

Enflurane  is  another  commonly  used  anesthetic  drug 
that  has  fluoride  ion  as  a metabolite.  Because  the  amount 
of  fluoride  produced  is  very  small,  the  use  of  enflurane 
may  cause  a clinically  significant  problem  only  in  the 
presence  of  renal  insufficiency. 

Air  Pollution  in  the  OR 

Recent  environmental  studies  have  shown  that  operating 
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theaters  are  polluted  by  trace  gases  of  anesthesia.  Stud- 
ies have  shown  an  increased  rate  of  abortion  in  operating 
room  personnel.  Other  studies  suggest  that  these  trace 
agents  may  be  carcinogenic,  teratogenic,  and  toxic  to  the 
brain,  liver,  and  kidney.  While  there  is  great  controversy 
regarding  the  validity  of  these  epidemiologic  studies,  it  is 
difficult  to  argue  against  the  utilization  of  the  inexpensive 
methods  available  to  remove  waste  gases  from  the  air. 

The  federal  government — through  the  National  Institute 
of  Occupational  Safety  and  Health,  the  Occupational 
Safety  and  Health  Administration,  and  the  Food  and  Drug 
Administration — and  the  Joint  Commission  on  Accredita- 
tion of  Hospitals,  have  become  interested  in  the  subject  of 
trace  gases  in  operating  rooms.  Guidelines  and  rec- 
ommendations promulgated  by  federal  agencies  some- 
times exceed  existing  capabilities  to  remove  polluting 
gases.  In  addition,  the  cost  efectiveness  is  questionable. 
The  JCAH  recommends  removal  of  trace  gases,  but  the 
process  is  not  mandatory  for  accreditation.  Some  hospi- 
tals and  groups  of  anesthesiologists  have  been  threat- 
ened with  fines  by  the  governmental  agencies  if  the 
criteria  are  not  met.  Such  rigidity  is  difficult  to  justify  when 
research  has  not  conclusively  demonstrated  that  trace 
gases  are  harmful.  At  the  same  time,  we  cannot  ignore  a 
potential  problem  that  may  affect  personnel  in  operating 
rooms.  It  is  our  practice  to  warn  female  personnel  who  are 
pregnant  that  there  is  a possible  risk  of  an  increased 
incidence  of  abortion  and  fetal  malformation  if  they  work  in 
such  an  environment  during  their  first  trimester  of  preg- 
nancy. If  they  wish  to  continue  to  work  in  the  area,  they  are 
asked  to  sign  a waiver. 
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Evaluation  of  biliary  tract  disorders  with 
technetium-99m-HIDA  cholescintigraphy 

Leonard  M.  Freeman,  MD  Michael  S.  Frank,  MD  Leroy  A.  Sugarman,  MD  Heidi  S.  Weissmann,  MD 


Improved  radionuclide  hepatobiliary  tract  imaging  has 
been  achieved  with  a variety  of  iminodiacetic  acid  ana- 
logs. By  supplying  information  on  function,  such  imaging 
nicely  complements  the  more  anatomic  procedures  such 
as  ultrasound  and  computed  tomography.  It  has  become 
the  procedure  of  choice  in  patients  with  suspected  acute 
cholecystitis  because  it  supplies  the  most  critical  informa- 
tion needed  about  cystic  duct  patency  or  occlusion.  It 
also  has  assisted  diagnosis  in  other  important  areas  such 
as  post-cholecystectomy  syndrome,  diversionary  shunt 
evaluation,  and  cholestasis.  The  dimethyl  acetanilide  IDA 
(HIDA)  is  the  compound  that  has  been  utilized  most 
often.  Considerable  investigative  work  is  in  process  with 
other  IDA  compounds,  most  notably  the  para-isopropyl 
(PIPIDA),  para-butyl  (BIDA),  and  diisopropyl  (DISIDA) 
analogs. 


For  more  than  a decade,  rose  bengal  sodium  1 1 31  rep- 
resented the  primary  available  method  of  visualizing 
hepatic  parenchymal  cell  and  biliary  tract  function  with 
nuclear  imaging  technology.  The  major  diagnostic  area  to 
which  the  procedure  was  applied  was  the  differential  di- 
agnosis of  jaundice.^'^  Interest  in  the  procedure  dimin- 
ished in  the  early  1 970s,  primarily  because  of  the 
remarkable  growth  and  widespread  availability  of  ultra- 
sound and  computed  tomography  which  provided  a better 
anatomic  means  of  determining  the  essential  informa- 
tion as  to  whether  bile  duct  dilatation  was  present.  Addi- 
tionally, the  1 131  label  with  its  associated  8.1 -day  physical 
half-life  and  particle  radiation  limited  the  diagnostic  dose 
to  the  microcurie  range.  For  a few  centers  with  cyclotron 
facilities,  rose  bengal  sodium  1 123  (13-hour  physical  half- 
life,  pure  gamma  emitter)  provided  the  means  of  admin- 
istering millicurie-range  doses,  thereby  allowing  better 
counting  statistics  and  improved  diagnostic  information. ^ 
The  major  breakthrough  in  radionuclide  biliary-tract 
imaging  occurred  in  1 975  when  Harvey,  Loberg,  and 
Cooper  successfully  demonstrated  the  affinity  of  tech- 
netium Tc  99m-labeled  iminodiacetic  derivatives  for  the 
biliary  tract.®  The  particular  analog  utilized  in  their  work 
was  dimethyl  acetanilide  iminodiacetic  acid,  commonly 
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known  as  HIDA.  Several  other  IDA  derivatives  have  been 
developed  by  commercial  companies,  including  the  para- 
isopropyl  (PIPIDA),  diisopropyl  (DISIDA),  and  parabutyl 
(BIDA)  compounds.^  HIDA  has  a short  chain  and  is  extrac- 
ted promptly  by  the  hepatic  parenchymal  cells  with  sim- 
ilarly rapid  excretion  through  the  biliary  tract  into  the 
intestine.  About  1 5%  of  the  dose  is  excreted  by  the  kid- 
neys. Reasonably  good  visualization  can  be  expected  in 
patients  with  bilirubin  levels  as  high  as  5 mg  to  8 mg/1 00 
ml.®  PIPIDA  is  relatively  close  to  HIDA  in  function.  BIDA  is 
a longer  chain  compound  with  slower  hepatic  excretion 
and  much  less  renal  excretion.  It  is  most  useful  in  visualiz- 
ing hepatic  parenchyma  with  bilirubin  levels  exceeding 
1 0 mg/100  ml  and,  occasionally,  20  mg/1 00  ml.^  DISIDA 
combines  the  best  properties  of  all  of  the  currently  inves- 
tigated IDA  derivatives. 

Although  all  four  compounds  have  been  utilized,  the 
authors  have  used  HIDA  most.*  Between  December  1977 
and  October  1979,  more  than  700  studies  have  been 
performed  at  New  York’s  Montefiore  Hospital  and  Medical 
Center.  The  majority  of  these  studies  have  been  per- 
formed for  suspected  acute  cholecystitis.  Chronic  cho- 
lecystitis, cholestasis  with  or  without  jaundice,  post- 
cholecystectomy pain  evaluation,  diversionary  shunt  eval- 
uation, suspected  post-traumatic  bile  leaks,  and  elucida- 
tion of  defects  on  colloid  liver  scans  represent  the  other 
reasons  that  the  study  was  performed.® 

The  Normal  ®®'^Tc-HIDA  Scan 

Following  the  intravenous  administration  of  5mCi  to 
1 0mCi  of  ®®'^Tc-HIDA,  there  is  prompt  uptake  of  the  radio- 
tracer  in  the  parenchymal  cells.  During  the  next  1 5 to  30 
minutes,  the  intrahepatic  ducts,  gallbladder,  and  common 
bile  duct  are  visualized.  Excretion  into  the  duodenum 
normally  occurs  within  the  first  30  to  40  minutes  (Fig  1 ). 
Gallbladder  or  intestinal  visualization  occurring  beyond 
one  hour  is  considered  abnormal. 

Suspected  Acute  Cholecystitis 

The  hallmark  of  diagnosis  in  acute  cholecystitis  is  cystic 
duct  obstruction.  This  is  present  in  more  than  95%  of 
acutely  inflamed  gallbladders  that  are  surgically  re- 
moved.^® Although  occasional  cases  of  acute  acalculous 
or  toxic  cholecystitis  may  occur  with  patent  cystic  ducts, 
they  are  fairly  uncommon.  Although  ultrasound  has  been 

’Supplied  by  Merck-Frosst  Laboratories,  Dorval,  Quebec,  Canada. 
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advocated  in  the  past  by  some  as  the  procedure  of 
choice,'' ' this  is  no  longer  true.  The  echographic  demon- 
stration of  calculi  and/or  a thick  gallbladder  wall  may  be 
equated  with  the  presence  of  chronic  disease  only.  On  the 
other  hand,  the  absence  of  gallbladder  visualization  over 
a two-  to  three-hour  period  on  a HIDA  scan  may  be  much 
more  often  equated  to  cystic  duct  obstruction  and  acute 
disease  (Fig  2).®  '2Many  chronically  inflamed  gallbladders 
will  show  on  delayed  images  (up  to  three  or  four  hours 
after  injection)  and,  therefore,  studies  showing  initial  gall- 
bladder nonvisualization  are  followed  for  several  hours 


(Fig  3). 

Diagnostic  accuracy  of  the  HIDA  scan  in  suspected 
acute  cholecystitis  has  been  remarkably  high.  In  the  first 
90  cases  studied  at  our  institution  in  which  adequate 
follow-up  was  obtainable,  the  overall  accuracy  was  97.8% 
with  a specificity  of  1 00%. ® Rosenthall’s  group  at  the 
Montreal  General  Hospital  has  obtained  similar  results. it 
is,  therefore,  quite  clear  that  ^^'^Tc-HIDA  cholescintigra- 
phy  should  be  the  preferred  initial  procedure  in  studying 
patients  with  suspected  acute  cholecystitis  (Fig  4). 

Suspected  Chronic  Cholecystitis 

The  demonstration  of  calculi  with  or  without  disturbed 
gallbladder  function  almost  always  establishes  the  diag- 
nosis of  chronic  cholecystitis.  This  can  be  achieved  most 
easily  on  a wide  screening  basis  by  using  the  oral  chole- 
cystogram  and  following  abnormal  results  (such  as  gall- 
bladder nonvisualization  on  a two-day  study)  with 
ultrasound.  Echogenic  foci  within  the  gallbladder  very 
likely  establish  the  diagnosis  of  chronic  cholecystitis.  Dis- 
parate results  between  the  oral  cholecystogram  and  ul- 


7,  Normal^^"'Tc-HIDA  cholescintigraph.  Sequential  filling  of  within  the  first  hour  following  injection.  Gallbladder  visual- 

intrahepatic  bile  ducts,  common  bile  duct,  and  gallbladder  occurs  ization  establishes  cystic  duct  patency. 
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trasound  often  may  be  resolved  with  the  HIDA  scan. 

The  appearance  of  the  HIDA  scan  in  chronic  cho- 
lecystitis is  quite  variable.  If  relatively  good  function  re- 
mains, despite  the  stones,  the  HIDA  study  can  be  perfectly 
normal.  Delayed  gallbladder  visualization  (beyond  one 
hour  and  often  two  hours)  has  been  a fairly  reliable  indica- 
tor of  disease,  particularly  if  it  occurs  at  or  beyond  two 
hours  (Fig  3). Total  nonvisualization  may  occur  but  is 
much  less  frequent  than  a normal  study  or  delayed  visual- 
ization. Correlation  with  the  patient's  clinical  findings 
generally  will  differentiate  acute  and  chronic  cholecystitis 
in  those  patients  that  show  total  nonvisualization  of  the 
gallbladder,  even  on  delayed  views.  Our  proposed  ap- 
proach to  studying  a patient  with  chronic  gallbladder  dis- 
ease is  outlined  in  Fig  5. 

Cholestasis 

The  anatomic  status  of  the  bile  ducts  is  the  single  most 
important  piece  of  information  needed  to  differentiate  be- 
tween surgical  and  medical  causes  of  cholestasis  with  or 


without  jaundice.  Ultrasound  is  the  modality  that  can  most 
easily  supply  this  data  and  should,  therefore,  be  the  ini- 
tial procedure  performed.  Depending  upon  the  results  of 
this  examination,  one  can  then  proceed  to  other  studies 
such  as  computed  tomography,  percutaneous  transhepa- 
tic  cholangiography,  or  endoscopic  retrograde  pan- 
creaticoduodenography  (ERCP)  to  try  to  elucidate 
the  problem  further,  eg,  determine  the  cause  of  the 
obstruction. 

®9'^Tc-HIDA  cholescintigraphy  has  been  extremely  use- 


2.  Acute  cholecystitis.  Normal  visualization  of  the  common  bile  duct  is  pelvis  activity  is  seen  bilaterally  on  the  five-minute  study.  Acute 

noted.  At  no  time  is  there  any  evidence  of  gallbladder  filling.  Renal  cholecystitis  with  cystic  duct  obstruction  was  confirmed  at  laparotomy. 
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ful  in  selective  cases  in  that  it  has  supplied  information 
concerning  the  level  of  the  obstructive  process  (Fig  6).  In 
general,  the  dilated  ducts  will  visualize  when  partial 
obstruction  is  present.  This  may  require  delayed  views  to 
achieve  diagnostic  studies.  A recognizable  pattern  of 
complete  obstruction  is  good  parenchymal  uptake  of  the 
HIDA  with  no  discernible  biliary  or  intestinal  excretion  over 
the  several  hours  that  the  study  is  followed.  Increased 
renal  excretion  of  the  radiotracer  is  often  visible  under 
these  circumstances. 


When  bilirubin  levels  of  7 mg  to  8 mg/100  ml  or  greater 
are  present,  enhanced  renal  excretion  with  poor  hepatic 
parenchymal  uptake  occurs.  As  mentioned  earlier,  it  is  in 
these  cases  of  marked  hyperbilirubinemia  that  the  para- 
butyl  (BIDA)  or  diisopropyl  (DISIDA)  analogs  of  im- 
inodiacetic acid  holds  greater  promise  in  visualizing  the 
liver.^  The  suggested  flow  scheme  in  studying  a patient 
who  presents  with  cholestasis  is  shown  in  Fig.  7. 

Post-cholecystectomy  Syndrome 

Recurrent  upper  abdominal  pain  at  varying  intervals  fol- 
lowing biliary  tract  surgery  is  common.  If  the  common  bile 
duct  has  been  disturbed  either  by  the  prior  passage  of 
stones  or  by  surgical  manipulation,  it  may  be  permanently 
ectatic.  As  a result,  demonstration  of  biliary  dilatation  on 
ultrasound  examination  often  is  an  inadequate  finding 
when  one  is  trying  to  elucidate  the  cause  of  recurrent  pain 
in  this  type  of  patient.  ®^"'Tc-HIDA  cholescintigraphy  has 
the  advantage  of  showing  whether  the  bile  flow  is  normal 
or  delayed.  As  in  patients  with  suspected  acute  cho- 


3.  Chronic  cholecystitis.  Gallbladder  filling  does  not  occur  until  two  suggestive  of  chronic  cholecystitis  associated  with  a patent  cystic 

hours  after  injection.  The  hepatic  and  common  bite  ducts  visualize  duct.  Gallstones  were  demonstrable  on  ultrasound  examination, 

earlier  and  are  dilated.  This  pattern  of  delayed  filling  is  very 
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4,  Suspected  acute  cholecystitis ^ 


Suspected  acute  cholecystitis. 


’’"'Tc-HIDA  Cholescintigraphy 


Nonvisualized  gallbladder  < 1 hour  with  good  duct  visualization  Visualized  gallbladder  in  < 1 hour  and  normal  CCK  (cholcystokinen)  response 

I I 


Cholecystitis* 


No  acute  cholecystitis 


‘On  occasion,  chronic  cholecystitis  will  show  delayed  gallbladder  visualization  (>  1 hour). 


5,  Suspected  chronic  cholecystitis. 


Normal  opacification  with  no  demonstrable  calculi 


No  cholecystitis* 


Suspected  chronic  cholecystitis 

i 

Oral  Cholecystogram 

I 

Calculi  visualized 


Cholecystitis 


Nonvisualization  on  a 2-day  study 

US 


Calculi  visualized 


No  calculi 


’’"'Tc-HIDA  study 


*lf  clinical  suspicion  is  still  high,  obtain  US  to  rule  out  calculi 


6.  Value  ol  ^^"'Tc-HIDA  study  in  cholestasis.  Patient  had  dilated  ducts  (arrow).  The  duct  is  obstructed  at  this  point  by  enlarged  nodes  in 

on  ultrasound  examination.  Note  the  persistent  photon-deficient  this  patient  with  lymphoma.  The  distal  portion  ol  the  common  bile 

area  in  the  region  ol  the  common  bile  duct  with  proximal  dilatation  duct  is  normal. 
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lecystitis,  it  is  this  functional  rather  than  the  purely  mor- 
phologic information  that  is  paramount  in  importance. 

Evaluation  of  Diversionary  Shunts 

Cholescintigraphy  has  proven  to  be  an  extremely  useful 
means  of  determining  whether  surgically  created  ana- 
stomoses from  biliary  tract  to  bowel  are  patent  or  oc- 
cluded. The  most  common  types  of  such  shunts  that  have 
been  evaluated  in  this  fashion  are  choledochoje- 
junostomies  and  choledochoduodenostomies.  It  is  a sim- 
pler and  more  physiologic  study  than  either  a gastroin- 
testinal series,  in  which  filling  of  the  shunt  must  occur  in  a 
retrograde  fashion,  or  intravenous  cholangiography, 
which  is  associated  with  a much  greater  morbidity. 

Evaluation  of  Upper  Abdominal  Trauma 

Radioiodinated  rose  bengal  has  been  used  in  the  past  to 
demonstrate  biliary  fistulae.^^  Because  of  the  more  favora- 
ble physical  characteristics  and  higher  diagnostic  doses 
of  3®'^Tc-HIDA  allowable,  this  can  be  done  more  effectively 
with  the  newer  radiotracer.  Bile  leakage  or  cyst  forma- 
tion, or  both,  following  both  diversionary  shunt  surgery 
and  blunt  abdominal  trauma  have  been  visualized  in  this 
manner.'' 5 

Elucidation  of  Defects  on  Colloid  Scans 

This  area  of  diagnosis  also  represents  modernization  of  a 
technique  previously  performed  with  rose  bengal  sodium 
1 1 31 . If  a colloid  liver  scan  of  a patient  in  whom  metastatic 
disease  is  suspected  shows  a solitary  defect  at  or  adja- 
cent to  the  inferior  border  of  the  right  lobe,  gallbladder 

7.  Cholestasis. 


fossa  must  be  considered.  If  filling  of  the  defect  can  be 
achieved  on  a HIDA  study,  metastatic  disease  can  be 
definitively  excluded  as  the  cause  of  tnat  particular 
finding. 
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Roie  of  the  primary  physician 
in  evaluating  infertility 

Alfred  N.  Poindexter,  MD  Marcella  Ritter,  PhD 


Infertility  in  the  United  States  is  receiving  more  attention. 
Recent  advances  in  ovulation  induction  and  microsurgery 
of  the  fallopian  tube  require  that  the  physician  recognize 
possible  etiologies  for  infertility.  To  do  this,  the  physician 
can  evaluate  basal  temperature,  perform  hysterosal- 
pingography,  and  analyze  semen.  The  results  of  these 
provide  the  best  guide  to  a couple’s  fertility  potential. 


In  the  United  States  an  estimated  10%  to  15%of  all  cou- 
ples are  unsuccessfully  attempting  to  conceive.  Con- 
sequently, there  may  be  as  many  as  3 million  infertile 
couples  who  want  medical  help  and  information.  Social 
trends  are  expected  to  heighten  the  need  for  physicians  to 
be  well  versed  in  problems  of  infertility.  Today  more  sin- 
gle mothers  keep  their  babies,  the  career  couple  waits 
until  they  are  older  to  have  children,  and  VD  has  increased 
the  incidence  of  tubal  occlusion.  Liberal  abortion  laws 
have  reduced  further  the  number  of  adoptable  children. 

Because  of  advances  in  diagnostic  techniques  and 
treatment  of  the  infertile  couple,  the  diagnosis  may  be 
more  specific  and  prognosis  far  better  than  a decade  ago. 
Recent  advances  in  microsurgery  of  the  fallopian  tubes, 
induction  of  ovulation,  understanding  of  immunology  and 
male  infertility,  and  in  vitro  fertilization  and  embryo  re- 
implantation have  clarified  some  causes  of  infertility  and 
have  led  to  more  sophisticated  therapies. 

Causes  of  infertility  include:  ovarian  disorders  (15%), 
tubal  factors  (30%  to  35%  ),  cervical  problems  (20%),  and 
male  disorders  (30%  to  35%).’  General  factors  contribut- 
ing to  infertility  are  the  age  of  both  husband  and  wife,  24 
years  being  the  optimal  age,  and  the  duration  of  the 
couple’s  infertility.  The  female  may  present  with  primary 
infertility,  having  never  conceived,  or  secondary  infertility 
following  a history  of  prior  conception  or  live  birth,  but 
most  definitions  of  infertility  focus  on  the  couple  that  has 
failed  to  conceive  after  at  least  one  year  of  unprotected 
intercourse. 

The  role  of  the  primary  physician  is  to  determine 
whether  the  couple  is  actually  infertile,  to  perform  prelimi- 
nary tests,  and  if  necessary,  to  refer  them  to  a reproduc- 
tion endocrinologist.  Approximately  30%  to  35%  of  all 
cases  of  infertility  involve  more  than  one  factor.  For  in- 
stance, it  is  not  unusual  to  find  tubal  obstruction  in  a 
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patient  whose  husband  has  azoospermia,  or  a wife  with 
anovulation  and  endometriosis  whose  husband  has 
oligospermia.^'^ 

Step  1:  The  Interview 

The  interviewer  should  question  the  couple  about  possible 
marital  maladjustment,  sexual  problems,  and  knowledge 
of  the  need  to  time  intercourse  in  relation  to  ovulation. 
Practices  such  as  excessive  douching,  or  arising  imme- 
diately after  intercourse  with  subsequent  leakage  of  se- 
men, both  of  which  may  greatly  diminish  the  number  of 
sperm  available  for  fertilization,  may  be  discouraged.  The 
frequency  of  intercourse  may  be  discussed  since  sperm 
motility  can  be  affected  by  frequent  or  infrequent  ejacula- 
tion.^ In  addition,  a history  of  infrequent  coitus  should  be 
ruled  out.  Simple  instructions  may  be  sufficient  treatment 
in  some  cases. 

Step  2:  History  and  Physical  Examination  of  the  Wife 

A history  of  the  wife  should  begin  with  a complete  men- 
strual history  to  determine  age  of  onset,  date  of  last 
period,  duration,  amount  and  frequency  of  flow,  as  well  as 
gross  irregularities  or  presence  of  pain.  Presence  or  ab- 
sence of  ovulation  should  be  determined  by  molimina 
(premenstrual  symptoms  or  breast  tenderness),  mit- 
telschmerz,  spotting  between  menstrual  periods,  an  in- 
crease in  midcycle  discharge,  and  dysmenorrhea.®  The 
patient’s  contraceptive  history  and  any  previous  pregnan- 
cies should  be  noted.  A history  of  excessive  douching  or 
douching  immediately  after  intercourse  could  be  signifi- 
cant. History  of  cervicitis  or  pelvic  inflammatory  disease 
following  a previous  pregnancy  might  suggest  immediate 
hysterosalpingography  (HSG)  or  laparoscopy  to  rule  out 
tubal  occlusion.  If  the  patient  has  previously  had  abdomi- 
nal surgery,  a description  of  the  procedure  and  the  pa- 
thologist’s report  should  be  obtained.  Any  accidents, 
illnesses,  or  medications  need  to  be  recorded.  (Certain 
tranquilizers,  such  as  phenothiazine,  are  known  to  cause 
amenorrhea  and  galactorrhea.)  Finally,  the  physician 
should  inquire  about  the  excessive  use  of  cigarettes  or 
alcohol  and  the  presence  of  stress,  either  external  or 
internal.  Common  stumbling  blocks  to  proper  diagnosis 
may  be  uncovered  here;  one  partner,  for  example,  may 
not  want  children  and  the  consequent  responsibility. 

The  physical  examination  of  the  wife  should  include 
notations  of  general  body  habitus,  hair  distribution,  both 
general  and  pubic,  and  abnormal  fat  deposits.  Postpuber- 
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tal  breast  development  is  ascertained  with  attention  to 
nipple  abnormalities,  swellings,  or  galactorrhea.  Ex- 
ophthalmos, lid  lag,  tremor,  or  palpable  thyroid  gland  can 
signal  thyroid  dysfunction.  The  pelvic  examination  may  be 
most  meaningful  and  should  be  thorough.  The  size, 
shape,  and  position  of  the  external  genitalia,  as  well  as 
presence  of  noticeable  infections  in  either  the  vulva  or 
vagina  should  be  noted.  Hypertrophy  of  the  labia  and 
clitoris,  and  male  distribution  of  hair,  may  result  from 
adrenal  or  ovarian  hormonal  excess.  Also  important  are 
size  and  position  of  the  uterus,  tumors  of  the  corpus  of  the 
uterus,  determined  by  bimanual  examination,  and  possi- 
ble presense  of  endometriosis.  Unilateral  or  bilateral 
ovarian  enlargement  and/or  fixation  of  the  fallopian  tube 
frequently  suggets  disease  in  the  adnexae.  A rectovaginal 
examination  may  suggest  a retroflexed  or  retroverted 
uterus,  masses  in  the  cul-de-sac,  or  endometriosis. 

Step  3:  Tests 

Laboratory  Tests:  Initial  laboratory  studies  generally 
should  test  for  T pallidum,  complete  blood  count  and 
sedimentation  rate,  urinalysis,  free  T3  and  T4,  and  chest 
roentgenogram. 

Basal  Body  Temperature  Test:  The  physician  should 
explain  to  the  patient  the  concept  of  maintaining  a basal 
body  temperature  chart  (BBT)  to  help  determine  the  oc- 
currence of  ovulation  or  luteal  phase  deficiencies.  During 
the  proliferative  phase  of  the  menstrual  cycle,  the  basal 


temperature  is  usually  less  than  98°  F.  A sharp  dip  in  the 
temperature  prior  to  ovulation  may  indicate  ovarian  es- 
trogen production.  The  progesterone  produced  by  the 
corpus  luteum  following  ovulation  is  thermogenic,  result- 
ing in  a 0.5°to  1°  F rise  in  the  BBT  (Fig  1).  The  post- 
ovulatory temperature  usually  exceeds  98°  F.  Ovulation 
may  be  presumed  on  the  basis  of  the  temperature  profile. 
An  inadequate  luteal  phase  may  be  detected  if  the  tem- 
perature does  not  remain  elevated  for  the  average  14 
days.  A deficiency  is  strongly  suspected  if  the  elevation 
lasts  ten  or  fewer  days. 

The  patient  should  be  instructed  to  purchase  a special 
BBT  thermometer  which  enhances  the  accuracy  of  the 
basal  temperature  reading.  Upon  awakening  and  before 
getting  out  of  bed,  the  patient  should  place  the  thermome- 
ter under  the  tongue  for  at  least  three  minutes.  For  most 
reliable  results  the  patient  should  record  the  temperature 
on  her  chart  immediately.  Preferably,  the  time  of  measure- 
ment will  be  consistent,  but  it  must  follow  at  least  six 
hours  of  sleep.  The  BBT  must  be  recorded  for  at  least 
three  months  in  order  for  ovulation  to  be  verified.  To  avoid 
error,  the  patient  should  graph  any  fever  related  to  inci- 
dental illnesses. 

The  physician  should  not  rule  out  the  presence  of  ovula- 
tion on  the  basis  of  one  or  two  months  of  inconclusive 
BBT  graphs.  Moghissi  found  that  2%  of  normally  men- 
struating women  whose  ovulation  was  indicated  by  pre- 
ovulatory estrogen  peak,  a midcycle  luteinizing  hormone 


1 . Basal  body  temperature  chart  demonstrating  ovulation  on  the  14th 
day  of  the  cycle  with  a 14-day  luteal  phase. 
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surge,  and  a significant  rise  in  serum  progesterone  during 
the  luteal  phase,  had  monophasic  BBT  graphs.® 

If  ovulation  is  thought  to  be  occurring  but  is  not  verified 
by  BBT,  a single  well-timed  measurement  of  serum  pro- 
gesterone level  may  help  confirm  ovulation,^  but  if  ovula- 
tion is  still  in  doubt,  an  endometrial  biopsy  may  be  done  to 
determine  a phase  lag  of  endometrium  and  serum  pro- 
gesterone. 

Mucus  Test:  Other  ovulation  detection  measurements 
involve  examination  of  the  cervical  mucus.  The  spinn- 
barkeit  is  a measure  of  the  elasticity  of  the  mucus,  with 
ovulation  causing  greater  elasticity.  Cervical  mucus  ob- 
tained around  the  time  of  ovulation  will  produce  a fern-like 
pattern  if  allowed  to  dry  on  a microscope  slide. 

Hysterography:  If  the  patient  is  not  ovulating,  further 
testing  and  possible  ovulation  induction  may  be  indicated. 


A patient  shown  to  be  ovulatory  but  apparently  unable  to 
conceive  should  be  evaluated  for  tubal  obstruction  and/or 
occlusion.  At  one  time  tubal  insufflation  was  used  to  de- 
tect lack  of  tubal  patency,  but  it  is  not  recommended 
because  it  yields  unclear  results.  Recently  improved  im- 
age intensification,  using  the  hysterosalpingogram  (HSG), 
gives  the  physician  complete  information  about  the  inter- 
nal anatomy  of  the  female  genital  tract,  including  tubal 
patency  (Fig  2).  Intrapelvic  sepsis  should  be  ruled  out  prior 
to  testing.  The  primary  physician  should  schedule  the 
patient  for  HSG  at  least  three  to  four  days  after  cessation 
of  menses  and  prior  to  ovulation.  This  precludes  inter- 
ference with  a viable  conceptus  or  the  forcing  of  blood  into 
the  pelvic  cavity.  The  HSG  frequently  has  a therapeutic 
effect  in  addition  to  being  diagnostic,  possibly  because  it 
flushes  debris  from  the  tubes.  If  the  HSG  indicates 


2.  Normal  hysterosalpingogram  with  typical  spilt  of  radiographic  con- 
trast material  into  the  pelvic  cavity. 
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obstruction  along  the  genital  tract,  the  patient  should  have 
laparoscopy.  The  laparoscope  is  used  to  visualize  pelvic 
adhesions,  endometriosis,  and  stenosis  of  the  fimbriated 
end  of  the  tube.  Kistner  and  associates  found  at  laparo- 
scopy that  12%  of  women  with  unsuspected  abnormalities 
had  peritoneal  adhesions  separating  the  tube  and  ovary, 
unsuspected  endometriosis,  or  ovarian  tumors.® 

Step  4:  History  and  Physical  Examination  of  the 
Husband 

The  physician  should  question  the  husband  about  possi- 
ble exposure  to  radiation,  present  and  past  medications, 
systemic  infections  or  diseases,  endocrinopathies,  or  pre- 
vious vasectomy.  Varicocele  may  be  ruled  out  during  the 
physical  examination. 

Laboratory  Tests:  Initial  laboratory  studies  are  the  same 
as  those  for  the  wife.  Following  the  initial  visit  and  labora- 
tory tests,  the  husband  should  provide  a semen  sample 
for  analysis.  At  least  two  semen  analyses  should  be  done 
six  weeks  apart  to  rule  out  the  effect  of  a transient 
oligospermia  secondary  to  infection,  stress,  etc.  Abnor- 
malities of  the  semen  can  be  reflected  in  volume,  count, 
motility,  or  percent  of  normal  forms.  All  of  these  factors  are 
important  in  fertilization.  Subfertile  semen  is  thought  to 
have  less  than  20  million  sperm  per  cubic  centimeter  and 
less  than  50%  motility  or  normal  forms.  Fig  3 represents  a 
normal  semen  analysis.  If  the  analysis  or  examination 
results  are  abnormal,  the  patient  should  be  referred  to  a 
urologist  for  further  examination. 

Conclusion 

The  initial  examination  with  a good  fertility  and  sexual 
history  combined  with  a semen  analysis,  hysterosalpingo- 
gram,  and  record  of  basal  body  temperature  will  suggest 
diagnosis  of  most  infertility  problems.  Abnormalities  in  any 
of  these  areas  can  be  further  evaluated  or  treated  by  the 
primary  physician  or  referred  to  the  reproductive  endo- 
crinologist. 

3,  Probable  normal  semen  values^ 
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Viscosity:  Liquified  in  20  minutes 
Color:  Opaque 
Volume:  2-5  cc 
pH:  7-8 

Sperm  Count:  35  million/cc  or  greater' 
Motility:  50%  or  greater 
Aberrant  Forms:  20%  or  less 
WBC:  100,000/cc 


'Authorities  vary  (20-50  million/cc) 
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i i acheo-esophageal  fistula 
following  blunt  chest  trauma 
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Tracheo-esophageal  fistula  resulting  from  crushing  chest 
trauma  is  an  unusual  but  lethal  injury  if  not  recognized  and 
surgically  treated  as  soon  as  practically  possible.  The 
fistula  often  can  be  clinically  recognized  by  the  “swallow- 
cough”  syndrome.  The  successful  treatment  of  an  1 8- 
year-old  man  with  a traumatic  tracheo-esophageal  fistula 
is  presented. 


Tracheo-esophageal  fistula  following  nonpenetrating 
chest  trauma  is  a serious  and  rare  injury,  with  less  than  40 
such  cases  having  been  reported  since  1937.  With  pres- 
ent diagnostic,  anesthetic,  and  surgical  procedures,  the 
patient’s  recovery  is  likely. 

Case  Report 

An  18-year-old  man  was  admitted  to  the  orthopedic  ser- 
vice of  Saint  Anthony’s  Hospital  in  Amarillo,  approximately 
four  hours  after  being  involved  in  an  automobile  acci- 
dent. On  admission,  the  patient  had  an  open  fracture  of 
the  right  femur,  closed  fracture  of  the  left  tibia,  displaced 
fractures  of  both  bones  of  both  forearms,  multiple  facial 
lacerations,  a questionable  acute  abdominal  injury,  and 
right  cervical  subcutaneous  emphysema.  No  pneumo- 
thorax was  identified  on  chest  roentgenograms,  but  medi- 
astinal emphysema  was  present.  The  patient  underwent 
open  reduction  and  internal  fixation  of  the  right  femur,  and 
closed  reduction  of  the  fractures  in  the  left  forearm,  right 
forearm,  and  ankle. 

The  patient  was  given  nothing  by  mouth  for  the  first  two 
postoperative  days,  while  the  abdominal  findings 
cleared.  On  the  third  day  followng  surgery,  paroxysm  of 
coughing  occurred  immediately  after  swallowing  clear  liq- 
uids. The  next  day  an  esophagogram  demonstrated  the 
presence  of  a tracheo-esophageal  fistula.  Bronchoscopy 
confirmed  the  fistula.  At  that  time,  a 2.5  cm  laceration  was 
noted  2 cm  above  the  carina.  The  patient  was  then  intu- 
bated; the  balloon  cuff  was  carefully  placed  distal  to  the 
laceration.  The  right  side  of  the  chest  then  was  opened 
through  the  fourth  intercostal  space  with  a posterolateral 
approach  and  lacerations  in  both  the  posterior  wall  of  the 
trachea  and  the  anterior  wall  of  the  esophagus  were 
isolated.  Very  little  inflammatory  response  was  noted  in 
the  surrounding  tissue.  The  tracheal  tear  was  repaired 
with  a single  layer  of  interrupted  3-0  Dexon.  The 
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esophagus  was  closed  with  two  layers  of  continuous  4-0 
Dexon.  The  mediastinal  pleura  was  opened  widely,  both 
superiorly  and  interiorly;  two  chest  tubes  were  inserted, 
and  the  chest  closed. 

Liquid  feedings  were  begun  on  the  third  day  after  a 
postoperative  barium  swallow  confirmed  that  the  repair 
was  intact.  A regular  diet  was  tolerated  by  the  sixth 
postoperative  day.  Because  of  the  multiple  orthopedic 
injuries,  the  patient  was  hospitalized  for  three  weeks.  The 
patient  remains  asymptomatic  1 5 months  after  the  repair 
of  the  tracheo-esophageal  injury. 

Comment 

The  increased  occurrence  of  high-speed  automobile  acci- 
dents has  increased  the  incidence  of  significant  and  life- 
threatening  chest  injuries  as  a result  of  blunt  trauma. 
Tracheo-esophageal  fistula  as  a result  of  such  trauma  is, 
however,  highly  unusual. 

The  first  case  of  a tracheo-esophageal  fistula  following 
a nonpenetrating  chest  injury  was  reported  in  1 937  by 
Vinson."  The  patient  was  a 29-year-old  man  who  died  2.5 
weeks  following  an  automobile  accident.  The  diagnosis 
was  made  at  autopsy.  The  first  survivor  of  such  an  injury — 
a 1 9-year-old  man  whose  chest  was  crushed  by  a 700- 
pound  box — was  reported  by  Adams^  in  1 946.  The  fistula 
was  surgically  closed  four  months  following  the  injury. 
Conservative  management,  in  hope  that  the  fistula  would 
close  spontaneously,  had  failed. 

Chapman^  described  typical  findings  in  a 1 970  review  of 
reported  cases.  There  were  28  reported  cases  at  that 
time,  23  of  which  resulted  from  automobile  accidents.  All 
were  young  men;  the  oldest  was  41  years  old.  Sub- 
cutaneous emphysema,  the  most  common  associated 
finding,  occurred  in  54%  of  the  cases,  and  in  most  in- 
stances, the  usual  “swallow-cough”  symptom  complex 
occurred  three  to  five  days  following  the  injury.  The  loca- 
tion was  just  above  the  carina  in  80%  of  the  cases.  The 
time  between  injury  and  operation  ranged  from  four  days 
to  1 1 months.  In  spite  of  delays  in  many  instances,  the 
survival  rate  was  greater  than  80%,  but  delays  were  asso- 
ciated with  prolonged  hospitalization  and  increased  mor- 
bidity. 

The  exact  process  in  the  formation  of  a fistula  is  a 
matter  of  speculation.  In  the  typical  case,  an  anterior- 
posterior  crushing  injury  occurs  in  a young  man,  com- 
monly without  resultant  injury  to  the  heart  or  great  vessels. 
Many  authors^’^’^  ® have  suggested  that  the  initial  injury 
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causes  compression  of  the  esophagus  and  trachea  be- 
tween the  manubrium  and  the  body  of  an  upper  thoracic 
vertebra,  rupturing  the  trachea  and  splitting  the  walls  of  the 
muscular  esophagus  with  subsequent  interference  with 
the  esophageal  mucosal  blood  supply.  The  resultant 
esophageal  mucosal  necrosis  is  the  final  step  in  develop- 
ment of  the  fistula.  This  sequence  of  events  is  supported 
by  the  fact  that  most  fistulas  do  not  become  evident  for 
several  days  after  injury.  It  is  uncertain  whether  this  inter- 
val is  due  to  the  time  required  for  the  fistula  to  develop  or 
to  a delay  in  ingestion  of  liquids  and  subsequent  man- 
ifestation of  the  “swallow-cough”  complex.  In  the  cases 
reported  by  Adams,''  Lockwood^  and  Siebel,'°  the  fistulas 
were  discovered  immediately  following  the  injury  and 
therefore  would  suggest  another  mechanism. 

In  a case  reported  by  Volk'' 2 there  was,  in  fact,  no 
crushing  injury.  The  patient  was  standing  over  a tank  of 
compressed  air  when  it  exploded.  The  authors  felt  that  the 
etiology  in  this  case  was  related  to  the  forceful  distension 
of  the  esophagus  by  the  expanding  gas.  Whether  the  rent 
in  the  trachea  was  likewise  due  to  the  distension  from 
within  or  from  the  external  force  of  the  esophageal  disrup- 
tion is  not  known. 

Conclusion 

Blunt  chest  trauma  producing  tracheo-esophageal  fistula 
is  an  unusual  but  lethal  injury  if  not  surgically  treated.  The 
diagnosis  is  suspected  by  the  patient’s  violent  coughing 
associated  with  swallowing  liquids  (swallow-cough  syn- 
drome) and  confirmed  by  esophagogram  and  endoscopy. 
The  injury  should  be  treated  by  immediate  primary  re- 
pair. This  approach  should  result  in  a low  mortality  and 
decreased  morbidity. 
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Staggering  results  vs.  staggering  results. 


There  are  two  ways  to  look  at  alcohol  addic- 
tion. One  way  is  to  view  the  alcoholic  as  a 
disgrace  to  himself  and  his  family.  The  breath 
mints,  the  hidden  bottles,  the  excuses  to  his 
family  become  dwarfed  by  fhe  effecf  alcohol 
is  having  on  him. 

He  begins  falling  down  on  the  job,  his  re- 
sponsibilities — praying  he  won't  fall  down 
in  front  of  his  family. 

The  other  is  to  realize  that  alcohol 
addiction  is  a medical  problem.  Not 
a mental  or  moral  one.  The  alcoholic 
should  feel  no  more  ashamed  abouf 


seeking  help  for  his  drinking  than  a diabetic 
would  feel  shame  about  watching  his  diet. 

Schick's  Shadel  Hospital  in  Fort  Worth, 
Texas,  has  shown  staggering  results  in  com- 
bating alcohol  addiction.  An  independent 
research  firm  has  credifed  Schick's  Shadel  wifh 
a 62%  success  rate.  And  Schick's  Shadel's 
counter-conditioning  makes  it  possible. 

Hiding  the  problem  is  no  solution. 
Call  or  write  to  Schick's  Shadel 
Hospital  today  to  find  ouf  more  on 
their  staggering  results.  There' re  no 
two  ways  about  it. 


Schick’s 

Shadel 

Hospital 


4101  Frawley  Drive  Fort  Worth,  Texas  76118  (817)  284-9217 
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provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses:  and  it’s  painless 
and  cosmetically  pleasing 

contains  three  antibiotics  that  are  rarely  used  systemically,  so 
the  risk  of  sensitization  is  minimal 

you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  V2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORIN*  Ointment 

(polymyxin  B-bacitracin-neomycin) 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3,5  mg  neomycin  base),  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packefs. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  In  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served These  symptoms  regress  quickly  on  withdrawing 
the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  Appropriate  measures  should 
be  taken  if  this  occurs. 

ADVERSE  REACTIONS;  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
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The  Brown  Schools: 
Specialists  in 
Residential  Treatment 

Residential  treatment  has  be- 
come highly  specialized  in  the 
field  of  mental  health.  It  is  a 
specific  treatment  modality  for 
those  who  need  a totally  planned 
and  structured  environment. 

The  Brown  Schools  has  de- 
veloped a wide  range  of  profes- 
sional services  that  can  be 
utilized  to  implement  an  indi- 
vidually planned  residential 
treatment  program.  The  degree 
of  structure  and  protection,  the 
intensity  of  therapy,  the  methods 


of  education  and  training  are 
controlled  and  modified  with  the 
resident's  changing  needs. 

Professionals  in  the  areas  of 
psychiatry,  psychology,  nursing, 
social  work,  education,  pre- 
vocational  training,  speech 
pathology,  and  recreation  have 
developed  expertise  in  the  spe- 
cific area  of  residential  treat- 
ment. Each  service  area  is  de- 
signed as  a component  of  an 
integrated  therapeutic  milieu. 

The  three  residential  treatment 
centers  of  The  Brown  Schools 
provide  complete  programming 
for  those  in  need  of  twenty-four 
hour  care.  Services  are  available 


for  children,  adolescents,  and 
adults  with  emotional  distur- 
bance, mental  retardation,  and 
neurological  impainnent.  Two 
small  group  homes  in  Austin 
provide  for  reintegration  into  the 
community  and  complement  the 
services  offered  in  the  other 
centers. 

For  information,  write: 

Director  of  Admissions 
Department  K - 1 
The  Brown  Schools 
P O.  Box  4(K)8, 

Austin.  Texas  78765. 

Toll  Call:  (512)  478-6662 
Out  of  State  Free:  (8(K))  531-5.^05 
From  Texas  Free:  (800)  252-5404 
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Withdrawal  patterns  in  cross-addicted 
patients:  report  of  100  cases 

Robert  Franken,  MD  F.  E.  Seale,  MD 


Review  of  records  and  interviews  with  100  patients  in 
our  study  have  helped  characterize  withdrawal  patterns  in 
patients  cross-addicted  to  alcohol  and  minor  tran- 
quilizers. Such  cross-addiction  is  becoming  more  com- 
mon, and  physicians  should  consider  that  alcholic  patients 
may  have  other  addictions.  Withdrawal  patterns  in  cross- 
addicted  patients  differ  materially  from  alcohol  with- 
drawal. Generally,  evaluation  and  treatment  of  cross-ad- 
dicted patients  should  be  individualized  and  caution 
exercised.  Abrupt  discontinuation  of  diazepam  and  related 
drugs  can  be  dangerous. 


The  alcoholic  patient  who  is  also  taking  one  or  more  of 
the  minor  tranquilizers  has  been  seen  with  increasing 
frequency  at  this  hospitalt  since  1959.  Since  the  introduc- 
tion of  diazepam  in  1 963,  the  problem  has  become  one 
of  major  concern  and  has  necessitated  a new  approach  to 
diagnosis  and  management.  One  fact  has  become  in- 
creasingly apparent:  there  are  very  few  “pure”  alcoholics 
anymore.  Fully  90%  of  our  patients  are  cross-addicted. 
Diazepam  (Valium)  is  by  far  the  worst  offender,  with  chlor- 
diazepoxide  (Librium)  a distant  second.  The  mood  ele- 
vators, amitriptyline  HCI  (Elavil)  and  Triavil,  are  also 
frequently  involved.  One  other  phenomenon  is  now  being 
seen  with  increasing  frequency.  A significant  percentage 
of  our  "recovered”  alcholics,  those  with  five  or  more  years 
of  sobriety,  are  being  readmitted  for  treatment.  Their  sto- 
ries are  that  they  were  given  diazepam  by  physicians  and 
in  a relatively  short  period  of  time  were  drinking  alcohol 
again.  One  recently  readmitted  patient,  with  14  years  of 
sobriety,  drank  soon  after  he  began  to  take  diazepam. 

Current  and  past  records  of  100  patients  were  studied 
for  basic  data.  Objective  and  subjective  data  were  com- 
piled by  direct  question-and-answer  sessions  between 
patients  and  staff  physicians  and  counselors  and  by  con- 
tinued daily  observations  of  such  patients.  Care  was  taken 
to  refrain  from  leading  questions,  and  subjective  symp- 
toms were  recorded  exactly  as  described  by  the  patient 
whenever  possible.  In  Fig  1 the  subjective  symptoms 
described  by  patients  are  plotted  against  the  date  of  onset 
and  duration  of  such  symptoms.  The  word  “dysphoria”  is 
used  to  indicate  a general  sense  of  disquietude,  restless- 


tStarlite  Village  Hospital,  Center  Point,  Tex. 

Robert  Franken,  MD.  and  F.  E.  Seale,  MD,  Starlite  Village  Hospital.  PO 
Box  317,  Center  Point,  TX  78010. 


ness,  or  malaise — often  expressed  by  the  patient  as  a 
feeling  of  inner  explosiveness  or  a desire  to  run  away.  Fig 
2 presents  a curve  in  which  the  intensity  of  the  symptom 
complex  is  plotted  against  its  duration.  The  curve  is  not 
mathematically  derived  from  the  data.  Rather,  it  is  based 
upon  patients’  descriptions  of  their  physical  and  mental 
sensations  at  the  time  of  interview.  While  admitting  the 
palpable  margin  of  error  in  such  interpretative  derivation  of 
these  data,  we  reached  several  conclusions. 

Discussion 

In  the  cross-addicted  patient  there  are  two  separate  and 
distinctive  withdrawal  patterns.  Withdrawal  from  alcohol 
follows  the  familiar  course.  Usually  it  is  seen  at  its  peak  on 
the  day  of  hospital  admission,  subsides  rather  rapidly, 
and  generally  has  run  its  course  by  the  third  or  fourth  day. 
The  classical  tremors,  incoordinate  gait,  bleary  eyes, 
and  indications  of  liver  damage  may  persist  for  many 
days.  However,  the  overall  picture  of  the  sick  and  helpless 
alcoholic  soon  dissipates. 

Next,  a period  of  relative  calm  lasts  for  about  five  days 
(Fig  2).  Sleep  patterns  return  to  near  normalcy,  appetite 
increases,  and  the  patient  describes  a general  feeling  of 
well  being.  Interest  in  sobriety  and  in  the  supportive 
therapeutic  program  increases  quite  rapidly  during  this 
period.  Such  increased  interest  is  demonstrated  by  more 
active  participation  in  individual  and  group  therapy  ses- 
sions. 

We  have  observed  that  on  or  about  the  tenth  day 
following  admission,  withdrawal  symptoms  in  the  cross- 
addicted  patient  often  recur  in  exaggerated  form.  In  con- 
trast to  the  alcohol  withdrawal  pattern,  these  cross-addic- 
tion symptoms  escalate  for  several  days,  plateau  for 
approximately  one  week,  then  slowly  subside.  During  this 
period  the  patient  again  experiences  many  of  the  early 
symptoms  of  alcohol  withdrawal  along  with  several  new 
and  disturbing  sensations  and  behavioral  variations. 

Hallucinations  following  withdrawal  from  diazepam,  as 
described  by  Floyd  and  Murphy,^  were  observed  in  16 
patients  in  our  study  group.  Dysken  and  Chan^  reported 
delirium,  marked  confusion,  and  disorientation  about  time 
and  place,  beginning  on  the  eighth  day  after  withdrawal 
from  diazepam.  This  is  in  substantial  agreement  with  our 
findings  except  that,  on  the  average,  these  symptoms 
appeared  somewhat  later — on  the  eleventh  or  twelfth  day 
in  our  study.  Rifkin  and  associates  described  two  grand 
mal  convulsions  in  a patient  five  days  following  abrupt 
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Intensity  of  symptoms 


discontinuance  of  diazepam. ^ In  our  series  we  have  seen 
this  only  twice,  possibly  due  to  our  program  of  gradual 
withdrawal  of  the  drug.  In  these  two  cases,  intravenous 
administration  of  diazepam  was  effective  in  controlling  the 
seizures.  We  have  had  no  deaths  following  withdrawal. 
However,  Rifkin,  as  quoted  by  Zisook,'*  reported  a 20- 
year-old  man  with  basal  ganglion  disease  who  died  three 

1 . Subjective  symptoms — onset  and  duration. 


days  after  diazepam  was  discontinued.'* 

Suicidal  ideation  has  not  been  commonly  encountered 
in  our  patients  during  the  withdrawal  period.  One  woman 
spoke  frequently  of  self-destruction  and  unsuccessfully 
attempted  suicide  by  taking  100  seco/amobarbital  sodium 
(Tuinal)  tablets.  As  her  other  withdrawal  symptoms  sub- 
sided, however,  talk  of  suicide  gradually  diminished  and 


Days  1 2 3 4 5 6 7 8 9 10  1 1 12  13  14  15  16  17  18 


Headache 

X 

X 

X 

X 

X 

X 

X 

X 

Nausea 

X 

X 

X 

X 

X 

X 

X 

X 

Tremor 

X 

X 

X 

X 

X 

X 

X 

Incoordination 

X 

X 

X 

X 

X 

X 

X 

X 

Anorexia 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Depression 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X X 

Delusions 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Hallucinations 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Insomnia 

X 

X 

X 

X 

X 

X 

X X 

Dysphoria 

X 

X 

X 

X 

X 

X 

X 

X 

Jaundice 

X 

X 

X 

XXX 

X 

X 

X 

X 

' Need  a Drink  " 

X 

X 

X 

"Need  a Pill” 

X 

X 

X X 

X 

X 

X 

X 

X 

X 

Agitation 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Temper  Tantrums 

X 

X 

X = 5 or  more  patients  (of  1 00)  who  complained  of  this  symptom  or  had  this  sign. 


2,  Physical  and  mental  sensations — intensity  vs  duration. 


Date  of  admission  5 10  14-15  21+  24 
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Cross  addiction 


finally  ceased  altogether.  Ryan^  reported  on  two  patients 
who  committed  suicide  shortly  after  abrupt  withdrawal  of 
diazepam.  Barry  and  Weintraub®  described  using  de- 
creasing doses  of  pentobarbital  sodium  (Nembutal)  in  the 
management  of  diazepam  withdrawal.  We  have  not 
found  this  method  to  be  successful.  Dependence  upon 
barbiturates  builds  rapidly  in  the  addictive  person  and 
substitution  of  one  drug  problem  for  another  has  not  been 
an  effective  approach. 

Conclusions 

There  seem  to  be  two  distinct  patterns  in  the  withdrawal 
of  the  cross-addicted  patient:  first,  that  from  alcohol,  and 
second,  an  escalating  picture  of  mental  and  physical  dys- 
function beginning  on  or  about  the  tenth  day,  progres- 
sing rapidly  for  several  days,  and  subsiding  slowly  until 
about  the  twenty-first  day  when  the  patient  is  drug  free. 

There  are  no  specific  suggestions  for  management  of 
cross-addicted  patients.  Each  patient  must  be  evaluated 
and  treated  individually. 

We  suggest  that  physicians  treating  alcoholism  and 
related  drug  problems  be  alert  to  cross-addiction  and  that 
they  warn  their  patients  that  a second  withdrawal  pattern 
probably  will  appear  approximately  one  week  after  the 
“hangover”  from  alcohol  is  gone.  Physicians  also  should 
be  aware  that  the  most  severe  and  dangerous  features  of 
the  withdrawal  pattern  occur  when  diazepam  and  related 
drugs  are  discontinued  abruptly.  Gradual  withdrawal  of  the 
drug  or  drugs  concurrently  with  an  intense  supportive 
program  of  therapy  is  the  most  effective  method  of  man- 
agement. 

Finally,  we  have  concluded  from  our  experience  that 
complete  abstinence  from  all  mind-  and/or  mood-altering 
drugs,  including  alcohol,  is  essential  to  the  ultimate  recov- 
ery of  the  cross-addicted  person. 
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Surgical  treatment 

for  left  main  coronary  artery  disease 

R.  D.  Sutherland,  MD  LeWayne  Miller,  MD  H.  E.  Martinez,  MD  W.  A.  Guynes,  MD  Trey  Fyfe 


Over  a seven-year  period,  99  patients  who  underwent 
myocardial  revascularization  had  60%  or  greater  occlu- 
sion of  the  left  main  coronary  artery.  There  were  a total  of 
four  hospital  deaths  and  five  late  deaths  following  the 
surgery,  representing  a 9%  mortality  rate.  Follow-up  re- 
vealed that  88%  of  survivors  (79  patients)  were 
asymptomatic  after  surgery.  These  findings  support  other 
reports  of  low  risk  of  surgical  revascularization  of  the 
heart,  high  proportion  of  survivors,  and  significant  im- 
provement in  symptomatology  of  patients  undergoing  cor- 
onary artery  bypass  for  left  main  coronary  artery 
disease. 


Results 

Of  the  99  patients  with  left  main  coronary  artery  disease, 
there  were  88  men  and  1 1 women. 

The  extent  of  coronary  artery  disease  of  the  99  patients 
is  shown  in  Fig  1 . Based  on  angiographic  findings,  a 
coronary  artery  was  judged  to  be  diseased  if  a 60%  or 
greater  lesion  was  seen  in  the  right  coronary  system,  left 
anterior  descending  system,  or  circumflex  coronary  sys- 
tem. Left  main  coronary  artery  lesions  were  judged  sepa- 
rately. The  majority  of  the  patients  (54)  had  triple  vessel 
coronary  artery  disease  and  disease  of  the  left  main 
coronary  artery.  There  were  only  three  cases  of  isolated 
left  main  coronary  artery  disease.  The  extent  of  obstruc- 
tion of  the  left  main  coronary  artery  is  also  shown  in  Fig  1 . 

The  data  in  Fig  2 reveal  that  there  were  four  hospital 
deaths  and  five  late  deaths  among  99  patients.  The 
causes  of  the  four  hospital  deaths  are  listed  in  Fig  3.  Only 
one  death— attributed  to  “stone  heart”— occurred  in  the 
operating  room.  Another  patient  died  of  an  acute  myocar- 
dial infarction  one  day  after  surgery.  One  patient  with  an 
80%  lesion  of  the  left  main  coronary  artery  and  1 00% 
lesions  in  the  right  coronary  artery,  left  anterior  descend- 
ing coronary  artery,  and  circumflex  systems  died  of  car- 
diac arrest  six  days  after  surgery.  The  remaining  patient 
died,  nine  days  postoperatively,  of  a pulmonary  embolus. 
The  causes  of  the  five  late  deaths  and  the  length  of 
patient  survival  are  shown  in  Fig  4.  The  patient  who  died  of 
congestive  heart  failure  had  undergone  a Vineberg  inter- 
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nal  mammary  artery  implant  in  1 967  and  at  the  time  of 
recatheterization  in  1 972,  had  a 60%  lesion  of  the  left 
main  coronary  artery,  100%  lesions  in  the  right  coronary 
artery,  left  anterior  descending  coronary  artery,  and  cir- 
cumflex coronary  artery  systems.  That  patient  survived 
almost  two  years  after  saphenous  vein  bypass  surgery. 

The  remaining  patients  who  survived  have  been  fol- 
lowed from  one  month  to  seven  years.  Of  these  90  sur- 
vivors, 79  patients  (88%)  are  asymptomatic.  Eleven 
patients  (1 2%)  have  had  slight  recurrence  of  angina  or 
their  original  symptoms. 

Discussion 

Left  main  coronary  artery  stenosis  as  an  isolated  lesion  is 
not  a common  occurrence.  Campeau  and  associates^ 
reported  an  average  of  5.8%  isolated  left  main  lesions  in  a 
number  of  combined  cases. 

The  incidence  of  isolated  left  main  coronary  artery 
disease  in  our  report  is  3%.  Each  patient  in  this  series 
gave  a history  of  progressive  angina  and/or  previous  myo- 
cardial infarction.  The  historical,  physical,  or  electrocar- 
diographic findings  in  no  way  suggested  the  diagnosis  of 
left  main  coronary  artery  disease.  This  group  could  not  be 
distinguished  from  other  patients  with  coronary  artery 
disease,  but  without  left  main  coronary  artery  disease, 
who  were  referred  for  surgery. 

Lim  and  associates^  have  reported  a five-year  mortality 
rate  of  51%  among  141  patients  with  left  main  coronary 
artery  disease  who  were  treated  medically.  Mortality  was 
found  to  be  highest  in  the  first  three  years  of  medical 
treatment.  Cohen  and  colleagues^  reported  50%  mortality 
in  25  months  of  follow-up  on  patients  treated  medically 
for  left  main  coronary  artery  lesions.  Bruschke  and  associ- 
ates’ reported  a 56.8%  five-year  mortality  rate  in  medi- 
cally treated  patients. 

Medical  versus  surgical  treatment  of  left  main  coronary 
artery  disease  also  has  been  reported.  Talano  and  asso- 
ciates® reported  that  82%  lived  one  year  after  surgery; 
only  61  % of  patients  treated  medically  lived  throughout  the 
first  year  of  drug  therapy.  Takaro  and  associates'*  in  the 
Veteran’s  Administration  cooperative  study  reported  82% 
of  surgically  treated  patients  survived  at  30  months;  65% 
of  the  patients  receiving  drug  therapy  survived  at  30 
months.  Campeau  and  associates®  reported  a seven-year 
survival  in  77.5%  of  surgical  patients  and  survival  of 
48.5%  of  patients  treated  with  drugs.  Similar  results  show- 
ing longer  survival  in  surgically  treated  patients  with  left 
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1 .  Extent  of  coronary  artery  disease. 


% Obstruction 

100  90-99  60-89 


LMC  2 32  65 


Isolated  LMC  disease  3 

Triple  Vessel  CAD  & LMC  54 

Double  Vessel  CAD  & LMC  28 

Single  Vessel  CAD  & LMC  14 


LMC  = Left  main  coronary  artery. 
CAD  = Coronary  artery  disease. 


main  coronary  artery  disease  have  been  published/  ® '® 
The  efficacy  of  any  therapy  for  coronary  artery  disease 
is  determined  by  relief  of  the  patient's  complaints,  pro- 
longed life,  or  increased  quality  of  life.  McConahay  and 
associates^  reported  88%  symptomatic  improvement  and 
77%  asymptomatic  patients  who  underwent  myocardial 
revascularization  for  left  main  coronary  artery  disease, 
Lebowitz  and  associates"  reported  82%  of  surgery  pa- 
tients to  be  angina-free.  In  our  study,  88%  of  patients  were 
asymptomatic  after  aortocoronary  artery  bypass  for  left 
main  coronary  artery. 

Conclusion 

This  paper  reports  a series  of  99  patients  who  underwent 
coronary  artery  bypass  surgery  to  alleviate  60%  or 
greater  occlusion  of  the  left  main  coronary  artery.  Follow- 
ing surgery,  four  patients  died  in  the  hospital,  and  five 
late  deaths  occurred  after  dismissal  for  a total  mortality  of 
about  9%.  Follow-up  revealed  that  88%  of  survivors 
were  asymptomatic.  These  findings  support  the  fact  that 
surgical  revascularization  of  the  heart  carries  a low  risk  of 
mortality  and  that  a high  proportion  of  survivors  experi- 
ence signficiant  symptomatic  improvement. 
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2.  Follow-up  data. 


Mortality,  Survival,  and  Current  Status 

1978  1977  1976  1975  1974 

1973 

1972 

1971 

TOTAL 

Follow-up  Interval  (mo.) 

1 -1- 

12-1- 

24  + 

36-1- 

48  + 

60  + 

72  + 

84  + 

— 

No.  of  Patients 

7 

13 

21 

19 

10 

16 

10 

3 

99 

Flospital  Deaths 

— 

— 

— 

1 

— 

2 

1 

— 

4 

Late  Deaths 

— 

— 

— 

— 

— 

1 

4 

— 

5 

Total  Deaths 

— 

— 

— 

1 

— 

3 

5 

— 

9 

Percent  Survival 

100 

100 

100 

95 

100 

81 

50 

100 

90 

Asymptomatic  Patients 

7 

12 

20 

14 

10 

10 

3 

3 

79 

C/O  Angina 

0 

1 

1 

4 

— 

3 

2 

— 

11 

3.  Hospital  deaths. 

Acute  Myocardial  Infarction  (1 ) 
Pulmonary  Embolus  (1 ) 

"Stone  Fleart " (1 ) 

Cardiac  Arrest  (1) 


4.  Late  deaths. 


Cause 

Length  of  Patient  Survival 

Arrhythmia  (1) 

Years 

Months 

9 

Congestive  Fleart  Failure  (1) 

1 

7 

Myocardial  Infarction  (1 ) 

3 

10 

Cerebral  Vascular  Accident  ( 1 ) 

3 

4 

Unknown  (1) 

4 

4 
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Joseph  Henry  Reuss:  founding  chairman, 
Texas  Surgical  Society* 

James  E.  Pridgen,  MD 


Born  in  the  postbellum  coastal  city  of  Indianola,  Texas, 

Dr  J.  H.  Reuss  became  the  organizational  chairman  of  the 
Texas  Surgical  Society  as  well  as  an  outstanding  com- 
munity leader  and  Texas  pioneer.  He  made  many  contri- 
butions in  each  of  these  fields  during  his  lifetime  and  has 
many  firsts  to  his  credit.  He  was  known  for  his  superior 
professional  ability,  tireless  energy,  and  personal  magne- 
tism. A glimpse  into  the  history  of  the  frontier  Texas 
towns  before  the  turn  of  the  century  helps  us  appreciate 
the  accomplishments  as  well  as  the  hardships  of  this  early 
Texas  doctor. 


Ancestry 

Joseph  Henry  Reuss  (Fig  1)  was  born  Jan  16, 1867,  in 
“The  Queen  City  of  the  West,”  Indianola,  Tex,  a port  and 
close  rival  of  Galveston  during  the  Civil  War  Era.^“®  His 
father.  Dr  Joseph  Martin  Reuss,  graduated  from  the  Uni- 
versity of  Wurtzburg  Medical  School  in  Germany  and 
moved  to  Indianola  in  1 845  with  Prince  Solms’  Braunfels 
Colony.  He  had  left  his  Bavarian  home  along  the  Reuss 
River  because  of  the  changing  political  scene  in  Germany. 
He  distinguished  himself  in  the  treatment  of  patients  dur- 
ing the  epidemics  of  yellow  fever  and  cholera  and  wrote 
papers  on  these  subjects,  which  were  published  in  1876  in 
Philadelphia.® 

Joseph  Henry  Reuss’s  personal  friendships  included 
such  Texas  figures  as  Governor  Ireland,  Gustave 
Schleicher,  and  Ashbel  Smith.  His  father  rendered  out- 
standing service  in  Shae’s  Battalion  defending  Indianola, 
where  he  treated  both  Confederate  and  Union  soldiers  on 
a massive  table  in  his  drugstore.  (A  gavel  made  from  this 
table  was  presented  at  the  April  1 973  meeting  of  the 
Texas  Surgical  Society  in  Galveston.)  His  uncle.  Dr  Au- 
gustus Reuss,  was  a brilliant  surgeon  in  the  Franco- 
Prussian  War,  who  died  at  the  Nimitz  home  in  Fred- 
ericksburg.^ 

The  Reuss  Family  Coat  of  Arms  was  first  worn  during 
the  first  Crusade,  1 096  AD,  by  Sir  Knight  Crusader  Johan 
Von  Reuss.®  A family  map  of  Germany  made  in  1 390 
shows  the  principality  of  Reussen.  One  of  Dr  Reuss’s 
ancestors,  Johan  Stephan  Reuss,  painted  by  Cranach, 
was  president  of  the  University  of  Vienna  in  1510.® 


James  E Pridgen,  MD,  4455  Medical  Drive,  San  Antonio,  TX  78229, 
'Presented  as  the  Presidential  Address  at  the  Texas  Surgical  Society 
meeting,  Oct  2,  1978,  in  Lubbock, 


To  Cuero 

Because  of  a series  of  catastrophic  hurricanes  in  Indi- 
anola, the  Reuss  family,  along  with  many  others,  moved 
inland  70  miles  on  the  new  C.  W.  Morgan  Railroad,  to 
Cuero,  a town  they  helped  establish.  Many  homes  in 
Indianola  were  disassembled,  boards  numbered,  and  then 
rebuilt  in  Cuero.  Some  were  restored  to  their  original 
beauty  for  the  1 972  Centennial  Turkey  Trot  celebration. 
The  Reuss  Drug  Store  established  in  1845  was  moved 
from  Indianola  to  Cuero  in  1 875  and  is  today  the  oldest 
drugstore  in  Texas  in  continuous  operation  by  the  same 
family  (Fig  2). 

After  his  exciting  pioneer  background  years  in  Indi- 
anola, Joe  Reuss  began  his  schooling  at  the  German 
English  School  in  Cuero.  He  attended  The  University  of 
Texas  in  1 883,  the  year  it  opened,  was  graduated  in  1 886, 
and  was  graduated  from  the  Medical  College  of  Physi- 
cians and  Surgeons  of  Columbia,  New  York  in  1 889.  Then 
he  served  a one-year  internship  at  St  Luke’s  Hospital  in 
New  York  and  observed  surgery  at  the  old  Presbyterian 
Hospital  there. 

What  was  the  quality  of  life  in  Cuero  in  1 91 2?  Why  did 
Dr  Reuss  pursue  his  postgraduate  education  so  dili- 
gently? The  majority  of  the  German  intelligentsia  from 
Indianola,  along  with  similar  people  from  the  Green  DeWitt 
Colony,  had  settled  in  Cuero  during  the  1 870s.  Interest  in 
literature,  music,  and  other  cultural  accomplishments  was 
at  a high  level.  Cuero,  with  a population  of  less  than 
5,000,  furnished  the  second  highest  number  of  students 
per  city  attending  The  University  of  Texas  in  1 883.  By 
1912,  Cuero  had  become  the  surgical  referral  center  from 
the  Gulf  coast  to  San  Antonio. 

In  1 891 , Dr  Reuss  began  practice  with  his  father  in 
Cuero  and  soon  organized  the  Salome  I Hospital,  the  first 
of  four  hospitals  he  would  organize.^  ^ By  1892,  he  had 
developed  a large  practice  and  performed  the  first  appen- 
dectomy in  Southwest  Texas. In  1 897,  he  helped  orga- 
nize the  Salome  Hospital  II.  In  1 900  Dr  Reuss  became  a 
member  of  the  first  State  Board  of  Medical  Examiners  and 
served  for  many  years.  He  married  the  prominent  Miss 
Meta  Reiffert  in  1896.  Subsequently,  they  had  three  chil- 
dren: the  late  Dr  Gaillard  Thomas  Reuss  of  Dallas;  Anita 
of  Cuero;  and  Helen,  who  lives  in  the  Reuss  homestead 
today.  In  this  homestead  placed  above  the  fireplace  a 
wood  carving  by  the  well  known  wood  craftsman,  Peter 
Mansbendel.  Inscribed  on  the  carving  is:  “Verstehen  und 
Verstanden  warden  machen  unser  Gluck  auf  Erden” 
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7,  Doctor  Joseph  H Reuss  in  1916. 


2 Reuss  Drug  Store  at  the  turn  of  the  century.  This  is  the  oldest  Texas 
drugstore  under  continuous  operation  by  the  same  family. 


which  means:  “To  understand  and  to  be  understood 
makes  our  happiness  on  earth.” 

Dr  Reuss  was  a handsome  gentleman  and  very  popular 
with  everyone,  both  in  and  out  of  the  medical  profession. 
The  courtly  doctor  wore  a gray  morning  coat  before  noon 
and  a black  coat  in  the  afternoon  and  drove  a team  of 
spirited  white  horses  harnessed  to  his  stylish  buggy.  In 
1 904  he  moved  to  Dallas  to  limit  his  practice  to  surgery. 
The  Cuero  Daily  Record  of  1904  stated,  "It  is  with  a 
feeling  akin  to  bereavement  to  have  him  leave  us,  but  the 
promise  of  a better  business  field  are  just  rewards  to  his 
unresting  energy  and  high  ordered  genius.” 

In  Dallas,  he  organized  the  Marsalis  Sanitarium  and 
became  medical  director  of  the  Southwestern  Life  Insur- 
ance company.  By  1 9 1 1 , his  father  and  brother  had  died 
and  responsibilities  in  Cuero  required  his  return, but 
after  returning  to  Cuero,  he  decided  to  leave  for  additional 
postgraduate  training.  The  night  before  he  left  Cuero,  his 
friends  and  the  Cuero  Band  came  again  to  bid  him  bon 
voyage  because  he  loved  music  very  much.  The  band 
played  a few  numbers;  the  crowd  swelled  from  his  home 
into  his  yard  and  from  there  into  Reuss  Boulevard.  Many 
of  his  friends  began  a street  dance  which  lasted  until  a late 
hour. 

Dr  Reuss  spent  the  following  year  in  the  Charity  Hos- 
pital of  Berlin  and  the  Allgemeine  Krankenhaus  in  Vienna 
where  the  impact  of  Billroth's  work  was  ever-present. 
Reservations  for  his  return  to  Cuero  were  made  on  the 
Titanic,  but  fortunately  he  was  delayed  until  April  20th, 
1912,  one  week  after  the  vessel's  maiden  Atlantic  voyage. 

In  1912  Dr  Reuss  became  chief  surgeon  for  the  San 
Antonio-to-Aransas  Pass  Railroad  and  began  to  rebuild 
his  large  practice  in  Cuero.  Four  years  later,  in  honor  of  his 
father,  he  built  the  Reuss  Memorial  Hospital  and  Nurses 
Training  School’^  ’®  on  Reuss  Boulevard,  next  to  his  beau- 
tiful home  (Fig  3). 

In  1914  he  became  one  of  the  first  members  of  the 
American  College  of  Surgeons,'^  and  later,  during  World 
War  I,  president  of  the  DeWitt  County  Chapter  of  the 
American  Red  Cross.  Dr  Reuss  was  frequently  honored  by 
the  state  medical  association. 

During  1914  and  191 5,  Dr  Reuss  helped  found  the 
Texas  Surgical  Society  and  was  elected  chairman  of  the 
founder's  group.  The  brief  summary  which  follows  is  taken 
from  the  minutes  of  the  Society  by  Dr  W.  Burton  Thorn- 
ing  21,22  Qc  Crosthwait’s  Presidential  Address  of  1960,  and 
from  Dr  Sparkman's,  The  Texas  Surgical  Society.  . . . 
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Joseph  Henry  Reuss 


The  First  Fifty  Years. “Although  consideration  of  a state 
surgical  society  had  been  discussed  for  several  years,  it 
was  not  until  the  annual  session  of  the  Texas  Medical 
Association  in  May  1914,  that  steps  were  taken  toward  the 
organization  of  such  a society.  Doctor  Reuss  was  ap- 
pointed as  a committee  of  one  to  interrogate  representa- 
tive men  throughout  the  state  for  their  consideration.  As  a 
result  of  favorable  replies,  he  called  a meeting  to  discuss 
this  question  in  October  1914,  at  the  Tremont  Hotel, 
Galveston,  Texas.” 

Under  his  ten-month  chairmanship,  founders  held  the 
original  six  organizational  meetings,  committee  or  general 
sessions  where  the  society  was  named  the  Texas  Surgi- 
cal Society;  the  constitution  and  by-laws  were  written  and 
adopted;  “practice  limited  to  surgery"  was  defined;  char- 
ter members  were  selected;  and  sound  groundwork  was 
established  upon  which  the  Society  could  be  formally 
launched  into  action.  Dr  Reuss  became  known  as  the 
organizational  chairman  of  the  Texas  Surgical  Society 
according  to  the  late  Dr  Valter  Brindley,  Sr.^^  |n  191 5 and 
1 91 6,  Dr  Reuss  was  elected  vice-president  of  the  surgical 
society,  and  in  1917  was  named  councilman  for  three 
years.  At  the  six  scientific  meetings  he  attended  prior  to 


his  death  in  1 91 9,  he  presented  the  following  three  pa- 
pers:22  "Some  Postoperative  Abdominal  Complications,” 
“Complete  Atresia  of  the  Upper  Third  of  the  Vagina  of 
Multipara  at  Full  Term,”  and  “A  Comparison  of  the  Closed 
or  Old  Method  of  Treating  Fractures  with  that  of  the 
Open  or  New  Method.” 

Dr  Reuss  also  had  many  community  interests.  He  was 
elected  President  of  the  Cuero  Commercial  Club  and  led 
this  organization  in  its  successful  campaign  for  good 
roads.  He  used  the  Texas  A&M  Bulletin  to  demonstrate 
that,  because  of  Texas’  poor  roads,  the  cost  of  hauling 
was  twice  as  high  in  Texas  as  in  the  rest  of  the  United 
States. He  died  Sept  1 7, 1 91 9 at  the  age  of  52,  while 
attending  a meeting  to  obtain  the  passage  of  road  bonds 
for  DeWitt  bounty.  His  microscope  and  his  surgical  library 
(Fig  4)  were  given  to  The  University  of  Texas  Medical 
Branch  at  Galveston  in  1973.2^ 

He  was  a highly  educated  gentleman,  an  excellent 
surgeon,  and  an  outstanding  community  leader  who  pi- 
oneered in  many  fields.  Upon  his  death,  the  Cuero  Daily 
Record  stated,  “The  usefulness  of  a professional  man  is 
not  marked  merely  by  his  learning  and  skill,  his  proficiency 
in  medical  practice;  but  also  by  his  character,  both  pri- 
vate and  professional;  his  honorable  adherence  to  medi- 
cal ethics  and  his  personal  integrity  and  prudent 
benevolence.  When  a physician  combines  these  charac- 
teristics, it  is  with  great  pleasure  that  we  record  his  life’s 

work.”  26 
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big  money  lenders  to  doctors.  Loans  available  from 
$10,000  to  $25,000.  Commitments  issued  within  48  hours 
after  receiving  documentation. 

WOODSIDE  CAPITAL  CORPORATION 

21424  Ventura  Blvd.,  PO.  Box  368 
Woodland  Hills,  CA  91365 


T-shirt  *5®®  • Tie  MO  • Bumper  sticker 

•Shirt;  Blue  ink  on  WHITE  or  BEIGE. 

• Both  colors  available  as  ladies’  French-cut. 

• Ties.  Dark  bluesilkscreened  onto  BEIGE 
or  LT.  BLUE  or  GRAY. 

Include  50c  Check  or  money  order  to: 

“o?t1f  A&B  Specialty  Gifts 
4-6  week  divy.  Box  12736 

Gainesville, FL  32604 
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DO  YOU  KNOW 

A DOCTOR— 

P 

WHO  NEEDS 

OUR  HELP? 

If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you  or  a doctor  friend  need 
counseling  or  treatment,  won’t  you  give  us  an 
opportunity  to  help?  (Strictly  confidential  contacts 
can  be  made  through  our  HOTLINE.  Call  us  collect, 
anytime.) 


HOTLINE— 512  477-5575 


TMA  Committee  on 

Physician  Health  & Rehabilitation. 


TEXAS  MEDICINE 


A character 


all  its  own. 


Valium  (diazepam/Roche) 
is  a benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  is  a potent 
skeletal  muscle  relaxant  and  anticon- 
vulsant (in  adjunctive  use),  as  well 
as  an  antianxiety  agent.  Pharmaco- 
kinetically,  only  Valium  provides 
active  diazepam  as  well  as  the  active 
metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far 
more  significant.  That’s  because  of  the 
patient  response  obtained  with  Valium. 
A response  which  brings  a calmer 
frame  of  mind.  A response  which  has  a 
pronounced  effect  on  the  somatic 
symptoms  of  anxiety,  particularly  mus- 
cular tension.  A response  which  helps 
the  patient  feel  more  like  himself  again 
because  of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety 
and  psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  shouldf  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simulta- 
neous ingestion  of  alcohol. 

Unquestionably,  many  psycho- 
therapeutic agents,  including  other 
benzodiazepines,  have  antianxiety 
effects.  But  one  fact  remains:  you  get 
a certain  kind  of  patient  response 
with  Valium.  It’s  a response  you  want. 
A response  you  know.  A response  you 
trust  as  part  of  your  overall  manage- 
ment of  anxiety  and  psychic  tension. 


Valiuin*(S 

diazepam/Roche 

2-mg,  5-mg,  lO  mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications;  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue,  de- 
pressive symptoms  or  agitation;  symptomatic  relief  of  acute  agita- 
tion, tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alco- 
hol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  re- 
flex spasm  to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  convulsive  dis- 
orders (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use, 
that  IS,  more  than  4 months,  has  not  been  assessed  by  systematic 
clinical  studies.  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against 
hazardous  occupations  requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CNS  depressants.  With- 
drawal symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under  careful  surveillance  be- 
cause of  their  predisposition  to  habituation  and  dependence. 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  preg- 
nant. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, consider  carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its  action. 

Usual  precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue,  depression,  dysarthria,  jaun- 
dice, skin  rash,  ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Ten- 
sion, anxiety  and  psychoneurotic  states,  2 to  10  mg  b.i.d.  to  q.i.d.; 
alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d,  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 to  10 
mg  t.i.d.  or  q.i.d,;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b.i.d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  IVz  mg,  1 or  2 
times  daily  initially,  Increasing  as  needed  and  tolerated.  (See  Pre- 
cautions.) Children.  1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing 
as  needed  and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in 
trays  of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Volume  75  December  1979 


72 


Christmas  Seals  from  the  past  for  the  future. 


When  the  American  Lung  Association  was  founded  75  years  ago,  TB  was  a death  sentence. 
Today  it  can  be  cured.  Thanks  to  millions  of  generous  Americans  and  miracles  of  modern 
science.  But  the  same  technology  which  provided  medicines  against  TB  also  created  new 
threats  to  the  lungs.  In  our  workplaces.  In  products  we  use  daily.  In  the  very  air  we  breathe. 
Give  to  Christmas  Seals.  Then  and  now,  it’s  a matter  of  life  and  breath®. 
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more 

than  just  spectrum 
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""CJrC^PEN 

(cycbdllin)  Suspension 


Efficacy 
proven  in  the 
treatment  of 
otitis  media, 
bronchitis, 
pneumonia  and 
upper  respirato 
tract  infections 
with  fewer 
side  effects. 


*Due  to  susceptible  organisms 

(See  important  information  on  last  page.) 


New  CyCL4PEN 


® 


(cycbcillin) 


Tablets/ 

Suspension 


efficacy  wHh  fewer  side 
ampiciliin  confirmed  in 

studies  c^  2,581 


Rapid,  virtually  complete 
absorption  from  Gl  tract 

Rapid  onset  of  action- 
mean  peak  serum  levels 
within  30  minutes 


Exceptionally  high  peak 
blood  levels— 3 times 
greater  than  ampiciliin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 


Rapidly  excreted 
unchanged  in  the  urine— 
VA  times  faster  than 
ampiciliin 


Clinical  efficacy  of  CYCLAPEN®  in  otitis  media^ 


Causative 

Organism 

No.  of 
Patients 

5.  pneumoniae 

96 

QO 

95 

oZ 

H.  influenzae 

88 

96 

85 

r~r~i 

% Clinical  Response 
% Bacterial  Eradication 

more  than  just  spectrum 
in  otitis  media 


*lncludes  all  patients  treated.  2,415  evaluated  for  safety; 
1,819  evaluated  for  efficacy. 

fDue  to  susceptible  organisms. 


Copyright  © 1979,  Wyeth  Laboratories.  All  rights  reserved. 


€ts  than 
bMble'blind 
itients* 


ewer  side  effects  with  CYCLAPEN®  in 
Jouble-blind  studies  to  date’  ^ 


Total  number  of  drug-related  side  effects  in  all  patients 

i CYCLAPEN® 

128  of  1,286  (10%)  of  patients 

ampicillin 

202  of  1 , 1 29  (1 8% ) of  patients 

Difference  statistically  significant  (P  <0.001) 

In  bronchitis, 
pneumonia  and 
upper  respiratory 
tract  infectionst 


PYCLAPEN®  (cyclacillin) 

ective  for  otitis  medial  in  children 

Excellent  clinical  results  In  eliminating  the 
two  most  common  causative  organisms  in 
otitis  media 

Significantly  lower  incidence  of  diarrhea 
and  skin  rash  in  children  treated  with 
CYCLAPEN®  Suspension 


High  cure  rate  with  CYCLAPEN- 

Causative 

Organism 

Bronchitis/Pneumonia^ 

No.  of 
Patients 

S.  pneumoniae 

100 

73 

95 

Chronic  Bronchitis^  (acute  exacerbation) 

H.  Influenzae 

92 

12 

Though  clinicol  improvement  hos  been  shown.  bacter>o- 
logic  cures  cannot  be  expected  m oil  patients  with 
chronic  respiratory  diseose  due  to  H influenzae 

Streptococcal  Sore  Throat^ 

Group  A beta- 

hemolytic 

Streptococcus 

100 

44 

86 

1 

1 

% Clinical  Response 
% Bacterial  Eradication 

diarrhea 

rash 

CYCLAPEN 

9.1% 

2.1% 

ampicillin 

19.2% 

5.8% 

P < 0.001 

P < 0.03 

1 . Gold  JA,  Hegarty  CP,  Deitch  MW,  Walker  BR: 
Double-blind  clinical  trials  of  oral  cyclacillin 
and  ampicillin,  Antimicrob  Ag  Chemotber 
15:55-58,  (Jan.)  1979. 

2.  Data  on  file,  Wyeth  Laboratories. 


more  than 
just  spectrum 

cmuPEtt 

(cyclacillin) 


Tablets/ 

Suspension 


Wyeth  Laboratories 

' ■“  ■“  Philadelphia.  Pa  19101 


\AA 


(See  important  information  on  next  page.) 
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New  from  Wyeth  Laboratories 

CVCmPBi" 

(cyclacillin)  Suspension 

more  than  just  spectrum  in  otitis 
media,  bronchitis,  pneumonia,  and 
upper  respiratory  tract  infections* 


■ Rapid,  virtually  complete 
absorption  from  Gl  tract 

■ Rapid  onset  of 
action— mean  peak  serum 
levels  within  30  minutes 


How  Supplied 

CYCLAPEN®  (cyclacillin) 
tablets: 

250  mg  scored  tablets 
500  mg  scored  tablets 


1 

I 


Usual  children's  dosage:  50  to 
100  mg/kg/day  in  equally  spaced 
doses,  depending  on  severity. 


CYCLAPEN®  (cyclacillin)  for 
oral  suspension 
125  mg  per  5 ml: 

100  ml  and  200  ml  bottles 
250  mg  per  5 ml: 

100  ml  and  200  ml  bottles 


■ Exceptionally  high  peak 
blood  levels— 3 times 
greater  than  ampicillin 
(clinical  efficacy  may  not 
always  correlate  with 
blood  levels) 

■ Rapidly  excreted 
unchanged  In  the  urine- 
V/z  times  faster  than 
ampicillin 

■ Significantly  fewer 
episodes  of  diarrhea  and 
skin  rash  than  reported 
with  ampicillin  in  studies 
to  date 

■ Excellent  clinical  response 
and  outstanding  bacterial 
eradication  documented 
in  double-blind  studies 
Involving  2,581  patients 

■ New  CYCLAPEN® 
Suspension— 
great-tasting  raspberry 
punch  flavor 

*Due  to  susceptible  organisms. 


Indications 

C/c/apen®  (cydiallinl  has  less  in  vilm  activity  than  other  drugs  in  the 
ampicillin  class  ol  antibiotics  and  its  use  should  be  conlined  to  the  indications 
listed  below 

Cyclapen®is  indicated  lor  the  treatment  ol  the  lolloAing  miections 
RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic  streptococci 
Bronchitis  and  pneumonia  caused  by  S.  pneumoniae  (lormerly  0 pneu- 
moniae) 

Otitis  Media  caused  by  S pneumoniae  (lormerly  0.  pneumoniae)  and  H 
inlluemae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H inlluemae' 
"Though  clinical  improvement  has  been  shown,  bacteriologic  cures  can- 
not be  expected  m all  patients  with  chronic  respiratory  disease  due  to  H 
inlluemae 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  inlections  caused  by  Group  A 
beta-hemolytic  streptococci  and  staphylococci,  non-penicillinase  prodocers 
URINARY  TRACT  INFECTIONS  caused  by  f coll  and  P mirabilis  (This  drug 
should  not  be  used  in  any  inlections  caused  by  f coli  and  P mirabilis  other 
than  urinary  tract  infections ) 

NOTE  Cultures  and  susceptibility  tests  should  be  performed  initially  and 
during  treatment  to  monitor  the  effectiveness  of  therapy  and  the  susceptibility 
of  bacteria  Therapy  may  be  instituted  prior  to  the  results  of  sensitivity  testing 
Contraindications 

The  use  of  this  drug  is  contraindicated  in  individuals  with  a history  ol  an 

allergic  reaction  to  penicillins 

Warnings 

CYCIACILLIN  SHOULD  ONLY  BE  PRESCRIBED  FOR  THE  INDICATIONS  LISTED  IN 
THIS  INSERT. 

CYCWCILLIN  HAS  LESS  /Al  WTffO  ACTIVITY  THAN  OTHER  DRUGS  OF  THE  AMPI- 
CILLIN CLASS  ANTIBIOTICS  HOWEVER,  CLINICAL  TRIALS  HAVE  DEMONSTRATED 
THAT  IT  IS  EFFItACIDUS  FOR  THE  RECOMMENDED  INDICATIONS. 

SERIOUS  AND  OCCASIONAL  FATAL  HYPERSENSITIVITY  (ANAPHYLACTOID)  REAC- 
TIONS HAVE  BEEN  REPORTED  IN  PATIENTS  RECEIVING  PENICILLIN 
ALTHOUGH  ANAPHYLAXIS  IS  MORE  FREQUENT  FOLLOWING  PARENTERAL  ADMIN- 
ISTRATION, IT  HAS  OCCURRED  IN  PATIENTS  ON  ORAL  PENICILLINS.  THESE  REAC- 
TIONS ARE  MORE  APT  TO  OCCUR  IN  INDIVIDUALS  WITH  A HISTORY  OF 
SENSITIVITY  TO  MULTIPLE  ALLERGENS.  THERE  ARE  REPORTS  OF  PATIENTS  WITH 
A HISTORY  OF  PENICILLIN  HYPERSENSITIVITY  REACTIONS  WHO  EXPERIENCED 
SEVERE  HYPERSENSITIVITY  REACTIONS  WHEN  TREATED  WITH  A CEPHALOSPOR- 
IN BEFORE  THERAPY  WITH  A PENICILLIN,  CAREFUL  INQUIRY  SHOULD  BE  MADE 
ABOUT  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  PENICILLINS,  CEPHALO- 
SPORINS, AND  OTHER  ALLERGENS,  IF  AN  ALLERGIC  REACTION  OCCURS.  THE 
DRUG  SHOULD  BE  DISCONTINUED  AND  APPROPRIATE  THERAPY  SHOULD  BE 
INITJATED  SERIOUS  ANAPHYLACTOID  REACTIONS  REQUIRE  IMMEDIATE  EMER- 
GENCY TREATMENT  WITH  EPINEPHRINE  OXYGEN,  INTRAVENOUS  STEROIDS  AIR- 
WAY MANAGEMENT.  INCLUDING  INTUBATION,  SHOULD  ALSO  BE  ADMINISTERED 
AS  INDICATED 
Precautions 

Prolonged  use  ol  antibiotics  may  promote  the  overgrowth  ol  nonsusceptible 
organisms.  It  superinfection  occurs  during  therapy,  appropriate  measures 
should  be  taken 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  have  been  performed 
in  mice  and  rats  at  doses  up  to  ten  times  the  human  dose  and  have  revealed  no 
evidence  ol  impaired  fertility  or  harm  to  the  fetus  due  to  cyclacillin  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  Because 
animal  reproduction  studies  are  not  always  predictive  ol  human  response,  this 
drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS  It  is  not  known  whether  this  drug  is  excreted  in  human 
milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should  be 
exercised  when  cyclacillin  is  administered  to  a nursing  woman. 

Adverse  Reactions 

The  oral  administration  ol  cyclacillin  is  generally  well  tolerated 

As  with  other  penicillins,  untoward  reactions  ol  the  sensitivity  phenomena  are 

likely  to  occur,  particularly  in  individuals  who  have  previously  demonstrated 


hypersensitivity  to  penicillins  or  in  those  with  a history  of  allergy,  asthma,  hay 
fever,  or  urticaria 

The  following  adverse  reactions  have  been  reported  with  the  use  of  cyclacillin; 
diarrhea  (in  approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approxrmately  1 in  60),  Isolated 
instances  of  headache,  ditzmess,  abdominal  pain,  vaginitis,  and  urticaria  have 
been  reported  (See  WARNINGS) 

Other  less  frequent  adverse  reactions  which  may  occur  and  that  have  been 
reported  during  therapy  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosinophilla.  These 
reactions  are  usually  reversible  on  discontinuation  ol  fherapy. 

As  with  other  semisynthetic  penicillins,  SCOT  elevations  have  been  reported. 
Dosage  and  Administration 


INFECTION* 

ADULTS 

CHILDREN 

Dosage  should  not  result 
in  a dose  higher  than  that 
for  adults. 

Respiratory  Jract 

Tonsillitis  & 

250  mg  q.i.d.  in  equally 

body  weight  <20  kg  (44 

Pharyngitis" 

spaced  doses 

lbs)  125  mg  q 1 d in 
equally  spaced  doses 
body  weight  -20  kg  (44 
lbs)  250  mg  q 1 d in 
equally  spaced  doses 

Bronchitis  and 

Pneumonia 

Mild  or  Moderate 

250  mg  q.i.d-  in  equally 

50  mg/kg/day  q.i.d.  in 

Infections 

spaced  doses 

equally  spaced  doses 

Chronic  Infections 

500  mg  q.i  d,  in  equally 
spaced  doses 

100  mg/kg/day  q.i  d.  in 
equally  spaced  doses 

Olilis  Media 

250  mg  to  500  mg  q i d 
in  equally  spaced  doses 
depending  on  severity 

50  to  100  mg/kg/day  in 
equally  spaced  doses  de- 
pending on  seventy 

Skin  S Skin 

250  mg  to  500  mg  q i d 

50  to  100  mg/kg/day  in 

Structures 

in  equally  spaced  doses 
depending  on  severity 

equally  spaced  doses  de- 
pending on  seventy 

Urinary  Tract 

50D  mg  q.i.d  in  equally 
spaced  doses 

100  mg/kg/day  in  equally 
spaced  doses. 

‘As  with  antibiotic  therapy  generally,  treatment  should  be  continued  lor  a 
minimum  of  48  to  72  hours  alter  the  patient  becomes  asymptomatic  or  until 
evidence  of  bacterial  eradication  has  been  obtained 
•"In  infections  caused  by  Group  A beta-hemolytic  streptococci,  a minimum  ol 
10  days  of  treatment  is  recommended  to  guard  against  the  risk  of  rheumatic 
lever  or  glomerulonephritis. 

In  the  treatment  ol  chronic  urinary  trad  infection,  frequent  bacteriologic  and 
clinical  appraisal  is  necessary  during  therapy  and  may  be  required  lor  several 
months  afterwards 

Persistent  infection  may  require  treatment  for  several  weeks 
Cyclacillin  is  not  indicated  m children  under  2 months  ol  age, 

Palienis  with  Renal  Failure 

Based  on  a dosage  of  500  mg  q i d . the  following  ad|ustment  in  dosage 
interval  is  recommended 

Patients  with  a creatinine  clearance  of  >50  ml/min  need  no  dos- 
age interval  adiustment 

Patients  with  a creatinine  clearance  ol  30-50  ml/min  should  receive  lull 
doses  every  12  hours. 

Patients  with  a creatinine  clearance  ol  between  15-30  ml/min  should 
receive  lull  doses  every  18  hours 

Patients  with  a creatinine  clearance  ol  between  10-15  ml/min  should 
receive  full  doses  every  24  hours 

In  patients  with  a creatinine  clearance  of  10  ml  min  or 
serum  creatinine  values  ol  _ 10  mg  %,  serum  cyclacillin  levels  are  recom- 
mended to  determine  both  subsequent  dosage  and  frequency. 


Wyeth 

\AA 


TM 


Laboratories 

Philadelphia,  Pa  19101 


DEATHS 


J.  R.  Cochran 

John  Robert  Cochran,  MD,  72,  an  honorary  member  of 
Tarrant  County  Medical  Society  and  Texas  Medical  Asso- 
ciation, died  Aug  24,  1979. 

Dr  Cochran  had  practiced  medicine  in  the  Fort  Worth 
area  for  more  than  45  years.  He  was  born  in  Brookfield, 

Mo,  and  received  bachelor  of  arts  and  bachelor  of  science 
degrees  from  the  University  of  South  Dakota.  In  1 931  he 
was  graduated  from  Washington  University  School  of 
Medicine  in  St  Louis.  His  internship  was  at  City-County 
Hospital  in  Fort  Worth.  Dr  Cochran  remained  in  Fort  Worth 
to  practice  surgery  of  the  hand  until  his  retirement  in  1 976. 

Survivors  include  his  wife,  Mary  Elizabeth  Gregory 
Cochran,  Fort  Worth;  sons,  Thomas  B.  Cochran,  Fort 
Worth,  and  John  Robert  Cochran,  Jr,  Houston;  and  six 
grandchildren. 

R.  E.  Cohenour 

Robert  Elmer  Cohenour,  MD,  65,  a member  of  Dallas 
County  Medical  Society,  died  Aug  26, 1979. 

A native  of  Joliet,  III,  Dr  Cohenour  obtained  his  premedi- 
cal education  at  Joliet  Junior  College  and  the  University 
of  Illinois  at  Chicago.  He  was  graduated  from  the  Univer- 
sity of  Illinois  Medical  Center,  Chicago,  and  received  his 
MD  degree  in  1 939  after  completing  a rotating  internship 
at  Ravenswood  Hospital  Medical  Center  in  Chicago.  In 
1941  Dr  Cohenour  began  a long  association  with  Veterans 
Administration  hospitals  which  included  15  years  in  psychi- 
atric inpatient  care  and  18  years  in  psychiatric  outpatient 
care.  During  1948-1963  he  headed  the  Veterans  Adminis- 
tration regional  office  in  Dallas  before  moving  to  Danville, 

III,  to  assume  the  position  as  chief  administrator  of  Unit  I of 
the  government’s  neuropsychiatric  hospital.  He  returned  to 
Dallas  in  1 975,  and  after  a brief  retirement,  became  chief  of 
the  long-term  care  unit  for  Public  Health  Region  5. 

Dr  Cohenour  is  survived  by  his  wife,  Maudine  Gretchen 
Cohenour,  Dallas;  daughters,  Cynthia  Jones  and  Pris- 
cilla Parness,  both  of  Dallas,  and  Cheryl  Lee,  Rye,  NY; 
sons,  Robert  C.  Cohenour,  MD,  Woodland  Hills,  Cal,  and 
David  P.  Cohenour,  College  Station;  one  sister;  two  broth- 
ers, and  eight  grandchildren. 

E.  M.  Draper 

Eldon  Maurice  Draper,  MD,  a Jasper  family  physician 
and  member  of  the  Jasper-Newton  County  Medical  So- 
ciety, died  Aug  12, 1979.  He  was  45. 

A native  of  Port  Arthur,  Dr  Draper  had  lived  and  prac- 


ticed medicine  in  Jasper  for  1 4 years.  He  served  three 
years  in  the  US  Army  before  graduating  from  Lamar  Uni- 
versity, Beaumont.  He  was  a 1962  graduate  of  UT  Medical 
Branch.  After  completing  an  internship  at  Memorial  Hos- 
pital, Houston,  and  Robert  B.  Green  Memorial  Hospital, 
San  Antonio,  Dr  Draper  entered  family  practice  in  Jasper 
in  1 963.  He  was  a diplomate  of  the  American  Board  of 
Family  Practice. 

Survivors  include  his  wife,  Virginia  Dubose  Draper; 
sons,  PFC  Maurice  M.  Draper,  Michael  C.  Draper,  and 
Gary  P.  Draper;  daughter,  Linda  Gale  Draper;  father, 
Maurice  E.  Draper;  and  mother,  Anne  Draper,  all  of  Jas- 
per; and  one  sister,  Annita  G.  Ready,  Ogden,  Utah. 

V.  M.  Payne,  Jr 

Virgil  Matthew  Payne,  Jr,  MD,  a Dallas  general  surgeon, 
died  Aug  26, 1 979.  A member  of  Dallas  County  Medical 
Society,  Dr  Payne,  69,  was  a founder  and  former  president 
of  the  Texas  Industrial  Medicine  Association,  president  of 
the  Dallas  Society  of  Industrial  Medicine  and  Surgery,  and 
past  president  of  the  Texas  Aero-Medics  Association. 

Dr  Payne,  a native  of  Dallas,  attended  Southern  Meth- 
odist University  for  three  years  before  enrolling  in  the 
Louisiana  State  University  Medical  Center  in  New  Or- 
leans. Graduating  in  1 942,  he  returned  to  Dallas  to  hold  an 
internship  at  St  Paul  Hospital.  He  began  his  private  gen- 
eral practice  in  Dallas  in  1943,  but  after  one  month  joined 
the  US  Navy  Medical  Corps.  After  World  War  II,  he  re- 
sumed his  practice  in  Dallas  which  he  maintained  until  his 
death. 

Dr  Payne  is  survived  by  his  sister,  Janela  Payne,  Dallas. 

H. W.  Pearce 

Henry  Wynne  Pearce,  MD,  82,  the  oldest  practicing  phy- 
sician in  Orange  County,  died  Aug  12, 1979. 

A native  of  Bunkie,  La,  Dr  Pearce  moved  to  Orange  with 
his  family  at  the  age  of  four.  He  attended  the  University  of 
the  South  at  Sewanee,  Tenn,  before  World  War  I.  After 
serving  in  the  US  Army  in  France  for  1 8 months,  he 
completed  his  medical  education  at  Tulane  University 
School  of  Medicine  and  interned  at  the  Tennessee  Coal 
and  Iron  Company  Hospital  in  Fairfield,  Ala.  In  1926  he 
returned  to  Orange,  Tex,  to  begin  a family  practice  which 
continued  for  more  than  47  years. 

Survivors  include  his  daughter,  Margaret  Ann  Tucker, 
Potomac,  Md;  son,  Henry  Wynne  Pearce,  Jr,  San  Cle- 
mente, Calif;  and  sister,  Maude  Bancroft,  Beaumont. 
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Practice  what  we  teach. 


Today  there  are  over  3 1 
million  men,  women  and 
children  suffering  from 
the  many  forms  of  arthritis 
and  related  rheumatic 
diseases.  And  there  just 
aren't  enough  trained 
rheumatologists  to  help 
them. 

That's  why  arthritis 
sufferers  need  your  help. 

They  must  depend 
heavily  on  the  family 
practitioner  for  better 
diagnosis,  more  effective 
patient  treatment. 

Contact  your  local 
Arthritis  Foundation 
chapter  for  the  latest  infor- 
mation on  arthritis.  This 
includes  continuing  educa- 
tional seminars  by  leading 
rheumatologists,  scientific 
meetings,  "outreach " 
programs — as  well  as  the 
'Bulletin  on  the  Rheumatic 
Diseases,"  "Arthritis  and 
Rheumatism  Journal" 
'Primer  oh  the  Rheumatic 


Diseases"  audio  cassettes 
and  other  professional 
materials.  Free  disease 
handbooks  and  medica- 
tion pamphlets  are  also 
available  to  patients. 

Please.  Let  us  help 
your  practice  with  what 
we  teach. 


The  Arthritis  Foundation 
helps  doctors  help. 


ARTHRITIS 

FOUNDATION. 


A public  service  of  this  magazine. 


TEXAS  MEDICINE 


RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.  R.  COCHRAN 
Fort  Worth,  1907-1979 

R.  E.  COHENOUR 
Dallas,  1913-1979 

E.  M.  DRAPER 
Jasper,  1933-1979 

V.  M.  PAYNE,  JR 
Dallas,  1909-1979 

H.  W.  PEARCE 
Orange,  1896-1979 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ . Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME 

ADDRESS 

CITY  AND  STATE 
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Texas-Sized  Christmas  Sounds 


10503  Rockley  Road  • Suite  100 
Houston,  Texas  77099"  (713)  933-7180 


Give  your  family  an  unfor- 
gettable Christmas  and  let 
' Houston  Cinema  & Sound 
do  all  the  work.  We  will  design,^ 
engineer,  and  install  a professional  audio  system 
to  fit  the  specifications  of  your  home.  You  deserve 
the  best,  and  that  is  why  we  offer  the  best:  Ampex, 
Crown,  UREI,  JBL  and  Studer/Revox.  Your  family  will 
thank  you  for  years,  Santa. 

Demonstrations  In  our  studio  are  available  by  appaintment 


PROFESSIONAL  LIABILITY  LIMITS . . . 


. . . available  to  Texas  doctors  who  are  members  of  API! 


If  the  protection  of  your  practice  requires 
higher  liability  limits,  you  can  get  that  security 
with  API.  And  this  in  addition  to  other  insur- 
ance pluses  — rates  that  have  been  reduced 
two  years  in  a row,  followed  by  a dividend  to 
policyholders,  annual  6%  interest  paid  on  your 
contribution  to  surplus  and  a 100%  perfect 
record  of  defending  API  doctor  members  in 
court  cases. 

It  pays  to  be  an  API  policyholder. 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

THE  TEXAS  DOCTORS'  COMPANY 

SUITE  196,  4100  McEWEN  ROAD  • DALLAS,  TEXAS  75234  • (214)  386-6400 
IN  HOUSTON.  PHONE  225-2569  • IN  SAN  ANTONIO,  PHONE  226-5439 


TEXAS  MEDICINE 


MEDICINE  IN  LITERATURE 


In  the  TMA  Library 

Ayella  RJ:  Radiologic  Management  of  the  Massively 
Traumatized  Patient.  Baltimore,  The  Williams  & Wilkins 
Company,  1978. 

Conn  HO,  Lieberthal  MM:  The  Hepatic  Coma  Syndromes 
and  Lactulose.  Baltimore,  The  Williams  & Wilkins  Co, 

1979. 

Cooper  HK  Sr,  Harding  RL,  Krogman  WM,  et  al  (eds): 

Cleft  Palate  and  Cleft  Up;  A Team  Approach  to  Clinical 
Management  and  Rehabilitation  of  the  Patient.  Phila- 
delphia, W.  B.  Saunders  Company,  1979. 

Dietschy  JM,  Gotto  AM  Jr,  Ontko  JA  (eds):  Disturbances 
in  Upid  and  Upoprotein  Metabolism.  Bethesda,  American 
Physiological  Society,  1978. 

Duvoisin  RC:  Parkinson's  Disease:  A Guide  for  Patient 
and  Family.  New  York,  Raven  Press,  1978. 

Erslev  AJ,  Gabuzda  TG:  Pathophysiology  of  Blood,  ed  2. 
Philadelphia,  W.  B.  Saunders,  1979. 

Facts  at  Your  Fingertips:  A Guide  to  Sources  of  Statisti- 
cal Information  on  Major  Health  Topics,  ed  3.  National 
Center  for  Health  Statistics,  DHEW  Publication  No  PHS 
79-1246,  US  Department  of  Health,  Education,  and  Wel- 
fare, 1978. 

Goldman  MJ:  Principles  of  Clinical  Electrocardiography, 
ed  10.  Los  Altos,  Calif,  Lange  Medical  Publications,  1979. 

Gdtze  D (ed):  The  Major  Histocompatibility  System  in 
Man  and  Animals.  New  York,  Springer- Verlag,  1977. 

Greene  HL,  Holliday  MA,  Munro  HN  (eds):  Clinical  Nutri- 
tion Update:  Amino  Acids.  Chicago,  American  Medical 
Association,  1977. 

Griffin  AC,  Shaw  CR  (eds):  Carcinogens:  Identification 
and  Mechanisms  of  Action.  New  York,  Raven  Poss,  1979. 

Hathcock  JN,  Coon  J (eds):  Nutrition  and  Drug  Interrela- 
tions. New  York,  Academic  Press,  1978. 


Immunotherapy  of  Human  Cancer.  The  University  of 
Texas  System  Cancer  Center,  M.  D.  Anderson  Hospital 
and  Tumor  Institute  22nd  Annual  Clinical  Conference  on 
Cancer.  New  York,  Raven  Press,  1978. 

Kooi  KA,  Tucker  RP,  Marshall  RE:  Fundamentals  of  Elec- 
troencephalography, ed  2.  New  York,  Harper  & Row, 
1978. 

Lusted  LB,  Keats  TE:  Atlas  of  Roentgenographic  Mea- 
surement, ed  4.  Chicago,  Year  Book  Medical  Publishers 
Inc,  1978. 

McGowan  L:  Gynecologic  Oncology.  New  York, 
Appleton-Century-Crofts,  1978. 

Newton  TH,  Potts  DG  (eds):  Radiology  of  the  Skull  and 
Brain:  Anatomy  and  Pathology,  Saint  Louis,  The  C.  V. 
Mosby  Company,  1977,  vol  3. 

Saidman  LJ,  Smith  NT:  Monitoring  in  Anesthesia.  New 
York,  John  Wiley  & Sons,  1978. 


In  the  Audiovisual  Collection 

Cooper  T,  Newman  E:  The  Consequences  of  Stress:  The 
Medical  and  Social  Implications  of  Prescribing  Tran- 
quilizers. Health  Learning  Systems,  Inc,  audiorecording, 

1 audio  cassette,  36  minutes,  1978. 

van  Eys  J:  Clinical  Oncology  Grand  Rounds:  Nutrition 
and  Cancer.  Houston,  University  of  Texas  Cancer  Center, 
videorecording,  1 audio  cassette,  53  minutes,  1978. 

Gehrke  C:  Disseminated  Intravascular  Coagulation: 
Diagnosis  and  Management.  Ann  Arbor,  The  University 
of  Michigan,  54  slides,  1 audio  cassette,  19  minutes,  1979. 

Pursch  JA:  Alcohol,  Pills  and  Recovery.  Los  Angeles, 
FMS  Productions,  16  mm  motion  picture,  1 reel,  27  min- 
utes, 1978. 

Shulman  JA:  Clinical  Aspects  of  Legionnaire's  Disease. 
Atlanta,  Emory  University  School  of  Medicine,  vid- 
eorecording, 1 cassette,  60  minutes,  1978. 
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IS  IT  STREP? 

Isoculf  answers  on  the  spot. 

in-office  diagnostic  culturing  system  * 


• identifies  beto-hemolytic  streptococci 
in  24-48  hours 


• provides  o convenient  method  of 
testing  for  cure 

• detects  corriers  in  potient's  fomily 

• simple,  reliable,  efficient 


Isocult®  culture  tests  also  available  for: 


Bocteriurio 

Neisserio  qonorrhoeoe 
Condido  (Monilio) 

Combination  N.  gonqr- 
rhoeoe/Condido 


Trichomonos  voqinolis 

Combinotion  T.  voqinolis/ 
Condido 

Stophylococcus  oureus 
Pseudomonos  oeruqinoso 


Send  to: 

SmithKIine  Diagnostics 
880  West  Maude  Avenue 
PO.  Box  61947 
Sunnyvole,  CA  94086 

Pleose  send  me  odditionol  information  on  the  Isocult® 
In-Office  Diognosfic  Culturing  System 

Nome  

Medicol  Specialty 


• Address 

I City Stote Zip 

I Telephone 

I I 


SKD 

a SmithKIma  company 


SmithKIine  Diagnostics 

©SmithKIine  Diagnostics,  1979  880  West  Maude  Avenue  • PO.  Box  61947  • Sunnyvale,  CA  94086 


CONTINUING  EDUCATION 
DIRECTORY 


This  month  begins  the  new,  expanded  monthly  Continuing  Ed- 
ucation Directory.  The  directory  will  include  a six-month  listing  of 
continuing  medical  education  courses  of  interest  to  physicians 
in  Texas.  For  information  regarding  the  directory  contact  the 
Office  of  Medical  Education  at  TMA  Headquarters. 

AMA  WINTER  SCIENTIFIC  MEETING 

This  year's  33rd  Winter  Scientific  Meeting,  Jan  12-15,  1980,  in 
San  Antonio,  offers  an  exceptional  opportunity  for  physicians  to 
update  their  medical  knowledge  in  their  own  specialty  as  well 
as  in  other  areas  of  special  interest.  Participants  can  choose 
from  50  postgraduate  courses,  22  symposia,  video  clinics,  tele- 
courses,  motion  picture  seminars,  and  other  special  events. 

Each  CME  activity  is  designed  to  provide  information  of  immedi- 
ate clinical  application.  Physicians  attending  the  meeting  can 
earn  up  to  25  hours  of  Category  1 credit  of  the  AMA  Physician’s 
Recognition  Award.  Contact  AMA  Department  of  Meeting  Ser- 
vices, 535  N Dearborn  St,  Chicago  IL  60610  312/1751-6503. 

ACADEMY  OF  CONTINUING  MEDICAL  EDUCATION 

Two  physicians  and  three  faculty  members  have  developed 
the  Academy  of  Continuing  Medical  Education  (ACME)  at  the 
UT  Medical  Branch,  a pilot  program  of  individualized  instruction 
initiated  in  October.  Martyn  O.  Hotvedt,  PhD,  has  been  named 
director. 

The  new  academy  is  being  developed  through  the  UTMB  of- 
fice of  continuing  medical  education  to  serve  as  an  outreach 
effort  offering  educational  programs  to  meet  individual  needs. 
ACME  plans  to  eventually  provide  practicing  physicians  in  all 
medical  areas  an  alternative  method  of  continuing  education 
through  curricula  designed  for  studies  both  on  and  off  campus. 

Dr  Hotvedt  indicated  that  the  participants  in  the  pilot  program 
will  consist  of  faculty  members,  as  well  as  practicing  physi- 
cians, to  help  in  determining  both  the  academic  and  the  practi- 
cal aspects  of  the  project.  He  further  indicated  that  the  first  half 
of  the  year  will  involve  developing  the  appropriate  needs-eval- 
uation  instruments. 

The  participants  include  Sally  S.  Robinson,  MD,  a Galveston 
pediatrician,  and  Robert  E.  Sullivan,  MD,  a La  Marque  family 
practitioner.  Both  hold  part-time  appointments  at  UTMB.  Faculty 
members  who  are  assisting  in  the  program's  development  in- 
clude William  A.  Wilson,  MD,  associate  professor  of  family  medi- 
cine; Alice  A.  O'Donell,  MD,  associate  professor  of  family 
medicine,  pediatrics,  and  preventive  medicine  and  community 
health;  and  Barbara  L.  Thompson,  MD,  assistant  professor  of 
family  medicine  and  preventive  medicine  and  community  health. 


COURSES 


JANUARY 

Emergency  Medicine 

Jan  21-25.  1980 

Emergency  Medicine — Surgery.  Galleria  Plaza,  Houston. 

AAFP;  Category  1,  AMA  Physician's  Recognition  Award;  40 
hours.  Contact  Sarah  Ciegg,  Division  of  Continuing  Education, 
UT  Health  Science  Center  at  Houston,  Box  20367,  Houston, 

TX  77030  713/792-4671 


General  Medicine 

Jan  12,  1980 

21st  AMA  National  Conference  on  the  Medical  Aspects  of 
Sports.  San  Antonio  Convention  Center,  San  Antonio.  AAFP, 
Elective;  Category  1 , AMA  Physician's  Recognition  Award;  6 
hours.  Contact  Jack  A.  Bell,  Asst  Dir,  Dept  of  Environmental, 
Public,  and  Occupational  Health.  AMA,  535  N Dearborn,  Chi- 
cago, IL  60610 

Jan  19,  1980 

Basic  Cardiac  Life  Support.  Marriott  Hotel,  Austin.  Fee  $40, 
members;  $45,  non-members.  Category  1,  AMA  Physician’s  Re- 
cognition Award;  4 hours;  AAFP  applied  for.  Contact  Mrs  Dale 
Willimack,  Dir,  Dept  of  Annual  Session,  TMA,  1905  N Lamar, 
Austin,  TX  78705  512/477-6704 

Jan  20,  1980 

New  Diagnosis  and  Treatment  of  Neck  and  Low  Back  Syn- 
drome. Marriott  Hotel.  Austin.  Fee  $55,  members:  $60,  non- 
members. Category  1,  AMA  Physician's  Recognition  Award;  5 
hours;  AAFP  applied  for.  Contact  Mrs  Dale  Willimack,  Dir,  Dept 
of  Annual  Session,  TMA,  1905  N Lamar,  Austin,  TX  78705 
512/477-6704 

Jan  20,  1980 

Oral  and  Neck  Lesions.  Marriott  Hotel,  Austin.  Fee  $55,  mem- 
bers; $60,  non-members.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  5 hours;  AAFP  applied  for.  Contact  Mrs  Dale 
Willimack,  Dir,  Dept  of  Annual  Session,  TMA,  1905  N Lamar, 
Austin,  TX  78705  512/477-6704 

Jan  20,  1980 

Office  Surgical  Procedures.  Marriott  Hotel,  Austin.  Fee  $55, 
members;  $60,  non-members.  Category  1,  AMA  Physician's  Re- 
cognition Award;  5 hours;  AAFP  applied  for.  Contact  Mrs. 

Dale  Willimack,  Dir,  Dept  of  Annual  Session,  TMA,  1905  N 
Lamar,  Austin,  TX  78705  512/477-6704 

Jan  20,  1980 

Update  on  Antibiotics.  Marriott  Hotel,  Austin.  Fee  $55,  mem- 
bers; $60,  non-members.  Category  1,  AMA  Physician's  Recog- 
nition Award;  5 hours;  AAFP  applied  for.  Contact  Mrs  Dale 
Willimack,  Dir,  Dept  of  Annual  Session.  TMA,  1905  N Lamar, 
Austin,  TX  78705  512/477-6704 

Jan  24-26,  1980 

Symposium  on  Hemophilia.  Bahia  Mar  Resort,  South  Padre  Is- 
land. Category  1,  AMA  Physician's  Recognition  Award.  Contact 
Ron  Beaudoin,  Hemophilia  Association  of  South  Texas,  Box 
1941,  Harlingen,  TX  78550  512/428-9392  or  512/687-2141 

Hematology 

Jan  10-21, 1980 

Clinical  and  Laboratory  Problems  in  Hematological  and  Infec- 
tious Diseases.  Cruise  aboard  SS  Statendam  from  Miami  to  Port- 
au-Prince,  Willemstad,  St.  George,  Fort-de-France,  Charlotte 
Amalie.  AAFP,  prescribed,  54  hours;  Category  1 , AMA  Physi- 
cian's Recognition  Award,  40  hours.  Contact  J,  L Matthews, 

PhD,  A.  Webb  Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave,  Dallas,  TX  75246  214/820-231 7 
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Ophthalmology 

Jan  18-19,  1980 

Ocular  Plastic  Surgery.  Granada  Royale  Hometel,  El  Paso. 

Fee  $150;  $75,  non-ophthalmology  residents;  $30,  TOA  mem- 
bers, TTUHSC  faculty,  staff,  residents,  and  students,  and 
ophthalmology  residents.  Category  1 , AMA  Physician's  Recog- 
nition Award;  14  hours.  Contact  Rita  Chrane,  Office  of  Con- 
tinuing Education,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  TX  79430  806/743-2929 

Pathology 

Jan  26,  1980 

Infectious  Disease  Update.  Flagship  Hotel,  Galveston.  Fee  $25, 
Texas  Pathology  Society  members;  $35,  non-members.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  8 hours.  Contact 
P R.  Gilmer.  MD,  UT  Medical  Branch  Clinical  Lab,  Galveston, 

TX  77550  713/765-1238 

Psychiatry 

Jan  18-19,  1980 

Introduction  to  Group  Psychotherapy.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $90.  Category  1 , AMA  Physician's  Recog- 
nition Award;  10  hours.  Contact  Marilyn  Rennels,  Office  of  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691-7291 

Jan  18-20,  1980 

Geropsychiatry.  Civic  Center,  El  Paso.  Fee  $150,  physicians; 
$75,  non-physicians.  AAFP,  Elective;  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  Category  1 , APA;  15V2  hours; 

CEARP,  15.5  points.  Contact  Office  of  Continuing  Education, 
Texas  Tech  University  Health  Services  Center,  Lubbock,  TX 
79430  806/743-2929 

Radiology 

Jan  7-11,  1980 

Mammography  Training  for  the  Early  Detection  of  Breast  Can- 
cer. M.D.  Anderson  Hospital  and  Tumor  Institute,  Houston.  Fee 
$300,  practicing  radiologists;  $100,  radiology  residents.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  hour-for-hour. 
Contact  David  D.  Paulus,  MD,  Mammography  Training  Dir,  Dept 
of  Diagnostic  Radiology,  M.D.  Anderson  Hospital  and  Tumor 
Institute,  Texas  Medical  Center,  Houston,  TX  77030 

Jan  17-18,  1980 

Tutorials  with  Specialists  in  Diagnostic  Radiology.  Marriott  Hotel. 
San  Antonio.  Fee  $275.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  16  hours;  accepted  by  American  College  of  Radi- 
ology. Contact  Marilyn  Rennels,  Office  of  Continuing  Educa- 
tion Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-7291 

Surgery 

Jan  31  - Feb  2,  1980 

Annual  Scientific  Meeting,  South  Texas  Chapter,  American  Col- 
lege of  Surgeons.  Sid  Richardson  Auditorium,  Scott  & White 
Hospital,  Temple.  No  fee  for  ACS  members,  residents,  and 
medical  students;  $35,  others.  Category  1,  AMA  Physician’s 
Recognition  Award;  15  hours.  Contact  Wiiliam  J.  Hardin,  MD, 
FACS,  Temple  Surgical  Clinic,  Temple,  TX  76501 

FEBRUARY 

Anesthesiology 

Feb  2-3,  1980 

Anesthesiology  Conference.  Lubbock  Memorial  Civic  Center, 
Lubbock.  Category  1,  AMA  Physician’s  Recognition  Award. 
Contact  Rita  Chrane,  Office  of  Continuing  Education,  Texas 
Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
806/743-2929 


Family  Medicine 

Feb  3-9,  1980 

Family  Practice  Review  1980.  Holiday  Hotel,  Galveston.  Fee 
$350,  physicians;  $200,  residents.  AAFP,  prescribed;  Category 
1 , AMA  Physician’s  Recognition  Award;  44  hours.  Contact 
Sue  Moreno,  Office  of  Continuing  Education,  UT  Medical 
Branch,  Galveston,  TX  77550  713/765-2934 

General  Medicine 

Feb  9,  1980 

Recent  Developments  in  the  Treatment  of  Epilepsy.  Texas  Tech 
University  Regional  Academic  Health  Center,  El  Paso.  Fee 
$75,  physicians;  $15,  others.  Category  1,  AMA  Physician’s  Rec- 
ognition Award.  Contact  Susan  Larson,  Office  of  Continuing 
Education,  Texas  Tech  University  Health  Sciences  Center,  4800 
Alberta,  El  Paso,  TX  79905 

Feb  25-26,  1980 

11th  Annual  Postgraduate  Nephrology  Seminar — Hormones 
and  the  Kidney.  La  Mansion  del  Rio  Hotel,  San  Antonio.  Fee 
$175.  Category  1,  AMA  Physician’s  Recognition  Award;  9 
hours.  Contact  H.  John  Reineck,  MD,  Dept  of  Medicine,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 

General  Surgery 

Feb  14-16,  1980 

Singleton  Surgical  Society  Conference.  Holiday  Inn,  Gal- 
veston, Category  1,  AMA  Physician’s  Recognition  Award;  10 
hours.  Contact  Kathryn  Sapio,  Singleton  Surgical  Society, 
UTMB,  Room  118,  Brackenridge  Hall  R-12,  Galveston,  TX 
77550  713/765-1481 

Geriatrics 

Feb  16-17,  1980 

Geriatric  Medicine:  Selected  Topics  for  the  Practicing  Physician. 
UT  Health  Science  Center  at  San  Antonio.  AAFP;  AOA;  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  12  hours.  Contact 
Marilyn  Rennels,  Office  of  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-7291 

Neurosurgery 

Feb  29- Mar  1 , 1980 

Neurosurgery  and  Neurology  for  the  Practicing  Physician.  UT 
Medical  School  at  Houston,  Fee  TBA.  AAFP;  Category  1,  AMA 
Physician’s  Recognition  Award.  Contact  Joanne  Marshall,  Of- 
fice of  Continuing  Education,  UT  Medical  School  at  Houston, 
Box  20708,  Houston,  TX  77025  713/792-5346 

Orthopedics 

Feb  29- Mar  2,  1980 

7th  Annual  Symposium  on  Sports  Medicine.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $80,  physicians;  $40,  coaches 
and  trainers.  AAFP,  prescribed;  Category  1 , AMA  Physician’s 
Recognition  Award;  Category  2D,  AOA;  15  hours.  Contact  Mar- 
ilyn Rennels,  Office  of  Continuing  Education  Services,  UTHSC 
at  San  Antonio,  7703  Floyd  Dr,  San  Antonio,  TX  78284 
512/691-7291 

Pediatrics 

Feb  14-15,  1980 

The  Pediatric  Postgraduate  Symposium.  Marriott  Hotel, 

Houston.  Fee  $130.  Category  1,  AMA  Physician’s  Recognition 
Award,  Contact  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 
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Psychiatry 

Feb  22-23,  1980 

4th  Annual  Alcoholism  Conference.  Texas  Tech  University  Re- 
gional Academic  Health  Center,  El  Paso.  Category  1 , AMA  Phy- 
sician's Recognition  Award.  Contact  Rita  Chrane,  Office  of 
Continuing  Education,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  TX  79430  806/743-2929 

Radiology 

Feb  4-8,  1980 

Mammography  Training  for  the  Early  Detection  of  Breast  Can- 
cer. M.D.  Anderson  Hospital  and  Tumor  Institute,  Houston.  Fee 
$300,  practicing  radiologists;  $100,  radiology  residents.  Cate- 
gory 1,  AMA  Physician's  Recognition  Award;  hour-for-hour. 
David  D.  Paulus,  MD,  Mammography  Training  Dir,  Dept  of  Diag- 
nostic Radiology,  M.D.  Anderson  Hospital  and  Tumor  Institute, 
Texas  Medical  Center,  Houston,  TX  77030 

Feb  8-10,  1980 

5th  Annual  General  Diagnostic  Radiology  Seminar.  Dallas  Hilton 
Inn,  Dallas.  Fee  $300,  physicians;  $150,  residents,  fellows. 
Category  1 , AMA  Physician's  Recognition  Award.  Contact  Car- 
olyn Kirk,  Div  of  Postgraduate  Education,  Dept  of  Radiology,  UT 
Health  Science  Center  at  Dallas,  5323  Harry  Hines  Blvd, 

Dallas,  TX  75235  214/688-2502 

Feb  21-23,  1980 

Radiology  of  the  Acutely  III  and  Injured  Patient — Update  1980. 

Houston  Oaks  Hotel,  Houston.  Fee  $150;  $100,  residents  with 
letter  from  program  director.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  16  hours.  Contact  Joanne  Marshall,  Office  of 
Continuing  Education,  UT  Medical  School  at  Houston,  Box 
20708,  Houston,  TX  77030  713/792-5346 

Urology 

Feb  14-16,  1980 

Current  Trends  in  Kidney  and  Testis  Cancer.  Hyatt  Regency 
Hotel,  Houston.  Fee  $230,  AUA  members  and  residents;  $260, 
non-members.  Contact  Jean  Greiner,  Program  Coord,  Amer- 
ican Urological  Association,  Box  1 129,  Aspen,  CO  8161 1 

MARCH 

General  Medicine 

March  13-16,  1980 

Titus  Harris  Society  Scientific  Meeting.  Lakeway  Inn,  Austin. 

Fee  $150,  members;  $200,  non-members.  Category  1,  AMA 
Physician's  Recognition  Award;  9 hours.  Contact  Elsayed  A. 
Zein-Eldin,  MD,  Dept  of  Psychiatry  and  Behavioral  Science,  UT 
Medical  Branch,  415  Texas  Ave,  Galveston,  TX  77550 
713/765-3901 

March  14-16,  1980 

Advanced  Life  Support  Provider  Course.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $120.  Category  1 , AMA  Physician's 
Recognition  Award;  12  hours.  Contact  Marilyn  Rennels,  Office 
of  Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691-7291 

March  27-29,  1980 

Musculoskeletal  Trauma  for  the  Primary  Care  Physician. 

McAllen  Civic  Center,  McAllen,  Fee  $1 50,  course  only;  $1 75, 
course  and  optional  Basic  Life  Support  Course.  AAFP,  pre- 
scribed; Category  1,  AMA  Physician's  Recognition  Award;  Cat- 
egory 2D,  AOA;  13  hours,  course  only;  4 hours  additional 
credit  for  BLS  course.  Contact  Marilyn  Rennels,  Office  of  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  512/691-7291 


General  Surgery 

March  13-15,  1980 

Plastic  Surgery  for  the  General  Surgeon.  UT  Medical  School 
at  Houston.  Fee  $250.  AAFP;  Category  1 , AMA  Physician's  Re- 
cognition Award.  Contact  Joanne  Marshall,  Office  of  Con- 
tinuing Education, UT  Medical  School  at  Houston,  Box  20708, 
Houston,  TX  77025  713/792-5346 

March  20-22,  1980 

A Team  Approach  to  Nutritional  Support.  Astro  Village  Hotel, 
Houston.  Fee  $200,  physicians;  $100,  nurses,  dietitians,  phar- 
macists; $400,  for  complete  team  of  above.  Category  1,  AMA 
Physician's  Recognition  Award.  Contact  Joanne  Marshall,  Of- 
fice of  Continuing  Education, UT  Medical  School  at  Houston, 

Box  20708,  Houston,  TX  77025  713/792-5346 

Hematology 

March  6-9,  1980 

A Review  of  Clinical  Hematology.  Dallas  Hilton  Inn,  Dallas.  Fee 
$200,  physicians;  $1 50,  house  officers.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  30  hours.  Contact  Carolyn  Saun- 
ders, PhD,  A.  Webb  Roberts  Center  for  Continuing  Education, 
3500  Gaston  Ave,  Dallas,  TX  75246  214/820-2317 

Hyperbaric  Medicine 

March  22-29,  1980 

Advanced  Course  on  the  Medicine  of  Sport  Scuba  Diving.  San 
Salvador  Island.  Bahamas.  Category  1,  AMA  Physician's  Rec- 
ognition Award;  Category  1 , ACER;  25  hours.  Contact  Jefferson 
C.  Davis,  MD,  Hyperbaric  Medicine,  Methodist  Plaza-Sublevel 
2,  4499  Medical  Dr,  San  Antonio,  TX  78229  512/696-7293 

Internal  Medicine 

March  29,  1980 

Recent  Advances  in  Internal  Medicine.  Texas  Tech  University 
Regional  Academic  Health  Center,  Amarillo.  Category  1.  AMA 
Physician's  Recognition  Award.  Contact  Rita  Chrane,  Office  of 
Continuing  Education,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  TX  79430  806/743-2929 

Neuromuscular  Disease 

March  27-29,  1980 

8th  Neuromuscular  Disease  Symposium.  Astrodome  Marriott 
Hotel,  Houston.  Category  1,  AMA  Physician's  Recognition 
Award,  Contact  Carol  Berman,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston, 

TX  77030  713/790-4941 

Malignant  Disease 

March  4-7,  1980 

Symposium  on  Fundamental  Cancer  Research — Genes,  Chro- 
mosomes and  Neoplasia.  Shamrock  Hilton  Hotel,  Houston.  Fee 
$50.  Category  1 , AMA  Physician's  Recognition  Award;  16  hours. 
Contact  George  R.  Blumenschein,  MD,  Assoc  Dir,  Education, 

M.  D.  Anderson  Hospital  and  Tumor  Institute,  6723  Bertner, 
Houston,  TX  77030 

Pathology 

March  2-6,  1980 

A Review  of  Clinical  Microbiology.  Dallas  Hilton  Inn,  Dallas.  Fee 
$250,  physicians;  $1 75,  house  officers.  Category  1 , AMA  Physi- 
cian's Recognition  Award.  Contact  LaNelle  Chancellor,  A. 

Webb  Roberts  Center  for  Continuing  Education,  3500  Gaston 
Ave,  Dallas,  TX  75246  21 4/820-231 7 

Pediatrics 

March  27-29,  1980 

Texas  Genetic  Society  Annual  Scientific  Meeting.  UT  Medical 
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School  at  Houston.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award.  Contact  Joanne  Marshall,  Office  of  Con- 
tinuing Education,  UT  Medical  School  at  Houston,  Box  20708, 
Houston,  TX  77025  712/792-5346 

Radiology 

March  3-7,  1980:  March  31  -April  4,  1980 
Mammography  Training  for  the  Early  Detection  of  Breast  Cancer. 
M.  D.  Anderson  Hospital  and  Tumor  Institute,  Houston.  Fee 
$300,  practicing  radiologists;  $100,  radiology  residents.  Cate- 
gory 1,  AMA  Physician's  Recognition  Award;  hour-for-hour.  Con- 
tact David  D.  Paulus.  MD,  Mammography  Training  Dir,  Dept  of 
Diagnostic  Radiology,  M.  D.  Anderson  Hospital  and  Tumor  In- 
stitute, Texas  Medical  Center.  Houston  TX  77030 

March  7-9.  1980 

Clinical  Nuclear  Imaging  1980.  Hyatt  Regency  Hotel,  Dallas.  Fee 
$290,  physicians;  $150,  residents,  fellows.  Category  1,  AMA 
Physician's  Recognition  Award.  Contact  Carolyn  Kirk,  Div  of 
Postgraduate  Education,  Dept  of  Radiology,  UT  Health  Science 
Center  at  Dallas.  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2502 

March  26-28,  1980 

Update  on  the  Biological  Risks  of  Medical  Irradiations.  Four 
Seasons  Plaza  Nacional,  San  Antonio.  Fee  $150.  Category  1 , 
AMA  Physician's  Recognition  Award;  20  hours.  Contact  Marilyn 
Rennels,  Office  of  Continuing  Education  Services,  UTHSC  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

APRIL 

Anesthesiology 

April  12-14,  1980 

1st  San  Antonio  Symposium  on  Neuroanesthesia.  San  Antonio 
Contact  Marilyn  Rennels,  Office  of  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  512/691-7291 

Family  Medicine 

April  28-May  2,  1980 

Review  Course  in  Family  Practice.  Houston.  Contact  Carol  Ber- 
man, Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine. Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Ophthalmology 

April  19,  1980 

8th  Malcolm  McCullough  Lecture,  14th  Annual  Postgraduate 
Alumni  Meeting.  Galveston.  Contact  Fuchsia  Elliott.  Dept  of 
Ophthalmology,  UT  Medical  Branch,  Suite  140,  Sealy  & Smith 
Prof  Bldg,  Galveston,  TX  77220  713/765-2476 

Orthopedics 

April  17-19,  1980 

Operative  Arthroscopy  and  Related  Problems.  Dallas.  Contact 
Linda  Spino,  PhD,  Div  of  Continuing  Education,  UT  Health  Sci- 
ence Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 

Pathology 

April  25-27,  1980 

Infectious  Disease.  San  Antonio.  Contact  Marilyn  Rennels, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-7291 

Pediatrics 

April  10-12,  1980 

Recent  Clinical  Advances  in  Pediatrics.  Galveston.  Contact  Mary 


Ellen  Haggard,  MD,  Dept  of  Pediatrics,  UT  Medical  Branch, 
Galveston,  TX  77550  713/765-2341 

Physical  Medicine  & Rehabilitation 

April  14-24,  1980 

14th  Comprehensive  Review  Course  in  Physical  Medicine  and 
Rehabilitation.  Houston.  Contact  Melba  Mata  or  Lynne  Tiras, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Radiology 

April  11-12,  1980 

Baylor  Annual  Radiology  Conference-1980.  Houston.  Contact 
Margaret  Klug,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

MAY 

Cardiovascular  Disease 

May  1-3,  1980 

1 1th  Annual  Cardiology  Symposium — Clinical  Auscultation  and 
Noninvasive  Cardiology.  Houston.  Contact  Robert  J.  Hall,  MD, 
Medical  Dir,  Texas  Heart  Institute,  Box  20269,  Houston,  TX 
77030 

Emergency  Care 

May  15-17,  1980 

Trauma.  Galveston.  Contact  Sue  Moreno,  Office  of  Continuing 
Education,  UT  Medical  Branch,  Galveston,  TX  77550 
713/765-2934 

Family  Medicine 

May  23-25,  1980 

Family  Practice  Recertification  Review.  San  Antonio.  Contact 
Office  of  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691-7291 

Ophthalmology 

May  8-10,  1980 

Closed  Approach  to  Intraocular  Surgery.  San  Antonio.  Contact 
Office  of  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691-7291 

Pathology 

May  26-30,  1980 

A Review  of  the  Old  & New  in  the  Diagnosis  & Therapy  of  Infec- 
tious Diseases.  Houston.  Contact  Registrar,  American  College  of 
Physicians,  4200  Pine  St,  Philadelphia,  PA  19104 

Radiology 

May  5-9,  1980 

Mammography  Training  for  the  Early  Detection  of  Breast  Can- 
cer. Houston.  Contact  David  D.  Paulus,  MD,  Mammography 
Training  Dir,  Dept  of  Diagnostic  Radiology,  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute,  Texas  Medical  Center,  Houston,  TX 
77030 

May  8-10,  1980 

2nd  Annual  Seminar  on  an  Integrated  Approach  to  Abdominal 
Ultrasound  and  Computerized  Tomography  of  the  Trunk.  Dallas. 
Contact  Carolyn  Kirk,  Div  of  Postgraduate  Education,  Dept  of 
Radiology,  UT  Health  Science  Center  at  Dallas,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  214/688-2502 
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JUNE 

General  Medicine 

June  17-20,  1980 

Medical  Knowledge  Self-Assessment  Program.  Houston.  Con- 
tact Registrar,  American  College  of  Physicians,  4200  Pine  St, 
Philadelphia,  PA  19104 

Neurosurgery 

June  4-7,  1980 

Scientific  Meeting,  American  Society  of  Stereotatic  and  Func- 
tional Neurosurgery.  Houston.  Contact  Joanne  Marshall,  Office 
of  Continuing  Education,  UT  Medical  School  at  Houston,  Box 
20708,  Houston,  TX  77025  713/792-5346 

Obstetrics  & Gynecology 

June  2-7,  1980 

Current  Obstetrics  and  Gynecological  Practice.  San  Antonio. 
Contact  Marilyn  Rennels,  Office  of  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  512/691-7291 

Otolaryngology 

June  5-7,  1980 

Recent  Advances  in  Otology.  Galveston,  Contact  Sue  Moreno, 
Office  of  Continuing  Education,  UT  Medical  Branch,  Galveston, 
TX  77550  713/765-2934 

Radiology 

June  2-6,  1980 

Mammography  Training  for  the  Early  Detection  of  Breast  Cancer. 
Houston.  Contact  David  D.  Paulus,  MD,  Mammography  Train- 
ing Dir,  Dept  of  Diagnostic  Radiology,  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Texas  Medical  Center,  Houston,  TX  77030 

VISITING  FELLOWSHIP  PROGRAMS 

The  UT  Health  Science  Center  at  Dallas,  Department  of  Radiol- 
ogy is  offering  five  visiting  fellowships.  Subspecialty  programs 
offered  include  ultrasound,  neuroradiology  and  CT  scanning, 
pediatric  radiology,  diagnostic  radiology,  and  angiography.  These 
are  one-  and  two-week  programs  meeting  the  criteria  for  40  to 
80  hours  of  Category  1 credit  of  the  AMA  Physician’s  Recognition 
Award.  Contact:  Carolyn  Kirk,  Division  of  Postgraduate  Educa- 
tion, Department  of  Radiology,  UT  Health  Science  Center  at 
Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 

REGULARLY  SCHEDULED  ACTIVITIES 

Tuesdays,  12  noon 

Medical  and  Surgical  Reviews.  Sierra  Medical  Center,  El  Paso. 
Category  1 , AMA  Physician's  Recognition  Award,  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  1625  Medical  Center  Dr,  El  Paso,  TX 
79902 

Wednesdays,  12  noon 

Continuous  Review  of  Internal  Medicine.  Scott  & White  Hospital, 
Temple.  Category  1 , AMA  Physician's  Recognition  Award,  1 
hour  weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and 
Education,  Scott  & White  Hospital,  Temple,  TX  76501 

Thursdays,  12  noon 

Urology  Core  Curriculum.  Scott  & White  Hospital,  Temple.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award,  1 hour  weekly. 
Contact  G.  T.  Keegan,  MD.  Dept  of  Urology,  Scott  & White 
Hospital,  Temple,  TX  76501 

Fridays,  12  noon 

Neurology-Neurosurgery  Grand  Rounds.  Scott  & White  Hospital, 
Temple.  Category  1 , AMA  Physician’s  Recognition  Award,  1 
hour  weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and 
Education,  Scott  & White  Hospital,  Temple,  TX  76501 


CALENDAR  OF  MEETINGS 

■ Denotes  Texas  Meetings 

JANUARY 

American  Association  for  the  Advancement  of  Science,  San 
Francisco,  Jan  3-8,  1980.  William  Carez,  1515  Massachusetts, 
NW,  Washington,  DC  20005 

■ American  Association  of  Medical  Assistants,  State  of  Texas, 
Austin,  Jan  19-20,  1980.  Jackie  Moss,  RN,  8205  Easter  Cove, 
Austin,  TX  78758 

American  College  of  Allergists,  Bal  Harbour,  Fla,  Jan  1 9-23, 
1980.  Frances  White,  2141  14th  St,  Boulder,  CO  80302 

■ American  College  of  Surgeons,  South  Texas  Chapter,  Temple, 
Tex,  Jan  31-Feb  2,  1980.  James  Duke,  MD,  6431  Fannin, 
Houston,  TX  77030 

■ American  Medical  Association,  San  Antonio,  Jan  12-15,  1980. 
535  N Dearborn  St,  Chicago,  IL  60610 

Pan-Pacific  Surgical  Association,  Honolulu,  Jan  12-18,  1980. 
Alan  Sharp,  MD,  135  Macquarie  St,  Sydney,  Australia 

Southern  Clinical  Neurological  Society,  Curacao,  Netherlands, 
Jan  28-Feb  2,  1980.  B.  J.  Wilder,  MD,  101 1 Jeffords  St,  Clear- 
water, FL  33516 

Southern  Perinatal  Association,  New  Orleans,  Jan  23-24,  1980. 
Berel  Held,  MD,  6431  Fannin,  Houston,  TX  77030 

Southern  Society  for  Pediatric  Research,  New  Orleans, 

Jan  23-27,  1980  Rebecca  Kirkland,  MD,  Baylor  College  of 
Medicine,  Houston,  TX  77030 

■ Texas  Medical  Association,  Austin,  Jan  18-20, 1980. 

C.  Lincoln  Williston,  Exec  Dir,  1801  N Lamar,  Austin,  TX 
78701 

■ Texas  Society  of  Pathologists,  Galveston,  Jan  25-27,  1980.  Iris 
Wenzel,  1905  N Lamar,  Austin,  TX  78705 

FEBRUARY 

American  Academy  of  Allergy,  Atlanta,  Feb  1 6-20,  1 980.  Re- 
becca H.  Buckley.  MD,  61 1 East  Wells  St,  Milwaukee,  Wl  53202 

American  Academy  of  Orthopaedic  Surgeons,  Atlanta,  Feb  7-1 2, 
1 980,  Charles  V.  Heck,  MD,  444  N Michigan  Ave,  Chicago,  IL 
60611 

American  Group  Psychotherapy  Association,  Los  Angeles,  Feb 
12-16,  1980.  Irving  L.  Berger,  MD,  1995  Broadway,  New  York, 
NY  10023 

American  Orthopaedic  Foot  Society,  Atlanta.  February,  1980 
Roger  A.  Mann,  5495  Fernhoff  Rd,  Oakland,  CA  9461 9 

■ District  1 Medical  Society,  Texas  Medical  Association,  El 
Paso,  Feb  2,  1980,  Laurance  N.  Nickey,  MD,  1515  N Oregon,  El 
Paso,  TX  79902 

Federation  of  Western  Societies  of  Neurological  Sciences, 

Santa  Barbara,  Calif,  Feb  21-24,  1980.  Lawrence  A.  Stern,  MD. 
Dept  of  Neurology,  Univ  of  Arizona,  Tucson,  AZ  85721 

International  Academy  of  Pathology,  United  States — Canadian 
Division,  New  Orleans,  Feb  25-  29,  1980.  Nathan  Kaufman,  MD, 
1003  Chafee  Ave,  Augusta,  GA  30904 

International  Academy  of  Preventive  Medicine,  New  Orleans, 

Feb  20-24,  1980.  Joseph  A.  Nowell,  10409  Town  & Country 
Way,  Houston,  TX  77024 
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New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  Feb 
27- March  2,  1980.  Lois  Neary,  1430  Tulane  Ave,  New  Orleans, 
LA  70112 

■ Texas  Public  Health  Association,  San  Antonio,  Feb  23-27, 

1980.  Robert  E.  Monroe,  4107  Medical  Parkway  #201,  Austin,  TX 
78756 

MARCH 

■ American  College  of  Cardiology,  Houston,  March  9-13,  1980. 
William  D.  Nelligan,  9650  Rockville  Pike,  Bethesda,  MD  20014 

■ American  College  of  Obstetricians  & Gynecologists,  Texas  Sec- 
tion, Corpus  Christi,  Tex,  March  1980.  Harold  W.  Brumley,  MD, 
109  Medical  Park  Tower,  Austin,  TX  78705 

American  Society  of  Abdominal  Surgeons,  Chicago,  March 
22-26,  1980.  Blaise  F.  Alfano,  MD,  675  Main  St,  Melrose,  MA 
02176 

American  Society  for  Clinical  Pharmacology  and  Therapeutics, 
San  Francisco,  March  19-21, 980.  Elaine  Galasso,  1718  Gal- 
lagher Rd,  Norristown,  PA  19401 

American  Society  of  Contemporary  Medicine  and  Surgery,  Or- 
lando, Fla,  March  9-14,  1980.  John  G.  Bellows,  MD,  6 N Michi- 
gan Ave,  Room  1110,  Chicago,  IL  60602 

■ American  Society  for  Neurochemistry,  Houston,  March  2-7, 
1980.  Joe  G.  Wood,  MD,  Dept  of  Neurobiology  and  Anatomy,  UT 
Medical  School  at  Houston,  Box  20708,  Houston,  TX  77025 

College  of  American  Pathologists,  Atlanta,  March  21-27,  1980. 
Howard  E.  Cartwright,  7400  N Skokie  Blvd,  Skokie,  IL  60077 

International  Academy  of  Proctology,  New  Orleans,  March  16- 
23,  1980.  Alfred  J.  Cantor,  MD,  Box  L,  Great  Neck,  NY  11023 

■ National  Conference  on  High  Blood  Pressure  Control,  Houston, 
March  23-25,  1980,  1501  Wilson  Blvd,  Suite  600,  Arlington,  VA 
22209 

Society  for  Contemporary  Ophthalmology,  Orlando,  Fla,  March 
9-15,  1980.  Randall  T.  Bellows,  MD,  6 N Michigan  Ave,  Ohicago, 
IL  60602 

■ Society  of  Nuclear  Medicine,  Southwest  Chapter,  Houston, 
March  28-30,  1980.  Stanton  E.  Shuler,  MD,  Ochsner  Foundation 
Hospital,  New  Orleans,  LA  70121 

■ Texas  Association  of  Obstetricians  and  Gynecologists,  Corpus 
Christi,  Texas,  March  6-8,  1980.  George  B.  Coale,  MD,  8100 
Greenbriar,  Houston,  TX  77054 

■ Texas  Radiological  Society,  Fort  Worth,  March  13-15,  1980.  Iris 
Wenzel,  1905  N Lamar,  Austin,  TX  78705 


The  "Continuing  Education  Directory”  is  prepared  by  Ms  Pa- 
tricia Jeter,  Administrative  Assistant,  Office  of  Medical  Educa- 
tion, Texas  Medical  Association. 


Firstmark  Capital  Corporation 
announces  a new  personal 
lending  service  designed 
to  meet  the  special  needs 
of  health  care  professionals. 


Consider  the  advantages  . . . 

• ONLY  YOUR  SIGNATURE  IS  RE- 
QUIRED TO  BORROW  FROM  $5,000 
TO  $25,000,  TERMS  TO  SIXTY 
MONTHS. 

• QUICK  CONFIDENTIAL  SERVICE, 
ENTIRE  TRANSACTION  HANDLED 
BY  MAIL. 

• CREDIT  LIFE  INSURANCE  AVAIL- 
ABLE AT  LOW  COST  ...  NO 
PHYSICAL  EXAMINATION  RE- 
QUIRED. 

• LOAN  IS  INTEREST  BEARING  . . . 
YOU  MAY  PAY  OFF  OR  REDUCE 
THE  LOAN  AT  ANY  TIME  WITHOUT 
PRE-PAYMENT  PENALTY. 

Here’s  how  to  apply  . . . 

For  complete  information  and  a simple  loan  appli- 
cation call  Mr.  Charles  Toll  Free  at  1-800- 

421-0355. 


Ilfirstmark  Capital 

Firstmark  Capital  Corporation 

7 Clocktower  Square,  Suite  270 
Aurora,  Colorado  8001 1 


Serving  the  Health  Care  Industry  for  over  Fifty  Years. 


TEXAS  MEDICINE 


Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $17.50  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allo\wed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Eller,  MD,  FACA,  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA,  FAAA,  FAACIA* 
Warren  I.  Raymer,  MD.  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

*Diplomate  American  Board  of  Allergy  <S  Immunology 


Suite  444,  Hermann  Professional  Building 

8410  Fannin  St,,  Houston,  Texas  77030;  713  797-0900 


McGovern  allergy  cunic 

Diagnosis  cmd  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood.  MD 
Orville  C.  Thomas.  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith.  MD 
Albert  Lehmann.  MD 
Gerald  T.  Machinski,  MD 
Thersa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
China  Vudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Calvin  J.  McLerran.  PhD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach.  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 


Hester  Beth  Bland.  HSD 
HEALTH  EDUCATION 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergv 

6969  Brompton  (at  Holcombe),  Houston.  Texas  77025;  713  661-1444 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomale  of  Ihe  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suile  601.  Oak  Hills  Medical  Building 

7711  Louis  Pasleur  Drive.  San  Anionio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD.  FACA,  Allergy-Dermalology 
W.  A.  Crozier,  MD,  FACA,  Allergy-Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


ALLERGY  AND  IMMUNOLOGY  ASSOCIATES 
OF  TEXAS 

Thomas  R.  Woehler,  MD,  FAAA 

Diplomate  American  Board  Allergy  and  Immunology 

Diplomate  American  Board  of  Internal  Medicine 

3400  South  Gessner,  #105.  Houston.  Texas  77063;  713  785-6920 


Clinics 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


2530  Morgan.  Corpus  Chtisli,  Texas;  882-3487 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  MD,  PA  or  C.  David  Meadows,  MD,  PA 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012;  817  277-1161 


INTERNAL  MEDICINE 
Kendra  J.  Belfi,  MD 
John  M.  Church,  MD 
Thomas  J.  Coleman,  MD 
Robert  R.  Dickey,  MD 
Ferd  E.  Garrison,  Jr,  MD 
Cortell  K.  Holsapple,  MD 
John  E.  Johnson,  Jr,  MD 
O.  M.  (Jack)  Phillips.  MD 


GENERAL  SURGERY 
John  H.  Sewell,  MD 
Robert  L.  Sewell.  MD 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  MD 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall.  MD 
Dixon  Presnall.  MD 
Harry  H.  Whipp.  MD 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  <S  Immunology 
Fellow.  AAA.  ACA.  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


Baffled  by  medical-religious  beliefs? 

Find  answers  free  in  TMA's  handy  book 
"Faith  of  Our  Patients." 

Write:  Religion,  TMA,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 


Volume  75  December  1979 


FIFTH  AVENUE  CUNIC 

G50  Fifth  Avenue,  Fort  Worth,  Texas 


Colon  6c  Rectal  Surgery 


MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Etier.  Jr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs.  MD 


ALVIN  BALDWIN,  JR.  MD 

Diplomote  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue.  Dallas,  Texas  75246 
Telephone  824-2573 


RADIOLOGY 
Otto  H.  Grunow,  MD 


HUGH  C .WELSH,  MD 
Proctology  and  Abdominal  Surgery 


MALONE  AND  HOGAN  CUNIC 

1501  West  11th  Place,  Big 
Telephone  267-63G1 

Spring,  Texas  79^20 

OPHTHALMOLOGY  AND 

PSYCHOLOGY 

OTOLARYNGOLOGY 

P.  W.  Malone,  MD,  FACS 

Ron  Cohorn.  PhD 

J,  W,  Tipton,  MD 

DERMATOLOGY 

Merrill  M.  Cooper,  MD 

GENERAL  AND 

VASCULAR  SURGERY 

RADIOLOGY  & NUCLEAR 

J.  E.  Mathews,  MD,  FACS 

MEDICINE 

N.  Rao,  MD,  FACS 

Buerk  Williams,  MD 

John  L.  Rhodes,  MD 

INTERNAL  MEDICINE 

I.  H.  Burnett,  Jr,  MD 

UROLOGY 

W.  A.  Riley,  MD 

R.  S.  Griffin,  MD 

J.  W.  Cowan,  MD 

V.  T.  Smith,  MD 

PODIATRY 

OBSTETRICS  AND 
GYNECOLOGY 

Bradford  Glass,  DPM 

M.  A.  Porter,  MD 

PATHOLOGY 

J.  W.  Kuykendall.  MD 

Robert  R.  Rember,  MD 

FAMILY  PRACTICE 

Brian  J,  Caplan,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 

M.  L.  Proler,  MD 

PEDIATRICS 

I,  M,  Woodall,  MD 

B,  R.  Owen,  MD,  FAAP 

ADMINISTRATION 

R.  Marc  Schwarz.  MD 

R.  L.  Heith.  Administrator 

RUGELEY  AND  BLASINGAME  CUNIC 

2100  North  Fulton  Street, 
Telephone  713  532-1700 

Wharton,  Texas 

ADMINISTRATION 

OBSTETRICS  <5.  GYNECOLOGY 

C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

D.  M.  Voulgaris,  MD 

H.  E.  Secor.  MD 

C.  ).  Landivar.  MD 

INTERNAL  MEDICINE 

R,  D,  Little,  MD 

OPHTHALMOLOGY 

D.  W.  Samuelson.  MD 

V.  A,  Black,  MD 

Janet  L.  Strickland,  MD 

OTOLARYNGOLOGY 

FAMILY  PRACTICE 

J.  L.  Holcomb,  MD 

G.  M.  McWilliams.  MD 

C.  E.  Woodson.  MD 

ORTHOPEDIC  SURGERY 

E,  T.  Smith,  MD 

PEDIATRICS 

F,  W,  Kolle,  MD 

ANESTHESIOLOGY 

F.  F.  Regueira.  MD 

C.  G.  Spears,  MD 

GENERAL  SURGERY 

DENTISTRY 

R.  B.  Caraway.  Jr,  MD 

J.  R.  Kieler,  Jr.  DDS 

W.  C.  Yankowsky,  MU 

PATHOLOGY— CONSULTANT 

UROLOGY 

H.  M.  Perches,  MD 

H.  Z,  Frelz,  MD 

RADIOLOGY— CONSULTANT 

GYNECOLOGY 

L.  D.  O'Gorman,  MD 

I,  A,  Wall,  MD 

HOUSTON  HEADACHE  CUNIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 

Suite  855,  Houston,  Texas  77004 

Telephone  713  528-191G 

NEUROLOGY 

Ninon  T,  Mathew,  MD,  FRCP(C) 

2715  Fannin  Street,  Houston.  Texas 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  oi  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104:  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  oi  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medicol  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas.  Texas  75230; 
Telephone  214  661-7757 


Dermatology 


DAVID  R.  WEAKLEY,  MD.  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas.  Suite  214,  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 


GERALD  A.  CASID,  MD.  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N,  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S,  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane. 

Dallas.  Texas  75230;  Telephone  214  661-7661 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 
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LUCIUS  P.  COOK.  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 

Medical  City  II«  Suite  2218.  7777  Forest  Lane 
Dallas,  Texas  75230;  214  66U765S 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Gene  P.  Ream.  MD  Mary  Jo  Montgomery.  MD 

Diseases  of  the  Skin.  Skin  Cancer. 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.). 

Downtown  "Overlooking  the  Alamo".  705  E.  Houston  St.. 

San  Antonio.  Texas  78205;  telephone  512  222-8651.  512  222-2001 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS.  PA 

Stanley  Feld,  MD.  FACP 
Richard  Sachson.  MD.  FACP 
Steven  Doriman,  MD,  FACP 

Diplomates  o!  American  Board  oi  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive.  Dallas,  Texas  75231;  214  363-5535 


Gastroenterology 


CECIL  O.  PATTERSON.  MD.  FACP 
Gastroenterology.  Gastroscopy.  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 
J.  Craig  Billinghurst,  MD 


NISAR  AHMED.  MD 

Gastroenterology.  Gastrointestinal  Endoscopy. 
Gastrointestinal  Oncology 

Twelve  Oaks  Tower,  Suite  930,  4126  Southwest  Freeway. 
Houston.  Texas  77027;  713  961-0115 


ZAVEN  H.  CHAKMAKJIAN.  MD 
SAMUEL  P.  MARYNICK.  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue.  Dallas.  Texas  75246 
Telephone  214  820-2216 


SAM  S.  MILLER.  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Boord  oi  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905.  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 

DONALD  H.  PEREZ.  MD 
Endocrinology 

Rosa  Verde  Towers,  Suite  1004. 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


SHERWYN  L.  SCHWARTZ.  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach.  Suite  420,  San  Antonio,  Texas  78229 
512  690-8612 

ERIC  A.  ORZECK.  MD 

Diplomate,  American  Board  of  Internal  Medicine 

Internal  Medicine  <S  Endocrinology 

7800  Fonnin,  Suite  508.  Houston.  Texas  77054;  713  797-9922 


Family  & General  Practice 


General  Surgery 

BURT  B.  SMITH.  MD.  FACS 
Surgery 

Emphasizing  Breast.  Thyroid  and  Gasiro-Inteslinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston.  Texas  77025;  523-8323 


BRYAN  V.  WILLIAMS.  MD.  FACS 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002;  227-5505 


LeROY  J.  KLEINSASSER.  MD.  FACS 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular.  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue. 

Dallas,  Texas  75246;  821-2356 


ROBERT  J.  TURNER.  HI.  MD.  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth.  Texas  76104;  335-8311 


ROBERT  M.  STECKLER.  MD 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery.  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza.  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  214  827-9880 


SAMUEL  SILVA.  MD 
Hair  Transplantation 

4759  South  Freeway.  Fort  Worth  Texas;  817  923-7374 


HOUSTON  SURGICAL  CONSULTANTS 

Robert  Davis,  MD,  FACS,  FRCS,  FICS 
Gail  E.  Burbridge,  MD 

Diplomates  of  the  American  Board  of  Surgery 

General  and  Vascular  Surgery 

430  Park  Plaza  Professional  Building, 

1213  Hermann  Drive,  Houston,  Texas  77004;  713  528-0597 
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Gynecology 


Neurology 


RAYMOND  H.  ABRAMS,  MD.  FACOG 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology — Medical  and  Surgical 
Microsurgery 

Breast  Analysis  and  Therapy 

3434  Swiss  Avenue,  Suite  401,  Dallas.  Texas  75204 
Telephone  214  823-1063 


Hand  Surgery 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

William  H.  Fleming,  III,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J.  Kim.  MD 
Kasturi  A.  Kumar,  MD 
Lorenzo  Lorente,  MD 


L.  Lee  Lankford,  MD  and  Peter  R.  Carter,  MD 
HAND  SURGERY  ASSOCIATION 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3S00  Gaston  Avenue 
Dallas,  Texas  75246;  214  823-5351 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  78104 
Telephone  817  335-5411 


1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4518 
427  West  20th,  Suite  BlOO,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 
Adult  and  Pediatric  Neurology 
Electroencephalography,  Electromyography 

John  W.  Conwell,  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  361-9148 


Neurological  Surgery 


Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER.  Ill,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy  & Hypnotherapy 

6300  Hillcroft.  Suite  315,  Houston.  Texas  77081;  713  771-5809 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor. 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders.  MD  James  A.  Moody.  MD 

Ira  C.  Denton,  Jr,  MD  Jack  Woolf,  MD,  Consultant 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 


JACK  STERN.  MD,  FACS 
GARY  C.  HUTCHISON,  MD.  FACS 
THOMAS  R.  BOULTER,  MD.  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  MD,  Neurosurgery 
John  T,  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 


Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER.  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Jack  E.  McCallum,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 


TEXAS  MEDICINE 


TEXAS  NEUROLOGICAL  INSTITUTE 
AT  DALLAS,  PA 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Proi.  Bldg..  Houston,  Texas  77030;  713  790-1100 


Neurological  Surgery 

James  E.  Bland,  MD 
Martin  L.  Lazar.  MD 

Medical  Neurology 
Electroencephalography 
and  Electromyography 

Ralph  G.  Greenlee.  Jr.,  MD 
Allan  L.  Naarden.  MD 
Richard  R.  North,  MD 
William  S.  Woodiin,  MD 

Neuro-Ophthalmology 

Peter  R.  Bringewald.  MD 


Director,  Pain  Relief  Centei 
and  Neuroanesthesiologist 

P.  Prithvi  Raj,  MD 

Consultant  in  Speech 

Josephine  Simonson,  MA 


Richard  S.  Ruiz.  MD.  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart.  MD.  FACS 
Robert  B.  Wilkins.  MD.  FACS 


Jeffrey  D.  Lanier,  MD.  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen.  MD 
Richard  L.  Kimbrough,  MD 
Charles  A.  Garcia.  MD 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 
WEINBERGER 


7777  Forest  Lane,  MCD-2,  Suite  2420.  Dallas,  Texas  75230;  214  661-7656 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD.  DABNS.  FACS 
R.  Gordon  Long.  MD,  DABNS.  FACS 
Bennie  B.  Scott.  MD.  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 
3600  Gaston  Avenue — Dallas,  Texas  75246 
Telephone  214  826-7060 


Ophthalmology 

John  J.  Alpar,  MD  Hugh  B.  Currie.  MD 

Coleman  Taylor,  MD  Bruce  L.  Weinberger.  MD 

J.  Franklin  Howell,  Jr,  MD 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive.  Amarillo.  Texas 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller.  MD 


PASADENA  NEUROLOGICAL  GROUP  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

4004  Woodlawn.  Pasadena,  Texas  77504;  713  944-1131  ^^21  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


Neurology,  Neurosurgery,  Physical  Medicine 
and  Rehabilitation 

Federico  Angel.  MD.  PA.  Neurosurgery 
Jorge  Angel.  MD,  PA,  Neurosurgery 
Hugo  Orellana.  MD.  PA,  Neurology 

Jairo  Puentes,  MD.  PA,  Physical  Medicine  and  Rehabilitation 

Computed  Tomography,  Doppler  Sonography, 
Echoencephalograpny,  Electroencephalography, 
Electromyography,  Physical  Medicine. 

Rehabilitation,  Speech  Therapy 


Nuclear  Medicine 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  MD 
Robert  A.  Moura.  MD 
Arthur  W.  Willis,  MD 
Robert  W.  Butner.  MD 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street.  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology.  Thyroidology,  Endocrinology. 
Gastroenterology.  Cardiology.  Neurology,  Neurosurgery,  Urology. 
Ophthalmology.  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent.  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve.  MD 
John  W,  Lewis,  MD 


3166  Reid  Drive.  Corpus  Christi.  Texas  78404;  Phone  853-7319 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


RETINA  LIMITED  OF  SAN  ANTONIO 
Diseases  and  Surgery  of  the  Retina  and  Vitreous 

John  Y.  Harper,  Jr,  MD 
Darrell  Willerson,  Jr,  MD 

311  Camden,  Suite  601.  San  Antonio.  Texas  78215;  512  226-2446 


RETINA-VITREOUS  ASSOCIATES 


^ m f W.  Rex  Hawkins,  MD 

An  important  message  trom  your  van  w.  Teeters,  md 

physician  about  prescription  drugs"  Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 

...  a new  pamphlet  from  TMA  that  explains  drug 
selection  to  your  patients.  Order  free  copies  today  from 

TMA  Communication  Dept.,  1801  N.  Lamar,  Austin,  78701.  TMA  AutO  Leasing  Program 

. . . Another  service  of  your  association 


Volume  75  December  1979 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M<SS  Tower,  Suite  401.  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


LUBBOCK  ORTHOPEDIC  SURGERY  CUNIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
G.  S.  Gill,  MD 
Dilip  K.  Pal,  MD,  PA 
Prem  K.  Das,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


LOUIS  M.  ALPERN.  MD,  MPH 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202,  El  Paso.  Texas  79902;  915  545-2333 


THE  ARUNGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 
E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
•Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


PETER  R.  BRINGEWALD,  MD 
Neuro-Ophthalmology 

Texas  Neurological  Institute  at  Dallas,  PA 
7777  Forest  Lane,  MCD-2,  Suite  2420, 
Dallas,  Texas  75230;  214  661-7676 

By  appointment  only 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A,  Shirley,  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd.  MD 

John  B.  Gunn.  MD  Huntley  G.  Chapman,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


HOUSTON  ORTHOPEDIC  CUNIC 


Joseph  Barnhart,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  oi  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 


Orthopedic  Surgery 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James.  MD 
Robert  D,  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis.  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  <S  JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth  Texas 

Louis  J.  Levy,  MD 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M,  Beckley.  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey.  MD 


F.  Carlton  Hodges.  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse.  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Beard  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road. 
Houston,  Texas  77076;  691-3905 


TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 


Otolaryngology 


EL  PASO  EAR,  NOSE  AND  THROAT  ASSOCIATES 
Otolaryngology,  Audiology  and 
Electronysfagmography 

Mark  J.  Wegleitner,  MD 

Lyle  D.  Weeks,  MD 

Sarah  Daniel,  MA-Audiologist 

First  American  Title  Bldg.,  Suite  160,  5959  Gateway  West 
El  Paso,  Texas  79925;  915  779-5866 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology.  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wiltstruck,  MD.  FCAP 
Walter  Krohn,  MD,  FCAP 
Robert  Wayne  Walter,  MD.  FACP 

Dane  Barber.  MD,  Diplomate  American  Board  of  Pathology 
Clinical  Pathology,  Surgical  Pathology,  Exfoliative  Cytology,  Medico- 
legal Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707;  756-7226 


TEXAS  MEDICINE 


J.  S.  WILKENFELD.  MD.  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld,  MD  Ena  E.  Mocega,  MD 

Diplomates  ol  the  American  Board  ot  Pathology 

Anatomical  Pathology.  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston.  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Oflice  Pickup  Service  in  Houston 

BROWN  <5,  ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology. 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown.  MD 

George  V.  Miller.  MD 

Walter  G.  Olin.  Jr.  MD 

John  R.  Thomas.  MD 

S.  Joseph  Skinner.  MD 

Joe  B.  Haden,  MD 

Enrique  van  Santen.  MD 

Elaine  V.  Shalek.  MD 

Robert  H.  McNeely.  MD 

Diplomates  American  Board  ot  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg..  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


ARTHUR  L.  RAINES,  MD  AND  ASSOCIATES 
Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118.  Cleburne.  Texas  76031 

817  645-9181.  Ext.  360 

Mailing  Containers  on  Request 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABIUTATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper.  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs.  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Boord  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Doro.  MD 
David  J.  Katrana,  DDS,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

1103  Medical  Tower,  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  <S  Reconstructive  Plastic  Surgery 

606  Medical  Ploza  Bldg.,  800  Eighth  Avenue,  Fort  Worth.  Texas  76104; 
817  335-4752 

VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Bums 

1001  W.  Rosedale.  Fort  Worth.  Texas  76104;  336-0446 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34lh  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 


WILLIAM  E.  BARNES,  MD 

Diplomats  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <S  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomats  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215;  224-5509 


BROMLEY  S.  FREEMAN,  MD,  FACS 
D.  ROBERT  WIEMER,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77030 
713  795-5584 

JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas;  855-7359 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5.  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  oi  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 
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JOSEPH  P.  FLEMING.  MD.  FRCS(C),  FACS  ALCOHOUSM  TREATMENT  PROGRAM 

Plastic  and  Reconstructive  Surgery  comprehensive  inpafient/OutpaUem  RehabiUiaiion 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building  Department  of  Psychiatry 

Houston,  Texas  77004;  713  524-7545  Texas  Tech  University  School  of  Medicine, 

Lubbock,  Texas  79430;  806  743-2804 


JAMES  L.  MOORE.  MD.  FACS.  PA 

Diplomats  American  Board  of  Plastic  Surgery 


BARRY  M.  BROWN.  MD 

Diplomate.  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 


Plastic  and  Reconstructive  Surgery  Broad  Spectrum  Treatment  of  Depression, 

1213  Hermann  Dr.,  Suite  420,  Phobias  and  Marital  Problems 

Houston,  Texas  77004;  713  526-6161 

902  Frostwood,  Suite  187A,  Houston,  Texas  77024;  713-461-6160 


INSTITUTE  FOR  AESTHETIC  PLASTIC  SURGERY 
Cosmetic  Plastic  Surgery 

Tolbert  S.  Wilkinson,  MD.  FACS 
Diplomate  of  American  Board  of  Surgery 
Diplomate  of  American  Board  of  Plastic  Surgery 

South  Texas  Surgical  & Medical  Center 

4330  Medical  Drive,  Suite  400 

San  Antonio.  Texas  78229;  512  696>0031 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38tb,  Suite  C-4.  Austin,  Texas  78705;  512  458-9286 


Psychiatry 


Psychiatry  & Neurology 


Perry  C.  Talkington,  MD 

Larry  E.  Tripp,  MD 

Howard  M.  Burkett,  MD 

Gregory  G.  Dimijian,  MD 

Jerry  M.  Lewis,  MD 

Linda  R.  Hughes,  MD 

James  E.  Peden,  MD 

Roy  H.  Fanoni,  MD 

Dode  M.  Hanke,  MD 

Byron  Howard,  MD 

Doyle  I.  Carson,  MD 

Madeline  W.  Harford,  MD 

Joe  W.  King,  MD 

John  G.  Looney,  MD 

Keith  H.  Johansen,  MD 

Carol  A.  Lewis.  MD 

Charles  G.  Markward,  MD 

Mark  I.  Blotcky,  MD 

Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas, 

Texas 

Timberlawn  Psychiatric  Hospital 

4600  Samuell  Blvd,,  Dallas,  Texas 

Telephone  381-7181 

HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


HAUSER  CLINIC 
Psychiatry  and  Neurology 

PSYCHIATRY 
Robert  I.  Hauser,  MD 
Javier  A.  Zapata,  MD 
H.  James  Stuart,  MD 
Susan  B.  Darsey,  MD 
Harvey  A.  Rosenstock,  MD 
Cal  K.  Cohn,  MD 
Gerald  Ratinov,  MD 

NEUROLOGY,  ENCEPHALOGRAPHY  & ELECTROMYOGRAPHY 
Diane  S.  Gelfand,  MD 
Josephine  W.  Session,  MD 

PSYCHIATRIC  SOCIAL  WORKERS 
M.  Papademetriou,  ACSW 
Wendy  Smolins,  ACSW 
Cheryl  Verlander,  ACSW 
Rochelle  Rosenthal,  ACSW 

ADMINISTRATOR 
Walter  C.  Pool 

7777  Southwest  Freeway-  Suite  103G,  Houston,  Texas  77074 
Telephone  713  776-8600 


Frank  H.  Chesky,  MD 
Jose  A.  Gutierrez,  MD 
Harris  M.  Hauser,  MD 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 


CHARLES  B.  COVERT.  MD.  PA 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

General  Psychiatry 

1900  Yorktown,  Suite  314 
Houston,  Texas  77056;  713  627-9988 


Radiology 


Harvey  M.  Lowry,  MD,  FACR  James  P.  Wills,  MD,  DABR 

James  R.  Gish,  MD,  DABR  Robert  Jacobs,  MD,  DABR 

Edward  A.  Sheldon,  MD,  DABR  Daniel  Karnicki,  MD,  DABR 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital,  833-6421 

Beaumont  Neurological  Center,  835-4921 

Beaumont  Medical  and  Surgical  Hospital,  838-1411 

Beaumont,  Texas 


Texas  Medical  Liability  Trust 


TMA  Memorial  Library 

. . . Another  service  oi  your  association 


. , . Another  service  of  your  association 


TEXAS  MEDICINE 


Rheumatology 


DON  E.  CHEATUM,  MD.  FACP 

Diplomate  American  Boards  oi  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


JOEL  E.  RUTSTEIN.  MD 

Diplomate  American  Boards  oi  Internal  Medicine  and  Rheumatology 
Arthritis  Diagnostic  and  Treatment  Center 

8042  Wurzbach.  Suite  440,  San  Antonio.  Texas  78229:  512  690-8067 


Thoracic  Surgery 


Harold  C.  Urschel,  Jr,  MD 
Maruf  A.  Razzuk,  MD 

DRS.  URSCHEL,  RAZZUK  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas.  Texas  75246;  824-2503 

JOHN  L.  KEE,  JR,  MD 
Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246;  826-5184 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY,  MD 

Diplomate  American  Board  oi  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 

HECTOR  O.  YANES,  MD,  PA,  FACS,  FACC 
Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth.  Texas  76104;  332-1947 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


DONALD  L.  PAULSON,  MD.  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas,  Texas;  824-3660 


Urology 


ELGIN  W.  WARE.  JR.  MD 
GEORGE  E.  HURT.  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue,  Dallas.  Texas  75246 


THE  UROLOGY  CUNIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf,  MD,  FACS 
Sidney  A.  Worsham,  III,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


H.  M.  GIBSON.  JR,  MD.  FACS 
ABEL  GARDUNO.  MD 

Certified  by  American  Board  oi  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  <S  533-4765 


DONALD  J.  NEESE.  MD 

Diplomate  oi  American  Board  oi  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

400  Medical  Center  Blvd.,  Suite  207,  Webster,  Texas  77598;  713  332-2466 


EUGENE  R.  TODD.  MD.  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 
Donald  J.  Logan,  MD 
Donald  L.  McKay,  MD 
Christopher  D.  Fetner,  MD 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas.  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 
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Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
iacilities  lor  doing  all  types  of  surgery  in  new  hospital  as  well  as  office 
m new  clinic  building.  Taylor  Smith,  MD.  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720:  telephone  915-267-6361. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Taylor  Smith,  MD,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Taylor 
Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720,  telephone  915-267-6361. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Taylor  Smith,  MD,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
lor  mentally  retarded.  Salaries  $36,900  to  $44,800  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  m certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment ol  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with  ex- 
cellent facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  praciice  can  provide.  Contact  Taylor  Smith, 
MD,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas 
79720:  telephone  915-267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon  do- 
ing GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  with  salary  of  $45,000  per  year  negotiable.  City 
has  population  of  9,000  with  trade  area  of  25,000  to  30,000.  Contact 
Chris  S.  Cruzcosa,  MD,  300  S.  5th  Street,  Carrizo  Springs,  Texas  78834, 
512-8;6-5236. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  tiaining  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  in  obstetrics,  pediatrics, 
family  practice,  general  surgery  and  radiology.  Enjoy  practicing  medi- 
cine with  our  28-man  multispecialty  group  located  in  a friendly  city 
of  100,000  people  in  north  central  Texas.  Close  to  everything,  but  away 
from  big  city  problems.  If  you  want  to  know  more  about  this  long 
established  group  (1919)  whose  city  has  a booming  economy,  call 
collect  Dr.  David  Pogue  at  817-766-3551.  Wichita  Falls  Clinic,  501  Mid- 
western Parkway,  Wichita  Falls,  Texas  76302. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Pediatrician, 
internist,  psychiatrist,  tamily  practitioner,  solo  practice.  Home  Exxon, 
US  Steel,  Gulf.  High  income.  Bay  area  near  Houston.  Outstanding 
schools,  colleges.  Contact  Administrator,  1101  Decker  Drive,  Baytown, 
Texas  77520;  713-422-3405. 


WANTED:  GP,  FP  NEEDED  to  join  4 man  group  to  do  general  practice 
and  OB.  Population  5,000;  trade  area  15,000  plus.  Old  established  clinic 
group  ol  3 GPs  and  1 board  surgeon.  Lovett  Meredith  Clinic,  Box  487, 
Olney,  Texas  76374;  817-564-5543. 


PHYSICIANS  WANTED — progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647.  Telephone  214-845-2281. 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


EMERGENCY  DEPARTMENT — part-time  opportunities  in  the  Dallas, 
Texas  area.  Scheduling  flexible,  paid  malpractice,  weekdays,  nights, 
and  or  weekends.  Contact  Texas  Emergency  Room  Services,  PA,  3603 
Hall  Street,  Suite  102,  Dallas,  TX  75219,  or  call  214-522-5481. 


GENERAL  SURGEON — Board  certified,  needed  for  seven  doctor  group 
that  consists  of  one  general  practitioner,  five  board  certified  family 
practihoners,  one  internist.  Must  be  willing  to  do  some  general  prac- 
tice. Our  two  year  old  clinic  has  full  lab  and  x-ray  facilities,  and  is 
located  next  to  a new  65  bed  hospital.  Located  30  miles  E/NE  of 
Austin,  Texas.  Send  resume  to  Johns  Clinic,  P.O.  Box  1010,  Taylor, 
Texas,  76574,  attention  C.  J.  Daniel,  MD. 


OTOLARYNGOLOGIST  WANTED  in  large  multispecialty  clinic  in  Texas 
associated  with  medical  school.  Require  board-certification  or  recently 
board-eligible  person  with  an  interest  in  clinical  ENT,  surgery,  and  in 
some  undergraduate  teaching.  Prefer  native  Texan  or  Southwesterner. 
Salary  negotiable.  Full  fringe  benefits.  Call  817-774-2111,  ext.  2996. 


GENERAL  SURGEON  AND  GENERAL  PRACTITIONER  NEEDED  for  solo 
or  group  practice  in  Kermit,  Texas.  Well  equipped  85  bed  hospital. 
Large  referral  area.  Contact  Harper  Peddicord,  MD,  Chief  of  Staff  or 
Doug  Schoenewolf,  Administrator,  Memorial  Hospital,  821  Jeffee,  Ker- 
mit, Texas  79745.  Call  collect  915-586-2511. 


PHYSICIANS — Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,^  occupational  medicine,  pul- 
monary disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


FAMILY/GENERAL  PRACTITIONER — Solo  or  associate,  progressive  com- 
munity, new  clinic,  43-bed  hospital,  excellent  churches,  new  schools, 
outdoor  recreation,  large  or  medium  load.  Contact  Paul  C.  Roberts, 
Administrator,  806-256-2114,  806-256-2774,  Shamrock,  Texas. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after  Adult 
Psychiatry  training.  Academic  program  in  child  development,  family 
therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology,  and  ethology.  Basic  clinical  orientation 
in  child  development  and  intensive  individual  supervision  in  psycho- 
analytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  child  development, 
linguistic  anthropology,  community  services  and  other  fields.  Excellent 
opportunities  m teaching,  administration,  inpatient  and  outpatient 
clinical  programs.  New  6U-bed  inpatient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  community  programs.  Stipends 
range  from  $17,867  to  $22,071  with  additional  fringe  benefits.  Contact 
Anthony  P.  Rousos,  MD,  Director  of  Residency  Training,  Ausfin  State 
Hospital,  4110  Guadalupe,  Austin,  Texas  78751. 


PSYCHIATRIC  RESIDENCY  in  approved  three-year  program.  Effective 
connections  with  universities,  medical  schools,  private  clinics  and  com- 
munity centers.  Outstanding  faculty  and  programs.  Stipends  range  from 
$17,86/  to  $22,071  with  additional  fringe  benefits.  For  full  information 
write  to:  Anthony  P.  Rousos,  MD,  Director  of  Residency  Training, 
Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78751. 


GENERAL  PRACTITIONER,  OB/GYN,  PEDIATRICIAN  NEEDED  in  Kil- 
gore, Texas,  America's  number  one  small  city.  Capital  of  the  East 
Texas  oilfield.  Population  16,000.  60-bed  JCAH  approved  hospital.  Con- 
tact Bob  LeDuc,  Roy  H.  Laird  Memorial  Hospital,  1612  S.  Henderson 
Blvd.,  Kilgore,  Texas  75662;  214-984-3505. 


PHYSICIAN  WANTED — board  certified  family  practice  MD  or  resident. 
Large  practice.  Professional  association.  Manyr  fringe  benefits  for  well- 
qualified  individual.  Located  between  Dallas/Fort  Worth.  Excellent  hos- 
pital association.  Write  Ad-951,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


DALLAS /FORT  WORTH  PRIMARY  CARE  opportunity  for  GP,  FP  or  gen- 
eral internist  in  community  hospital-based  clinic  and  satellite  family 
care  center.  Guaranteed  base  plus  percentage.  Overhead,  office,  in- 
surance, and  other  support  provided.  SencT  CV  to  Ad-953,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SURGICAL  RESIDENCY  DIRECTOR— Austin,  Texas.  Board  certified  or 
qualified  surgeon  wanted  for  direcfor  of  surgical  education  with  full 
time  salary  and  excellent  benefits.  Salary  negotiable.  Contact:  Earl 
Matthew,  MD,  Central  Texas  Medical  Foundation,  Brackenridge  Hos- 
pital, Austin,  Texas  '78701;  512-478-9249. 


ESTABLISHED  DEPARTMENT  OF  FAMILY  MEDICINE  at  The  University 
of  Texas  Medical  Branch  in  Galveston,  Texas  invites  applications  for 
Director  of  Resident^  Training  in  newly  developed  satellite  program  at 
Port  Arthur,  Texas.  Duties  depending  on  experience  and  interest  include 
teaching,  patient  care,  administration  and  research.  Rank  and  salary 
commensurate  with  qualifications.  M.F.H.  Send  C.V.  and  three  refer- 
ences by  February  1,  1980  to:  Mr.  Dale  A.  Smith,  Assistant  Administra- 
tor, Ancillary  Services,  St.  Mary  Hospital,  3600  Gcrtes  Blvd.,  Port  Arthur, 
Texas  7'7640.  UTMB  is  an  affirmative  action/equal  opportunity  employer. 


SUNBELT  OPPORTUNITY— WANTED  FAMILY  PRACTICE  or  internal 
medicine  physician  for  satellite  clinic.  Large  population  drawing  area. 
Multi-specialist  back  up.  Unlimited  opportunities.  Ideal  for  physician 
who  prefers  solo  practice  with  support  clinic  back  up.  Contact  D.  K. 
Everitt,  227  Memorial  Drive,  Gatesville,  Texas  76528;  817-865-8201. 


TEXAS,  NORTH  CENTRAL.  EMERGENCY  PHYSICIAN,  full-time  or  part- 
time,  need  one  January  1980  and  one  July  1980.  177-bed  hospital.  Ex- 
cellent specialty  back-up.  No  weekends.  Call  Kalman  Shwarts,  MD, 
214-872-5723  or  214-872-4861,  ext.  520. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $15.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  MEDICINE 


PATHOLOGIST:  Certified  in  AP  & CP  or  eligible.  Special  interest  in 
clinical  pathology  important.  East  Texas  Gulf  Coast  area.  Good  fishing 
and  hunting.  275  bed  hospital  laboratory  striving  for  excellence.  Family 
practice  residency  program  to  be  finalized  soon.  Need  a physician  with 
energy  and  active  interest  in  technologist  and  patients.  Write  or  call 
R.  E.  Buchanan,  MD,  St.  Mary  Hospital,  Port  Arthur,  Texas  77640;  713- 
985-7134. 


PEDIATRICIAN  WANTED  to  take  over  active  solo  practice  from  doctor 
wishing  to  retire.  Located  in  growing  city  of  100,000,  2 open  staff 
hospitals,  well  equipped  office,  excellent  week-end  and  other  sign  out 
arrangements.  Good  opportunity  as  practicing  pediatricians  not  eager 
for  new  patients.  Reply  to  Ad-9bl,  TEaAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin.  Texas  78701. 


PRESTIGIOUS  PROFESSIONAL  GROUP  is  seeking  affiliates  in  these 
specialties — family  practice,  emergency  medicine,  internal  medicine, 
orthopedics,  allergy,  gastroenterology,  cardiology,  anesthesia,  ENT, 
plastic  surgery,  and  industrial  medicine.  Be  a part  of  a prestigious 

?roup  practice.  Substantial  guarantees.  Beautiful  climate.  Contact 
alton  L.  Francis,  Administrator,  Eastwood  Hospital  and  Medical  Cen- 
ter. 10301  Gateway  West,  El  Paso,  lexas  79925;  telephone  915-592-0261. 


OTOLARYNGOLOGIST — Well  staffed,  active  644  bed  hospital  is  seeking 
otolaryngologist.  Board  certification  preferred.  Affiliated  with  Texas 
A&M  University  College  of  Medicine.  Undergraduate  and  graduate 
teaching  opportunities  available.  Superb  location  in  Texas  city  of 
50,000.  Annual  salary  up  to  $52,700  with  liberal  fringe  benefits.  Equal 
employment  opportunity  agency.  Apply  Chief  of  Staff,  Olin  E.  Teague 
Veterans'  Center,  Temple,  Texas  76501. 


OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 
rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready.  Community  sup- 
port negotiable.  County  hospital  12  miles,  supported  by  taxing  authori- 
ty. Contact  Chamber  of  Commerce  and  Agriculture,  phone  81 /-422-4540, 
Munday,  Texas. 


WANTED:  GENERAL  INTERNIST/GASTROENTEROLOGIST.  Position 
available  with  14-doctor  multi-specialty  group  located  in  the  new 
Medical  City  Dallas  complex  in  North  Dallas,  located  within  a 15 
minute  drive  of  all  physicians  residences  in  Dallas.  All  benefits  paid 
for  by  the  group,  afternoon  off,  rotating  call  schedule,  no  buy  in  agree- 
ment. Contact  Jay  K.  Lockhart,  Administrator,  7777  Forest  Lane,  Suite 
240,  Dallas,  Texas  75230;  phone  214-661-7707. 


LARGE  INDUSTRIAL  CONCERN  HAS  OPENING  for  full-time  plant 
medical  director.  Will  assume  responsibility  for  well  equipped  medic j1 
facility  located  on  plant  site  and  staffed  around  the  clock  with  pro- 
fessional, competent  personnel.  Attractive  home  in  close  proximity  to 
the  plant,  company  car,  country  club  membership,  etc.  Compensation 
package  negotiable,  however,  some  approximation  of  salary  require- 
ments would  be  appreciated.  Company  is  located  in  beautiful  East 
Texas  with  plenty  of  outdoor  recreation  among  the  Piney  Woods,  hills, 
lakes  and  streams.  Responses  will  be  held  in  strictest  confidence. 
Please  reply  to  Ad-962,  TEXAS  MEDICINE.  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


GENERAL  FAMILY  PRACTITIONER  for  small  town  near  Hill  Country 
and  Highland  Lakes.  Associate  or  solo  in  furnished  suite  in  wing  of 
nice  small  hospital  and  nursing  home.  Heavy  financial  backing  by 
community.  Beautiful  hillside  residential  area.  Please  send  CV  to  W. 
Sanford  Smith,  Professional  Practice  Management  Inc.,  1102  Kingwood 
Drive,  Suite  201,  Humble,  Texas  77339. 


THE  MAVERICK  COUNTY  OUT-PATIENT  CLINIC,  INC.  is  seeking  a 
family  practice  or  general  medicine  physician  to  locate  in  Eagle  Pass, 
Texas.  Salary  range  is  between  $40,000-$50,000  annually,  commensurate 
with  experience.  Contact  Elias  Lara-Lara,  P.O.  Box  921,  Eagle  Pass. 
Texas  78852. 


AUSTIN,  TEXAS — Growing  multispecialty  group.  Space  available  July 
1980  for  ENT,  orthopedist.  Please  reply  to  Ad-964,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTITIONER  NEEDED.  First  year  practice:  Guaranteed  in- 
come, office  and  equipment  furnished,  residence  furnished,  paid  mov- 
ing expenses.  Must  include  obstetrics,  may  include  surgery  if  desired. 
Colorado  City,  Texas — 6000  population,  farming,  ranching,  oil,  two 
lakes,  hunting,  fishing,  skiing,  new  schools,  completely  remodeled  and 
enlarged  hospital.  Call  collect,  Charles  Root,  915-728-3431. 


NEEDED;  EMERGENCY  PHYSICIANS.  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


CORE  PHYSICIANS  WANTED:  A very  progressive  250  bed  county 
owned  hospital  providing  the  emergency  medical  care  not  only  for 
Amarillo,  Texas  but  also  Tor  most  of  the  Texas  Panhandle,  seeks  highly 
qualified  full-time  physicians  and  surgeons  to  work  in  Core  area  and 
be  a part  of  a team  providing  emergency  medical,  shock  trauma  and 
intensive  care  services.  Interested  physicians  should  have  the  follow- 
ing qualifications;  1)  MD  degree  from  an  approved  school  of  medicine; 
2)  Completion  of  residency  in  a)  general  surgery,  b)  internal  medicine, 
or  c)  emergency  medicine;  3)  Experience  in  emergency  medicine  and 
intensive  care  medicine.  Preference  will  be  given  to  those  who  are 
board  certified  in  general  surgery  or  internal  medicine  or  who  are 
board  eligible  in  emergency  medicine,  and  to  those  who  can  meet  the 
American  Heart  Association  requirements  for  basic  and  advanced  life 
support.  For  more  information  and  to  apply  write:  William  Gill,  M D., 
Chief.  Emergency  Medical  and  Critical  Care  Services,  Northwest  Texas 
Hospital,  P.O.  Box  1110,  Amarillo,  Texas  79175. 


FAMILY  PRACTITIONER-BOARD  CERTIFIED  or  board  eligible,  needed 
June  1980,  to  work  in  new  well  equipped  clinic  which  is  a satellite  of 
a large  multi-specialty  group  in  Southwest  Houston.  Excellent  benefits 
and  opportunity  for  full  partnership  in  two  years.  Write  Pierre 
Gendron,  Administrator,  Hillcroft  Medical  Clinic,  6630  DeMoss,  Hous- 
ton, Texas  77074. 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY.  Dynamic, 
multi-institutional  university  program  in  Dallas.  Comprehensive  cover- 
age of  all  aspects  of  ambulatory  and  inpatient  PM&R,  Contact  Demitri 
George,  M.D.,  Department  of  Physical  Medicine  and  Rehabilitation. 
UT  Health  Science  Center  at  Dallas,  5323  Harry  Hines  Blvd.,  Dallas, 
Texas  75235.  Telephone  214-688-2288.  An  equal  opportunity  affirmative 
action  employer. 


MINOR  EMERGENCY  iacility  in  Houston  requires  an  additional  full- 
time  physician  to  work  40-50  hours  a week.  Malpractice  paid.  $44-50, UUU 
annually  Call  Dr.  Oliver,  713-673-7480  or  write  East  Loop  Emergency 
Clinic,  4343  North  Loop  East,  Suite  200,  Houston,  Texas  77029. 

HUNTSVILLE,  TEXAS  offers  excellent  practice  opportunit^y  for  OB-GYN, 
dermatology,  familv  practice  physicians.  New,  June  1979,  140  bed  hos- 
pital Beautiful  1250  sq.  ft.  new  office  near  hospital  available  for  sub- 
lease  (3  years  at  55c  per  foot).  No  present^  available  comparable 
space.  Not  available  aiter  January  1,  1980.  Call  713-756-8121. 

THE  WACC  CENTER  FCR  YCUTH  has  an  immediate  opening  for  a 
psychiatrist  with  considerable  experience  with  children  and  adoles- 
cents, board  eligible  or  board  certified  in  child  psychiatry  preferred. 
Salary  ranges  from  $44,800  to  $48,800.  Other  benefits  include  paid 
vacation  and  sick  leave,  retirement  and  group  insurance  programs,  tax 
sheltered  annuity  programs,  housing  available  on  grounds,  arid  an 
excellent  location  in  Central  Texas  close  to  many  educational  ^rij 
recreational  opportunities  and  a short  driving  distance  from  both 
Austin  and  Dallas/Fort  Worth.  An  excellent  opportunity  to  help  develop 
a new  residential  treatment  facility  for  emotionally  disturbed  adoles- 
cents Contact  Personnel  Office,  Waco  Center  for  Youth,  Box  5117, 
Waco,  Texas  76708.  An  equal  opportunity  affirmative  action  employer. 

GENERAL  PRACTITIONER.  Community  wants  one  or  two  physicians, 
unlimited  practice.  Friendly,  progressive  city  centrally  located.  Guaran- 
tee for  first  year  available,  if  desired.  Facilities  available,  good 
schools,  hospital,  nursing  home.  Hunting  and  fishing.  A good  place  to 
raise  a family  and  develop  your  practice.  Goliad  County  Industrial 
Foundation,  Drawer  S,  Goliad,  Texas  77963;  512-645-3296. 

POSITION  AVAILABLE— DIRECTOR  OF  PUBLIC  HEALTH  AND  WEL- 
FARE,  Corpus  Christi-Nueces  County,  Texas.  A joint  appointment  by  a 
city  and  county  with  state  approval  in  South  Texas,  serving  approxi- 
mately 250,000  people  with  a staff  of  250.  The  department  enforces  the 
relevant  laws  of  the  State  of  Texas  and  the  City  of  Corpus  Christi.  It 
operates  out  of  three  main  offices  plus  five  satellite  offices  and  ten 
“storefront"  clinics.  The  Texas  Department  of  Health  recognizes  it  as 
an  accredited  health  department.  Its  excellent  experienced  staff  offers 
services  in  communicable  disease  control,  maternal  and  child  health, 
family  planning,  WIC,  air  pollution  control,  dental  care,  environ- 
mental health,  epidemiology,  and  health  education.  There  is  a splendid 
new  modern  laboratory.  City  industrial  health  is  a part  of  the  depart- 
ment. Candidates  must  have  a medical  degree  and  an  MPH  degree 
(or  board  certification  in  preventive  medicine).  They  should  also 
possess  demonstrated  administrative  skills  and  ability  to  function 
effectively  among  various  community  organizations  as  well  as  local 
governmental  entities.  Residency  within  the  City  of  Corpus  Christi  will 
be  required  after  appointment.  Salary  is  open  depending  upon  quali- 
fications and  experience.  Salary  and  fringe  benefits  plus  living  in  a 
major  water  oriented  recreation  area  make  this  a particularly  desirable 
position.  Submit  resume  in  confidence  to  Mr.  Charles  Speed,  Director 
of  Personnel,  City  of  Corpus  Christi,  P.O.  Box  9277,  Corpus  Christi, 
Texas  78403. 


Situations  Wanted 


OB/GYN;  46  year  old  board  certified  OB-GYN  seeks  relocation  in  Texas. 
Solo  or  group  practice  desired.  Trained  in  laparoscopy,  colposcopy  and 
urethroscopy  and  using  these  modalities  in  practice.  Excellent  health. 
Available  this  summer.  Wife  anesthesiologist;  seeking  suitable  position. 
Please  reply  to  Ad-924,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  787(31. 

SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  search, 
evaluation  and  screening  to  supplement  your  own  independent  recruit- 
ing. (We  never  require  deposit,  retainer  or  exclusion.)  Full  information 
to  physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  7'7096;  713-729-6068. 

CERTIFIED  BY  THE  AMERICAN  COLLEGE  OF  ANESTHESIOLOGISTS, 
many  years  of  practice,  wishes  to  relocate  in  Texas.  Group  or  solo 
practice.  Please  reply  to  Ad-933,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

GP  INTERESTED  IN  WORKING  HOUSTON  or  suburban  areas.  FP  board 
eligible  7/79.  Graduated  1964;  post  graduate  training  at  UCLA  (MPH 
1971);  University  Nebraska  Medical  Center  (1975-1977  in  FP,  700  credit 
hours).  Prefer  first  year  salary  (easy  condition).  Available  any  time. 
Licensed  in  Texas,  Florida  and  Nebraska.  Call  T.  Q.  Vingh,  308-772- 
3264  or  write  Oshkosh  Medical  Center,  Oshkosh,  Nebraska  69154. 

EXCELLENT  PHYSICIANS — General  and  specialty.  Inquire  through  Sun- 
belt Physician  Placement  Service,  5500  N.  Braeswood,  No.  177,  Houston, 
Texas  77096;  713-729-6068. 

BOARD  CERTIFIED  INTERNIST  currently  completing  second  year  of 
fellowship  in  gastroenterology  at  the  University  of  Alabama,  Birming- 
ham. Available  after  June,  1980.  Fully  trained  in  all  G.I.  endoscopic 

grocedures.  Seeking  to  join  comparably  qualified  group.  Contact  Joseph 
. Fletcher,  MD,  2928  Selkirk  Circle,  Birmingham,  Alabama  35243. 

COMPLETING  OB/GYN  RESIDENCY  6-80.  Case  Western  Reserve  Uni- 
versity/Affiliated Hospitals.  Would  like  to  join  urban/suburban  prac- 
tice. Will  consider  solo  practice.  Frederick  D.  Sanders,  MD,  1908  Revere 
Road,  Cleveland  Heights,  Ohio  44118;  216-371-4517. 

GENERAL  SURGEON-COLON  AND  RECTAL  SURGEON— 30,  married, 
one  child.  Board  eligible,  November  1979,  available  July  1980.  Desires 
association  with  medical  group  or  solo  in  Dallas  and  vicinity  or 
Northern  Texas.  Please  reply  to  Ad-959,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

MEDICAL  ONCOLOGIST-INTERNIST-29,  ABIM  certified,  oncology  board 
eligible  seeking  solo,  group  or  hospital  based  practice.  Available  July 
1980.  Please  contact  at  713-765-1862.  Reply  to  Ad-960,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PRACTICING  CARDIOLOGIST  EXPERIENCED  IN  CATH.  and  all  non- 
invasive  techniques  desires  new  affiliation  with  group  or  partner  of 
same  in  Texas,  particularly  Austin  or  Dallas/Fort  Worth.  Call  evenings 
after  8 p m.,  913-267-3069  or  write  Ad-963,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

YOUNG  AMERICAN  GP  WITH  FLEX  (trained  in  Texas  and  California) 
seeks  locum  tenens  in  or  near  Austin.  Available  January  15,  prefer  no 
OB.  Please  write  to  Jacqueline  Kelly,  M.D.,  P.O.  Box  12001,  El  Paso, 
Texas  79912. 
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PEDIATRICIAN — 33.  Board  eligible  university  trained,  three  years 
military  experience.  Seeks  position — solo,  group  practice,  hospital  or 
clinic  based  programs  or  HMO.  Medium,  large  city  or  suburban  area 
preferred  or  a small  town  near  a large  city.  Available  July  1980. 
Please  reply  to  Ad-965,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


CARDIOVASCULAR  AND  THORACIC  SURGEON,  university  trained, 
ABS  certified,  ABTS  eligible,  available  from  July  1980,  seeks  a faculty 
position  or  a partnership.  No  geographical  preference.  Please  reply 
to  Ad-969,  TEMS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


CARDIOLOGIST-INTERNIST,  31.  Trained  in  invasive  and  non-invasive 
cardiology.  ABIM  certified.  Seeks  solo  practice  or  associateship  starting 
July  1980.  Please  reply  to  Ad-966.  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


PEDIATRIC  ALLERGY/IMMUNOLOGY— Finishing  fellowship  July,  1980. 
University  trained  in  pediatrics  and  allergy/immunology.  Desire  asso- 
ciation with  partner  or  group.  Please  reply  to  Ad-968,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  BlvcL,  Austin,  Texas  78701. 


GENERAL  SURGEON — 29,  with  Illinois  FLEX,  board  eligible,  major 
county  hospital  trained.  Desires  group,  associate  or  hospital  based 
solo  private  practice  preferably  in  a community  over  20,000.  Special 
interests  include  trauma  and  peripheral  vascular  surgery,  intensive 
care  and  hyperalimentation.  Available  July  1980.  Please  reply  to  Ad- 
967,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


DALLAS— WELL  ESTABLISHED  PROFESSIONAL  LOCATION.  Newly  re- 
decorated. 1200  sq.  ft.  furnished  space.  Five  minutes  Baylor  Hospital. 
Immediate  occupancy.  Lab  and  x-ray  in  building.  Free  parking  for 
hysicians,  patients  and  employees.  Janitorial  service  and  all  bills  paid, 
xcellent  location  for  primary  care  physicians  (family  practitioner,  in- 
ternist, pediatrician,  obstetrician-gynecologist,  dermatologist,  etc.). 
Contact  Lakewood  Medical  Building  214-821-9161. 


LAKE  FRONT  MEDICAL  BUILDING,  located  at  Ingram,  Texas  (6  miles 
above  Kerrville).  Physician  has  had  a successful  practice  for  several 
years  and  is  retiring.  Two  sets  of  offices  in  this  building  that  could  be 
converted  easily  into  dental  offices.  Large  parking  area.  Owner  will 
finance  $110,000.  Please  contact  Harold  White  Epling,  MD,  Hunt  Star 
Route,  Box  202-R,  Ingram,  Texas  78025. 


HOUSTON — New  45,000  sq.  ft.  atrium  office  building  in  rapidly  expand- 
ing Spring  Branch-Memorial  area.  On  major  thoroughfare  near  two 
hospitals.  Space  available  for  new  or  established  physicians  and  health 
care  professionals.  Call  or  write  Dr.  Vincent  Bash,  8945  Long  Point  Road, 
Houston,  Texas  77055;  713-468-7911. 


OFFICE  SPACE  IN  DALLAS — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Laboratory  in  building.  Generous  allowance 
for  office  improvements.  Planning  and  layout  available  without  cost. 
Contact  Ike  H.  Silver,  214-328-3578,  or  write  P.O.  Box  18237,  Dallas, 
Texas  75218. 


PROFESSIONAL  OFFICE  SPACE  TO  LEASE  IN  CONROE,  TEXAS:  Close 
to  courthouse,  a deluxe  office  space  of  4 rooms,  V2  bath  and  furnished 
waiting  area.  Utility  and  maid  service  provided.  70c  sq.  ft.  Call  713- 
756-3001,  ask  for  S.R. 


MOST  BEAUTIFUL  RANCH  IN  TEXAS.  110  acre  Hill  Country,  river 
ranch.  1800  feet  on  Guadalupe  River.  Deer,  turkey,  dove  and  email. 
Practically  in  city  limits  of  New  Braunfels.  Excellent  for  ranching, 
developing  or  just  plain  living.  29%  down,  owner  financing.  Asking 
$4000  per  acre.  Contact  Bud  Lockey,  P.O.  Box  6933,  Houston,  Texas 
77005;  713-668-3088. 


EKG-SANBORN  500  Cardiette.  Excellent  condition.  Price  $275.  Reason 
for  selling,  converting  to  the  computer.  Herbert  Kresh,  M D.,  10611 
Garland  Road,  Dallas,  Texas  75218;  214-327-3293. 


HOUSTON — SUMED  ENTERPRISES,  INC.  is  pleased  to  announce  the 
availability  of  prime  medical  office  space  for  the  discriminating  physi- 
cian. Located  in  the  northwest  hospital  and  northeast  hospital  areas. 
Call  713-893-1024  for  further  information 


FOR  LEASE:  Professional  office  space.  "St.  Moritz"  one  story-town- 
house  concept.  Fast  growing  West  Houston  area.  Hwy.  6 at  Clay  Road 
between  I-lOW  & Hwy.  290  (Bear  Creek  area).  Century  21  Courtesy  & 
Co.,  713-463-0000, 


AUSTIN — A 21,000  sq.  ft.,  medical  and  dental  office  complex  to  be 
completed,  August  1980.  Project  located  in  North  Austin,  centered  in 
a rapidly  growing  area  of  45,000  populous,  bounded  by  four  main 
arteries.  By  pre-leasing  your  required  space,  the  leasehold  improve- 
ments can  be  individually  tailored.  For  information  call  512-837-3600, 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Cost.s 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-4^72-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


Business  & Financial  Services 


SUMED  FINANCIAL  GROUP:  an  investment  management  firm;  owned 
and  managed  by  doctors  associated  with  two  North  Houston  hospitals, 
offering  professional  real  estate  development,  management  and  in- 
vestment services;  in  quality,  tax  sheltered  real  estate  investment 
opportunities.  Ken  LeBrun,  J.D.,  830  FM  I960  West,  Suite  11,  Houston, 
Texas  77090;  713-893-1024. 


EMERGENCY  PHYSICIANS 
POSITIONS  AVAILABLE 


Established  group  seeks  full-time, 
qualified  Emergency  Physicians  for  large 
volume  emergency  departments  in 
Dallas/Fort  Worth,  Austin,  and  other 
metropolitan  areas.  Fee-for-service. 
Malpractice  provided.  $40.00-$50.00 
per  hour. 

Please  contact  Kathleen  Gallie,  897 
MacArthur  Blvd.,  San  Leandro,  California 
94577;  415-638-3979. 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R.  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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TOMORROW  AND 

TOMORROW,  AND 

TOMORROW  creeps  this  petty 

pace  from  day  to  day  . . . said 
Shakespeare,  who  never 
wasted  his  time.  What 
about  your  tomorrows. 

Doctor?  Will  they 
be  all  you 
intended 
when  you 
became  a 
physician? 

They  can  be. 

And  LIFEMARK 
can  help.  If  relocation 
IS  desirable,  LIFEMARK'S 
37  community  hospitals  in 
Sun  Belt  cities  offer  any  lifestyle 
you  and  your  family  prefer.  Call  us 
today,  and  enjoy  all  your  tomorrows. 

Call  collect  for  complete  information 
about  our  confidential  service.  Address 
your  Curriculum  Vitae  to:  Director  Physician 
Relations,  P.O.Box  3448.  Houston,  TX  77001 
(713)  621-8131  An  Equal  Opportunity 
Employer  Male/  Female/Handicapped. 


rAM/7/r; 


Inc. 


PHYSICIANS 

One  of  America’s  largest  health  care  cor- 
porations is  currently  seeking  a full  time 
Physician  forour  Plasma  Donor  Center  located 
in  San  Antonio.  Spanish/English  speaking  is 
preferred. 

Responsibilities  will  include  performing  physi- 
cals in  conjunction  with  donor  screening  and 
evaluation.  Our  requirements  are  flexible  and 
we  will  consider  licensed  but  non-practicing 
physicians  as  well  as  those  desiring  to  work  on 
a continuing  basis. 

We  offer  an  excellent  working  environment 
and  a highly  competitive  salary.  Please  call  or 
send  curriculum  vitae  to  Michael  Ingram, 
Director; 


Rlpha 


THERAPEUTIC  CORPORATION 

Formerly  a Division  of 
ABBOTT  LABORATORIES 
302  S.  Flores,  San  antonio,  TX  78204 
(512)  224-1749 

Equal  Opportunity  Employer  M E 
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Dear  Ms  Baker: 

After  World  War  II,  one  of  the  more  unusual  changes  in 
medical  practice  has  been  the  introduction  of  Medicare 
and  Medicaid.  The  latter,  as  it  applies  to  nursing  homes, 
has  posed  a problem  which  is  seriously  affecting  the 
welfare  of  the  patient,  the  vitality  of  the  nursing  home 
administrator,  the  emotional  lives  of  the  patients’  relatives, 
and  the  reputation  of  the  medical  profession. 

We  read  such  accusatory  statements  as  “warehousing 
of  the  aged  and  infirm,"  the  “relegation  of  essentially  well 
parents  to  nursing  homes  by  uncaring  offspring,”  as  well 
as  a statement  by  a host  of  older  people  to  the  effect  that 
they  would  never  willingly  enter  one  of  those  “detestable” 
nursing  homes. 

It  is  needless  to  say  that  nursing  homes  are  not  hospi- 
tals and,  therefore,  the  medical  care  available  in  the 
nursing  home  is  not  commensurate  with  that  which  is 
obtainable  in  a hospital.  Despite  the  frequent,  sometimes 
rigid  and  constant  surveillance  by  State  Health  Depart- 
ment officials  and  other  authorities,  nursing  homes  ob- 
viously cannot  furnish  hospital-type  care  on  one-fourth  the 
income  of  hospitals.  But  the  public  expects  them  to  do 
so. 

The  high  esteem  in  which  the  medical  profession  is  held 
is  beginning  to  be  eroded  because  most  physicians  in 
cities  refuse  to  accept  residents  in  nursing  homes  as 
patients.  There  have  been  instances  in  which  a patient 
has  been  abandoned  by  his  physician  upon  transfer  of  the 
patient  from  a hospital  to  a nursing  home  and  cases  in 
which  the  physician  refuses  to  find  a colleague  to  assume 
the  role  of  attending  physician.  Let  it  be  well  noted  that 
the  lay  public  is  becoming  more  and  more  aware  of  this 
and  they  are  saying  some  not-very-nice  things  about  us. 

Let  it  be  conceded  that  caring  for  nursing  home  patients 
is  a somewhat  onerous  duty.  The  pay  is  not  attractive 
and  too  many  in  our  profession  apparently  regard  them- 
selves as  “overqualified”  for  this  menial  type  of  practice. 
This  may  be  why  some  of  us  say,  “Let  Harry  do  it.  I haven’t 
the  time  or  inclination  to  visit  nursing  homes.” 

May  we  suggest  that  those  of  us  who  abstain  from 
accepting  patients  in  nursing  homes  think  about  giving 
“Harry”  a hand  and  recall  the  old  proverb  that  “Many 
hands  make  light  worke.”  And,  in  addition,  there  aren’t 
enough  Harrys  to  go  around. 

Another  suggestion  is  made  for  physicians  who  have  1 0 
to  20  patients  residing  in  nursing  homes  in  various  and 
scattered  parts  of  a city.  There  could  be  trade-offs 


whereby  one  physician’s  patients  can  be  concentrated  in 
one  home.  It  is  pretty  certain  that  patients  and  families  will 
understand  when  they  are  shown  that  such  an  arrange- 
ment is  the  only  way  that  all  patients  can  be  cared  for  in 
nursing  homes. 

An  attitude  of  willingness  and  cooperation  must  replace 
the  present  state  of  mind,  or  patients  and  the  nursing 
homes  will  hurt,  and  our  profession  will  be  pushed  one 
step  closer  to  complete  government  control  of  our  prac- 
tices. 

Robert  C.  Stokes,  MD,  Austin 


Adapted  and  reprinted  with  permission  from  the  Travis  County  Medical 
Society. 
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Better  health  education  can  add 
quality  and  years  to  life 

One  of  the  most  important  things  that  we  physicians  can 
do  for  our  patients  is  to  teach  them  how  to  stay  healthy 
and  how  to  take  care  of  their  bodies. 

We  need  to  see  to  it  that  every  age  group  has  oppor- 
tunities to  learn  about  basic  physiology,  personal  hygiene, 
good  nutrition,  and  first  aid,  and  receive  accurate  infor- 
mation about  simple  disease  processes,  chronic  illness, 
and  infectious  diseases. 

Such  knowledge  is  necessary  for  maintaining  good 
health,  and  yet  there  is  evidence  that  Americans  as  a 
whole  are  ignorant  of  basic  health  information.  Only  one- 
fourth  of  American  families  qualify  as  “well-informed” 
about  health,  according  to  results  of  a national  survey* 
released  in  April  1979.  Cited  among  the  barriers  to  good 
health  were  ignorance,  lack  of  information,  lack  of  self- 
discipline/overindulgence (smoking,  alcohol,  drugs),  cost 
of  physical  checkups,  stress,  and  cost  of  medical/dental 
care. 

The  pollsters  did  find  positive  factors  in  the  survey 
results:  The  majority  feel  that  they  are  not  well  informed 
about  good  medical  care,  about  mental  illness,  and  about 
nutrition  and  diet.  This  recognition  indicates  an  interest 
in  and  readiness  to  accept  more  information! 

Another  recent  poll,  by  Louis  Harris  and  Associates, 
found  that  most  Americans  have  unhealthy  habits:  only 
37%  take  regular  exercise;  62%  are  ovenweight;  37%  still 
smoke;  20%  get  inadequate  sleep;  and  33%  of  adults 
report  that  they  or  someone  in  their  family  have  experi- 
enced emotional  problems  or  similar  conditions  which 
have  affected  the  physical  health  of  those  concerned. 

My  experiences  with  a health  education  show  for  tele- 
vision, working  with  the  producers  of  Sesame  Street  in  an 
advisory  capacity,  convinced  me  that  most  people  do  not 
want  to  learn  about  health  or  to  change  the  way  they  live. 
Nevertheless,  I feel  that  we  have  to  try. 

I am  encouraged  because  changes  already  are  taking 
place:  Thirty-one  million  people  have  stopped  smoking; 
now  that  physical  fitness  is  in  style,  more  people  than  ever 
before  are  taking  regular  exercise;  and  people  are  more 
conscious  of  the  nutritional  content  of  their  foods  and  the 
effects  of  different  ingredients. 


'General  Mills  American  Family  Report  1 978-79.  Study  by 
Yankelovich,  Skelly,  and  White.  Inc. 


The  Harris  poll  concludes,  “The  question  then  is  not 
whether  it  is  possible  to  change  behavior,  but  how  best  to 
influence  each  specific  item  of  behavior,  or  each  particu- 
lar habit,  and  how  to  do  this  most  quickly  and  effectively.” 

Some  specific  ways  to  communicate  with  the  public 
about  health  care,  which  are  mentioned  and  which  have 
proven  effective,  are  public  service  messages  on  televi- 
sion or  radio,  publications  from  volunteer  organizations, 
articles  about  health  in  magazines  and  newspapers,  and 
medical  news  stories  on  television  and  radio. 

“However,”  the  poll  concluded,  “ none  of  these  has  the 
same  potential  for  improving  health  as  does  an  increase  in 
the  advice  given  by  personal  and  family  doctors  . . . 

Many  people  see  a doctor  as  someone  they  talk  to  only 
when  they  are  sick.  What  is  required  is  the  help  and  advice 
of  doctors  to  prevent  people  from  becoming  sick.” 

Prevention  of  sickness  is  a goal  worthy  of  every  ounce 
of  effort  that  we  can  put  into  it.  Through  health  education, 
and  by  changing  many  of  our  present  life  styles,  we  can 
greatly  reduce  mortality  and  morbidity  from  chronic  dis- 
eases such  as  heart  disease,  emphysema,  diabetes,  and 
many  forms  of  cancer.  We  can  prevent  acute  illness;  we 
can  change  our  environment  so  that  it  is  more  compatible 
with  good  health;  we  can  control  the  economics  of  health 
care  by  teaching  people  about  our  existing  health  re- 
sources and  their  proper  utilization. 

We  can  prolong  life  in  many  ways  and  make  it  a much 
more  pleasant  and  meaningful  experience. 

Because  of  my  concerns  and  interests  in  health  educa- 
tion, I have  made  this  the  number  one  priority  during  my 
year  as  President  of  the  Texas  Medical  Association.  I have 
named  an  Ad  Hoc  Committee  on  Health  Education, 
chaired  by  Joseph  T.  Painter,  MD,  to  produce  a workable 
plan  for  health  education  for  Texas  which  will  be  dynamic 
and  effective,  and  which  may  serve  as  a prototype  for 
other  states. 

At  the  time  of  writing.  Dr  Painter's  group  is  gathering 
information  about  TMA’s  various  health  education  pro- 
grams already  in  existence.  These  include  public  service 
messages  for  radio  and  television.  Health  Tips  news  re- 
leases to  Texas'  newspapers  and  radio  stations,  and  print- 
ing and  distributing  many  health  education  pamphlets. 
Several  of  our  association's  committees  sponsor  special 
conferences  and  programs  for  lay  groups  and  physicians. 
Films,  speakers,  health  forums,  and  health  fairs  are 
among  the  TMA's  ongoing  activities.  In  addition,  our  orga- 
nization cooperates  in  the  educational  projects  of  many 
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government  and  voluntary  groups. 

In  developing  a statewide  plan  for  health  education,  we 
will  appeal  for  assistance  from  many  groups  and  agen- 
cies, and  we  hope  to  expand  the  productive  work  of  many 
of  our  committees  and  councils  to  include  more  public 
education.  Certainly  the  Auxiliary,  as  our  strongest  part- 
ner, can  make  immeasurable  contributions.  Health  educa- 
tion is  needed  everywhere,  from  the  very  youngest  to  the 
very  oldest,  from  the  illiterate  to  the  one  with  many  de- 
grees, from  the  sick  to  the  healthy.  Everyone  can  gain 
information  which  can  be  useful  in  improving  the  quality  of 
his  or  her  life. 

I would  like  to  recruit  every  practicing  physician  in  this 
state  to  join  in  the  effort  by  taking  an  active  part  in  schools, 
PTA  organization  meetings,  churches,  service  clubs,  and 
any  other  groups  which  offer  an  outlet  for  health  education 
activities. 

Once  we  begin,  new  doors  will  open  in  unexpected 
and  productive  areas.  The  possibilities  are  endless.  We 
have  a big  job  ahead  of  us. 


Mario  E.  Ramirez,  MD,  Roma,  President, 
Texas  Medical  Association. 


TABLETS 

ALDORIL*-25 

containing  250  mg  ALOOMET®  (Methyldopa,  MSD) 
and  25  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL*15 

containing  250  mg  ALDOMET®  (Methyldopa,  MSD) 
and  15  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 

TABLETS 

ALDORIL®  D30 

containing  500  mg  ALDOMET®  (Methyldopa,  MSD) 
and  30  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 

TABLETS 

ALDORIL®  D50 

containing  500  mg  ALDOMET®  (Methyldopa,  MSD) 
and  50  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 


Merck  Sharp  & Dohme,  Division  of 
Merck  & Co,,  Inc,,  West  Point,  PA  19486 

Copjffighi  © 1979  by  Mefck  S Co . Inc 
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